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should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very

important.

ion

. B.—Every item of informat

N
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DEPARTMENT OF COMMERCE

Registration Distriet No......

MISSOURI STATE BOARD OF HEALTH

FLEE N OV f""?”gm?g, TANDARD CERTIFICATE OF DEATH State Pto o

33594

Prlmry Reglstration Dﬁtﬂetm e BN 3 Registrar's No.

8552

{

1. PLACE OF DEATH:
{a) County.
(b} Clty or :anSt sLOuls

(I putaide olty or town Limits, write “RURAL" and name of towmbhip)
(¢) Name of hospital or institution:

3822 A Folsom Avenue /

(If not In hospital or institotion, writs street number or location)
(d) Length of stay: In hospitalor institution.

In this community. L ife
years, mouths or days)

(Specify whether

2. IJSIJAL RESIDENCE OF DECEASED:

{a) Stnhe_._l_-[_i_-_ﬂ.ﬂg_.m._.._.. (8) County. P N W
(e} City or town. St.Louis / // 7
{If cutside city or town llmits, writs “RURAL™) ”
(@ Stroct 140..3822_A MoRee s
. {If rural, give bocation)
{e) I foralgn born, how long in U. 8. A7, /’ years.

8 @PRINT  gohn Peter Miller

SMEDICAL CERFIFICATION

5. &) It s 20. DATE OF DEATH; Month a day. Z? V";
N t N N Lo
veteran 0 O W_W_Bs 4:&) L hour g mine B8 = M.
name war. No.
2.1 %y certify that I attends tke de Irnm?
6. Color or 6. {a) Single, widowed, married, Yo 199, to . 1w/,
4 Ser.._ hale '/) rece white d!vorcod_d_‘{_‘g'zr________ied thet I last lnw’;.... ; alive on Qe 7. & 194/ ;
6. (b)) Nameof hushandorwife_._ 8. {¢) Age of husband or wifeif || and that death ccetttred on the date and hour stated above. D .
. uralion
Ma.rgaret Walsh Miller alive__B6&. _vears || Immedigfécaurs of death, /-
7. Birth date of d a__Sept. 12 1880 %—t,& M_faﬁ% / B
{Mounth) {Day) (Yoar)
8. AGE: Years Months Days If less than one day Dus to. dm W e
61 1 15 . : e, ANyo
. min
_ 7 o =22 || Do to N/W} 4
9. Birthplace.. 3 5oL 0018 & Mlgsouri B
(Clity, town, or county) {Suate or foraign country)

10. Usual occupation.. oL @VaLtOr Operator
. Industry or businesn . .C1tY 0f Stl.louis
{12 Name JOBD Miller : i
13, Birthplace Dont Know /7

Other condjtions £ Yj

(Include pregnancy withis 3 months of death} | ——e
A PHYSICIAN

Major findings: . l }4' -, —_—
Ot operations \ { Underline
i the cause to
V‘\J which death
Ot satopey thouid e

tistically.

16, Birthplace Dont Know &5

(Ciry. 1own, or comnty) guu m
18. (a) Informant's own signature.

) Address_ 0828 A lcRee

17. (@ Burdal = (5 Date thereot_Q0Ee30,194)
{Burial, crenation, ar remaval) B (Month} (Duy} (Yeur)

1
-]
:
E { 14. Mafden name Doﬁ%"fﬂw county) {Stats or fareign country)
=

{¢) Place: burlal or crematio
18, {a) Signature of funeral director,

) Address. 1519 South gyand BlvVd
(Date’ (n *a slgnnturs)

22, It denth was due to external causes, filt in the following:

(a) Accident. suicidg or homicide (specity)

(b) Date of ocowrr

{¢) Where did injury oecur?

or town)

City
(&) Did injury occut In or about home. cn hrm, {nin

d'u:uin.l “t’} public pfue'!

23. Signature.

Addrm...._éltrza m 4r

M—AA#_ While at work?_%_g“: ?f" °::::‘2f ihjury. 7)
D. JESS——
4 Date dgnaﬂ‘ll% y

{Licensed Embalmer’s Statement on Reverse Side)




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.uoemooeeeee

+ Registered Apprentice No

s Q«Q, LI

B ] Licensed Emba!mer No. ‘3 g go

——
c A

‘working under my personal supervision.

P. O. Address

Note: The above MUST DE SIGNED BY THE LICENSED EMBAL’“ER in his OWN HANDWRITING. (Fallure to comply wit
the above constitutes grounds for revocation of license.)

If this body is not embalmed, above space should be left blank,




