By

1 DEPARTMENT OF COMMERCE

' FILLLY YU

BURRAU oF THE CENSUS

Registration District No.ﬂ.%..._

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH,

22807

/é/‘]

State File No.

Registray's No

1. PLACE OF DEATH:

(s) Cottnty .o St! L..quig ’.....C..Q‘mtx oo

(®) City or town 9108 Halls Fer:l:‘v Rosd - 4.;l

Primary Registration District Nq‘.;d___.__

i3

2. USUAL RESIDENCE OF DECEASED:

SE— ) County__..s_n_......lxonis_z...‘
g

(It ontside city or town limits, writa “RURAL" and name of @}nnh:

{¢) Name of hospital or institution:

/

{If not in hospital or institution, write stroet numT or location)

(d) Length of stay: In hospital or institution

12 . vears

In this community.

{Specify whether

yaary, months or days)

PP I e . B

(¢) Cityortown.___

T outaids city dy'town lmita, write "RURAL™) <J
@ street N, 9208 Halls Ferry Road.
(If rural, give location) d
{¢) If forelgn born, how long in 1, 8.°A.7, years.

3. (a). PRINT
FULLNAME.

Minnie Allers

3. (&) If veteran, i

3. () Social Security

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month__ﬂlﬂﬂ € daye @8OE .
/ ,4/ / q‘z_mmjnute_/ﬁ_ EM

WRITE PLA_INL'Y--USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

= '(c) ‘Place: burlal ormaﬂon.......F....I:._

eqr. hour.
Nil voNone y
inieibeh 0N 21. I hereby certify that I attended the d dtrom.. Tt Grag 3 =T
5. Color or 6. () Single, widowed, married, 197! to. .. g”“-"[ﬂ e O
4. &LEQm&le;/_ rce WHite aivoreed._Widowed-i that Tlast saw b @Zh.... alive on._ 22 - 19 %4
6. () Name of husband or wife—.————..... 6. (c) Age of husband or wife if || and that death occurred on the d6de and bour stated above. Dasation
..Geroge Allers. . .. ative. 20288 O Immedxate cause of death
7. Bith date of docessed.0C Yo 27 1877 mwg;..&mtz&hfm L etry 0
{Month) {Day) {Year)
8. AGE: Years Months Days 1f lesa than one'day " Due toM. M’E SE S /_ydé?.'
63 7 125 hr, min b ‘-// T LN
Y ue to.
s, mnpie St Louls € -
(Gisy. town, or connty) (Stnte oe foreign country) Aﬂ T
itiona zE NG t_’zaa !‘%9‘ N
10. Usual occupation Housework ,0‘('.’;‘5322“ within 3 months of déath) —
11. Industry or busi None PHYSICIAN ‘
g { 12, Name_ FL8UK Glese .. N o ) . —
nderline
2 Lis s IRKDOQWR.. > the catse o
!Chy. town, or E}n‘f (Stats or foreign munr) Of auto: ‘:h Idub
E { . Maiden name.. fnhl{t.u/ autopsy. ou ﬂ:-
Unkno : tiatically.
15. Birthplace — (c“:l “,‘:E;u—n‘,j“—" 7 (g%ua foreign country) || 22. If death was due to external causes, fill in the {ollowing:

16. () Informamt___ATLHUT Allers

(2) Address 9108 Ealls Terry. Rd,

{b) Date thereof:

18. (a) Signature ul‘ funeral director. -
()] Add.ress_._._...

w. @ MUN 2.4 1941 4

(Reglstrar's ol

t
(Montd) (Dny) (Year)

dens Cemetery.

<

0y

)

(o)
()]

Y

)

Accldent, suidde, or homiclde (specify)
Date of occurrence.
Where did injury occur?.

(City or town}
Did Iniuﬂr occur in or about home, on flrm. in inds

Coanty) (State)
place, in public place?

(Specify type of place)

- While at work? {¢) Means of injury.

1 (M.D. arothu)
Date s

23, Signature .

Address.. Y70 L o SPeppnn; /:W 77/?'

{Licenmed Emh‘léur‘- Statement on Beverse Sido)




' . PRl
' Sorg et )
. ’ : . ERS = = e
B
,
; .
L3
*

‘STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is. recorded on éhe reverse side of this certificate was embalmed by me, or by.......ccoivermriricennes

e e e ,Registered-Ap;;}entice No

_wo_;'king under my personal supervision. _

'P. O. Address.§

Note: The above MUST BE SIGNED BY THE LICEN SED EMBALMER in his OWN- HANDWRITING (F ailure to comply wi
the nbove consututes groundn for revocatlon of hcense.)

.\.\,l o

If thm hody is not embnlmed fact should be o stated above. - ’ - -



