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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE

MISSOUR! STATE BOARD OF HEALTH

SRR STANDARD CERTIFICATE OF s i . 23,008
Reﬁnmﬂ:-x;mm(:tr?ct 190\“ ]w 4 s BES?

Regisirar's No.__'?,OSS ...........

..Brimary:Registration .D[stnee No...,...._.._

1. PLACE QF DEATH;

(s} County.

(&) City or t.ovtan':.lc-'-"t . I.Duls ’"“M]. saourl

(lfonl.lid.c city or town limits, writs “[RURAL’" apnd nome of toweship)
(¢) Name of hospital or institution:

_.Ste. Louis. City Hospital #1. O

2. USUAL EIDE_NCE OF DECEASEI:
(a) State . (&) County ad ()
(@ Cityortown......She_ Lonis, Missouri <29 72

{If outside ¢ity ot town Limits. writs “RURAL") /‘

(dy Street No. 7008 No. Fourth St.,

16. (@) Informant..

17. (a)

&) Address.. Sty LoUis City Hospitgl #L

(Bural, cremation, of retaoval)
{¢} Place: burial or crematio

18, (o) Signature of funeral director. - :

=

{Datareceived local rexiatrsr)

9 e, _

(IT oot in hoapitul or institution, write streat number or location) (If rural, give location)
(d) Length of stay: In hospital or institution........%_ DAYS. R J
(Specry whetber || (¢} Citlzen of foreign country?—.. 19&) £ _(Yes or No)
In this community. Unknovwm - ~
yenrs, months or doys) I yes, name colntry
3. {a) PRINT Hal Torrence MEDICAL CERTIFICATION
FULL NAME
20. DATE OF DEATH: Month__ AVEWSE _aoy_.. . 13
3. {¥) If veteran, . J. (¢} Social Security 1
name wa OWn . N Thimown _._.91&_.___.._hou:__1:h_Q_.__ _____ minute.........P.n_......,..M.
T. 0.
21. 1hereby certify that I attended the deceased from.._.A.u.gllst e reemenen
le / 5. Calo{‘ﬁ:ite 6. () Single, ?du:ed maer;ad 6. 19 h L. too... A;]@]ﬁh i 3 e 19, !, 1
+ sex Ma 2 ce aivorcen& WA AC that Ilastsawh 3m _ aliveon Avgust 13,...... 1941
6. (5) Name of husband or wife.. WHSMOF 1l 5. () Age of husband or wife if || and that death occurred on the date and hour stated above. Durasion
1
_ ative__ KOOV Dvears || Im te cause of death 4 I
7. Birth date of deceased. GREIROTI g,
{Moath) (Day) (Year)
8. AGE; Years Months Days If leas than one day Due to.
81 - - S—
min
Due to
6. Birthplace 7/ Pennaylvania_
(_Cil.y. town, or gounl.y}‘ {Stute or foreign conntry)
. Cther conditions.
10. Usual occupation_ I 1L.a . e et mrasy within s momtis o7 oy G
11. Industry or business Nll hd Z X - PHYSIGIAN
e Mezjor findings: —_—
5 {12, Name..... UDKIOWRD , Of operations £ )
< 7 - s . \ ] g =g Underlipe
2\ 13 Binbplace Unknowo.__ : |thecauseto
(Clity, towp, oc county) L4 {Stata or foreign country) N (wiuch dea
o Of autopsy. should be
= { 14. Malden name.., . . charged ota-
E & Unlmown tistically.
g 15. Birthplace U T To v s — 22, If death was due to external canses, £ll in the'following: !

{a) Accident, suicide, or bomicde {(specify)
(4} Date of occurrence.
() Where did lnjury occur?. bt

{(City or town) > {County) (State)
{d)” Did injury occur in or about home, on farm, in industria} pla.r:: in public place?

(Sptr.ify lm of place}
While at work?............. - 3;& inj SR 4. S
. T i ‘ . . .t
- sorfese b L Yo Tl VAT
g %,

Address 1L F i::te_ALnua,____ Da

{Liccnsed Embalmer’s Statemcnt on Reverse Side)
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' STATEMENT BY LICENSED EMBALMER ;|
) ' i
1 hereby certify that the body whose name is recorded on the reverse 5|de of thls certxﬁcate was embalmed by me, ¢or by
y > , Registered Apprentice No....
. Vi - iy
working under my personal supervision. | e N
§ Signed .. linidi B il B -
. . : . Jj . T Licensed Embalmer No,_:
{ .
: P. O. Address
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
,the above constitutes grounds for revocation of license.) : "t st

" If this body is not embalmed, fact should be so stated above.




