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

DEPARTMENT OF COMMERCE
BUREAUY OF TRE CxN

FILLED

v 2 288
Registration District No

MISSOURI] STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Reglstration District No.. 3L} -...

33442
8398

State File No.

Registrar's No.

1. PLACE OF DEATH:
(@) County.
(b) City ot town

St +LOUis
{If outside city or town limitas, write *“RURAL' and name of township)
(e} H‘ameﬁf hos 1ta1 or institution:

ATl

Cl‘bv Hosnr!':l'! #]

{ir not in bocmtnlor :nlutntlon wriie strest numbar or location)
(d)} Length of stay: In hospital or institution

(Specify whother
In this commumnity.

2. USUAL RESIDENCE OF DECEASED:

Missouri
S5t .LOIﬁ.S
(if outaide city or town timits, writs "I’IURAL:)' [

(@ Street No. 2961 _Laclede Ave

(If rural, give location)

{a) State

. (b} County.

(¢} Cityor town,

yoars, montha or days) (e) If foreign born, how long in U. 8. A.2 years.
Harry JoIMSOIl RKNOWI 83 T EDICAL CERTIFICATION
3 (o PRIt e Barry LaSalle
~ 20. DATE OF DEATH: Month___+9th day__ October
3. (&) If veteran, 3. (c) al url 9 . .
name war o Z_Sﬁg _é‘i 69 ymr___l_.él ..... hour__...g_.._&.ﬁ__ _____ mmute......A.._._..___
21, I hereby certify that I attended the d d from
hal 0 5. Color or . 6. {a) Single, widowed, ma:ﬂcd{ 19, to 19
6 Sex..... 248 7 | race. Whike divoreed_Single: Lif that T last saw b alive on 19
6. (3) Name of husband or Wife..eomemceme 6 (¢} Age of husband or wife if || and that death occwrred on the date and hour stated above. Duration
H
alive . years]} Immediate cause of death
7. Birth date of dec d Unkn-m Cnr‘nnar'v Inf‘sa'r‘ot
(Mouth) Day) CFear) Chronit Myocarditis;
8. AGE: Years Months Days If less than one day Due to...._ 1‘ 3
About 50 hr. min i n
1115 T Due to =3 .
9. Birthplace 11101.8 . i ;,'" .7
(City, town, or connty) (State or foreign conntry) i s ‘ “ ﬁ
h Qth ditiona 1"
10. Usual cocupation.. D812 SHAN — e o in s et of 3ol
11. Tndustry or business_Digderman Furniture Go. . . . \ i . PHYSICIAN
g { 12, Name Carl Q.Johnson Mujor Sudings: i —
g [ 'a Underli
= L 13, Birthplace. Syreden ‘f J a' “;fi:“ﬁ ‘é”?é
<] 'wﬂ W, (=%
E 14. Maiden name “Kﬁn“é""na‘ﬂﬁ&ulst Gt p— Of autopay. if should be
S{ 15. Birthpla Sweden Y oo timtically.
= T T Yty tow —__z— {Stata ou foreign conntry) 22, If death was due to external canses, fill in the followlng:

$6. (a) Informant. -
Alexandria

siana _
@ Date tereat._Oct_22. 1941

Month) {Day)} (Yoar)

(b} Address
17. (@)

{Burial, cremation, or removal)

{¢) Place: burial or cremation chicngolCIll‘

18. {o) Signature of funerai Mr“mm
(t) Address..... 3029 Lafayette Ave

19. (@) (fﬁﬂ'&f"ﬁ' %:,AM

Reghtrar's v e)

(8} Acddent, suicide, or homicide (specify)
(» Date of OCCIUTENOR
(¢} Where did InJury occur?

(Ci H_L] nty) {Stata)
{&) Didinjury occur in or abont home, on !arm. in Indus place, in public place?

(Spacify tmofp co}
M ofimury =




* STATEMENT BY LICENSED EMBALMER

I hereby certify that th.e: body whose name is récorded on the reverse side of this certificate was embalmed by me, 6t By e,

. Registered Apprentice No

working under my personal supervision.

| ’f_—r%mbalmer No ,? 2\ 7 7

’ - . . R 1‘ ,.l“’

’ P. 0. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING . (leure to pl
the above constitutes grounds for revocation of license.}

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




