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Registrar’s Neo

1. PLACE OF DEATH:

(a) County.
(6) City or town

_
St bouls; o,

(1f outside city or town limits, write "RURAL" and nmame of townshin)

(¢) Name of hospital or institution:
omer G. Phillips Hospital /)
(If uotin hospital or institution, write atreet number or Iocal:lcn)

(d) Length of stay: days
{Specify whether

In hospital or institution
In this community. Unknown
years, months or days) -

2. U$UAL RESIDENCE OF DECEASED:
Missouri

Ste

(a) State.

{c) Cityor town

{d) Street No
. " {If rural, give location)

{Yes or No)

(e) Citizen of foreign country?

If yes, name country

3. (e) PRINT
FULL NAME

William Eischman

MEDICAL CERTIFICATION
20. DATE OF DEATH: Momtn.DECEMbEr . 23, 1941

WRITE PLAINLY—USE UNFADING BLACK INK--MAKE A PERMANENT R

3. (b) If veteran, 3. (&) Social Security
N y“f year. hour. minute 30 P'
name war. O . W
21. T hereby certify that I attended the deceaged from De cember ]15
ﬂﬂ / 5. Color oz\ 6. (a) Single, pdowe; ‘:;'arrie(d[ w4 l.w. . Decenber 23, . 194L
4osex JAOME ol race... 0/ d“’“'CEdv--ﬂ 1€ that Ilastsaw b im _ativeon.. December 23, .. 1041
6. (b} Name of husband PR . (¢) Age of husband or wife if || and that death occurred on the date and hour stated above.

. 4 7 ) Duration
........... Z _ﬂ,&JJ( A, n ahve...u...té-:u A eyeQIS lmmﬁdia.t‘; causi)of death...... \, B HEVE
7. Birth date of deceased / SELP= B | obar Ineumonia : &

{Menih) {Day) {Yenr} f‘& .
8. AGE: Years ' Months Days If less than one day Due to i #&( _____
W J ? . i }%
min. 3
Due to. I i f g_#g
9. Birthplace.... //Q( .l.(’[:' e // . - ’ I ]
(C)ty coughty) (Stutd or fcrrmgn counl.ry) g l CRF - -
: Other conditions

10. Usual occupation....... m & n }' {Include pregnam:y withio 3 months of deal.h)}

11, "Endustry or business... dje& m Badl PHYSICIAN

o Ma]or ﬁndmgs r—

% 12. Name._...... JG}"[" y k kf . /ﬂ@ d.}ﬁf ,,,,,,,,,, Of operations Unden

= ' i nderline

el R TS 0 Y - 2 the cause to
town, counpy, (thm or fm'elgn country)

Eﬂ: 14. Maiden name.... J' j h Q. W \. Of autopsy. :Iilla?r:égs?;

§ . I . tigtically.

= 15. Birthplace. i e mumy) - 5 fm_m“ vaieay || 22. 1t death was due to external causes, fill in the following: ’

16, (a) Informant (a) Accident, suicide. or homicide (specify)

) Addre N r_ (&) Date of occurrence.

17. (a) . ﬁ ml # . (b) Date thereuf }’)) () Where did injury occur? (City or town) {County) {Stata}

1. cre » o ’°m°'"") ( 0“"’) ( ’) (Y (d)-..Dld injury occur in or about home, on farm, in industrial p]ace in public place?

{c) Place: buna] or cremation....._. G & &&n e 04
18. (a} Signature of funeral director............ AZ[.. \.' ﬂwct’f ...................

D2

Maadress... 2 (2.

i

/1'

-Spec.il';r type of place)
eereemeee f€) Means of-injury_ A

J While at workjf.....

. 23. Slgnature

) Address...........d. )] W A /,
EEEETS t,&ﬁm@ A

‘(Regi‘-trn.r-;; signatuore,
% ‘/ 4/ {Licensed Embalmer's Sta

tement on Reverae Side)

b) County.............. Od
Louis ,( ) ] 2 5 £2

90 ( If outside city or mwﬂlu wnz_@ J?\' ;

.......... e LM D orother). s
Date stgne;{_ //_ ?/4[/
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STATEMENT BY LICENSED EMBALMER

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

ﬁ/ J- / / ,/ CQM (-) M QDGWLZ/ ................ , Registered Apprentice No

working under my personal supervision,

e Mlfiniy 0 et

‘Licensed Embalmer No L/ /‘)/

, ‘ P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALI\IER in his OWN HANDWRITING (Failure to comply with
the above constitutes grounds for revocatmn of license.)

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

_—




