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

DEPARTMENT OF COMMERCE
BurEsU of THE CBNSUS

HED OCT T8 1941

Registration District No.........l... L. L

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH s v wo__ 304 30
Primary Registration District No....... / a ( V Registrar's Nb._mww_ﬁ‘(;m..

1. PLACE OF DEATH:
(¢) County.

{8) City or town.—.__ 8k a LONiE.

(¢) Name of hospital or ingtitution:

(! outstde city or town limits, write “HUNRAL’" and uama of township}

St. Lukes Hospital,

{I{ not io hospital or institation, write street number or location)
(d} Length of stay: In hosgpital or institution

In this community.

/f) (Specify whether

yenrs, monthy or deys)

1. USUAL RESIDENCE OF DECEASED:

o~
(o) State_Migsouri, _ - (® County 2.3
{c) Cityor town, 8t. Louis, 2

(If outaide city or town Limits, write "RURAL") .~ "‘*\
(d) Street No 4111 Westminster Pl. //

(I rural, give location)

{¢) Citizen of foreign country? no {Yes or No)
/

If yes, name country —

Full NAME Allen F, Bever,

3. (& If veteran,

3. (¢) Social Security
No.4T74=03-5485

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month__S@DPtembery,, 26th
yea.r,_.,,,l,-,q,,&_lm'.m mmmmm hour. / minute za,; M

(¢} Place: bural orcremati-xn_.__ransas City. Mo.

narne war. 6
21. 1 hereby certify that [ attended the d from M " flmjo
5. Color or 6. (a) Single, widowed, married, 9., M 24 10, 44
i se_mple " | mewhite | | avorceaMarried || o0 ST OLM 26 102,
6. (5 Name of hushand or wife... rrvvermeeners 6V (€} Age of hushand or wife if || and that death occurred on the date and hour stated above. Duration
.n.____Margu_e.x:J._g..&ever P alive 2 &........years || Immedipte cause of death
7. Birth date of deceased Letaber TN N
{(Moath}
5. AGE: Yeara Montha Days I leas than one day Dae to... SN S
33 11 3 hr. min
I Due to
9, Bmhplact__..K.an.Bﬁﬁ City, - . 3 ”m i
(City. town, or conaty) (Stnte or fareian country) ; ; N : ‘ ; L) )
Other conditiona
10, Usual occupation_. dnOLYRe Operator . (Inetod R Ta of death) \ﬂh y
11. Industry or b % i % . PHYSICIAN
£ aj : -
;:!,"J] 12. Name RO}' J . Bever ] "lJOOfP o;pr:a!tli:lng . A |
i U Underiine
= | 13. Birthplace..... -.Brookfield,. Mo Lhe couseto
{City, town, uroounty) {State or foreign country) Of autopsy. shouldeabe
g{ 14. Maiden name...Lola. Jlrnat.eka 5 ed sta.
tistically,
ook -
§ 1 mnhp:m”gf;»g“fg&lﬁ)._ tState or hﬂ:‘ oSy |l 22, 1 death was due to external canses. £ll In the following:
16. (a) Informant Ma.rguerit.e Bever, (s) Accident. suicide, or homidde (specify)
@) Address_...__ 4111 Westminster Pl. .- (&) Date of occurrence
{17 (@ . Buriel, {5} Date thereaf ' ]?_._::2_7:_‘1:/_ (c) Where did injury occur? ity o towa) o) (Siate)
© {(Uurial, cremation, or rerovel) (Moath) (Day} (Yeer) || (4} Did injury oceurin or about home. on farm, in industrial plzce, in public place?

{Licensed Emabalmer's Statement on Reverse Side)

18. (a} Sigmature of funeral directoe% A A A uﬂM"-)-..... While &t work?—.___. _(_sff’(‘,’)" \f place) njury.._.. T
® Ad 2621-23 erokee St. _ ‘CQ
) sgp @ / 23. Signature, “ 4 o g M. D. -rlnher)
19. . 4&4 *
(G (Dato received local 1 {Hegistrar's signature) v Add M Date signed_
4 7 7 .




AV

STATEMENT BY LICENSED EMBALMER

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

.

- _— Registered Apprentice No

working under my personal supervision.

Note: The nbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply witl
the above constitutes grounds for revocation of license.)

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



’. 5. No. 2B

0M—8-21-41

Eho 1 Xzo288

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

v MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF COMMERCE r
BUREAU OF THE CENSUS /

Registration District Noz_....

Primary Registration District No.

34 L3O

Registrar's No.

Siate File No

(073

1. PLACE OF DEATH:
(e¢) County { 72

(& City or town.........
{r nuuidc c%ty or ww [lmiu. urril.e HURAL nnd nnmo ol‘ towmhip)

{¢} Name of hospital or ingtit uo:? ’ ;

(11 not in hoapital or inatitution, writs street number or ﬂcltion)
(@) Length of stay: In hospital or institution

2. USUAL RESIDENCE OF DECEASED:

{a) State () County

{¢) Cityortown

(If outside city or town limils, weite “RURAL"™)

(d) Street No

(1 rursl, give location}

15, Birthplace.

(Specify whether {¢) Citizen of foreign country? (Yes or No)
In this community.
' years, hs or days) 1f yes, name country.
3. (a) PRINT
FULL NAME A ¢
3. (8) If veteran, 3. (¢} Social Security 20. DATE OF REATH: danth e
name war. No. Year. ML
21. I hereby certify that
.W 5. Color ow 6. (o) Single, widowed, married, 19
4 X race divorced that I 19, H
6. (¥) Name of husband or wife.........veeceeonuenee. 6. {£) Age of husband or wife if d .
Duration
NG
7. Birth date of deceased...... @&Y‘- ﬂZj) - (%
“(Day, N
NS
8. AGE: Years Months Days Due to
33 | 1/ 1<\ a
)\ o
9. Birthplace........cooeney .. . AN, V. W
i o, anty) {State or forelan conntry) .
Other conditions
10. Usnal oce - {Include pregnency within 3 manthe of death)
11. Industry o \\)} PHYSICIAN
o ) Major findings:
12, Name Of operations
E A\ Underline
Pl QXN Birthplace 3’1;:‘::}? g:x:g
{City, town, or county) {8tats or foreign country) Of nutopsy ahould be
& { 14. Maiden name ed sta-
tistically.

{City, town, of coonnty) (State or foreign country)}
16. (o)} Informant
{¥) Address__._..

17. (e}

(8) Date thereof.

(Buria}, cremation, or removal} (Month) (Day) (Yenr)

{c) Place: burial or cremation

18. (o) Signature of fttneral director.

22, If death was due to external causes, fill in the following:
(g) Accident, suicide, or homicide (specify)

(5) Date of occurrence.

(c) Where did injury occur?.

{City ot I.nwn) {Couaty) {State)
{d) Didinjury occurin or about home, on farm, in industrial place. In public place?

{Specily type of place)

While at work?. e (€} Means of IDJUTY e
(b) Address. s 7 ,2 S (M.D ther)
T 3. Signatnre A .or other)...........
19. () ..o b ~Z..._ e~ Q‘{",
| (@ u&ﬂﬂi lzliungdf } (Rm:nr lnnuuxre) Address Date signed..................







