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

DEPARTMENT OF COMMERCE
F lfumv OF THE CENSUS

tl FEB 24 1942

Registration Distriet No....

MISSOUR! STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District Noucarianrens

-

85

State File No

Registrar's No.

i. PLACE OF DEATH:

{e) County.

(b) City or town gy

b Louis

{If putside city or town limits, write “RURAL" and nnme of township)
(¢) Name of hospital or institution:

—..S%t. Lukes Hospitea &

(If not in bospital or institntion, writo street number or lacation)
(d) Length of stay:

In hospital or institution

2, USUAL RESIDENCE OF DECEASED:
@ saeMigmourd .
(e) Cityor town..... S B ¥ ton,

{IT outside city or Lown Emits, write “RURAL™)

@ sueer 0. 7571, BUCK AN ive. . .

If rural, give location)

{b} County.

{Specify whather || (¢} Citizen of forcign country? no (Yeas of No)
In this community.
yoita, months or days) If yes, name country 4
ra
MEDICAL CERTIFICATION

3. {a} PRINT - -
rFuLt, Name_._ JOHN R.SEQTLIFE.
T . o St 20. DATE OF DEATH; Month__oJANa .. day .. .12%0

. veteran, . (e fal ¥ .1 G . ] .

b ear....... .w:..4.2.._..........hour..................... ......._.minute................Q...M.
name war. J1QNE N&QE'Z.OE‘_'SE.EAU
21. I hereby certify that I attended the deceased from.... ¥ /f._.___..
5. Color or 1t 6. (4) Singte. wﬁogerc‘lrniareri? 19 %4 to_. _.J..’Z..._..... _____ 1944
race...!) i.l..l...........e.. divorced e o 4 that I last saw h.Lewalive on.. / oo 19'_4{_:(‘-
6. (b) Name of hugband or Wif€..oceceevevnneee. 6. {¢) Age of husband or wife if |} and that death occurred on the datg and hour stated above. Duration
- 7&1&@ c ShQ t_ll. ff alive....... 50 ¢ ediat use of d”‘”‘ 4
7. Bisth dure of deceama, JUNE 12 1911 mnLA .| L R
(Maonth} {Day) {Year)
3. AGE: Yeara Months Days If less than one day Due to e 1
’ j ." wl"éff
11 7 5 hr. min,
R “ Due to.

9. Bin.hplace_ St. Loul - S .ddisaonr /) - Mj

{City, town, or county) (Stuts or foreign country)

10. Usual occupation ... Aﬂﬂ te__QePt- Mngr *p
1. aludustry or business...... 2li- -Yielker D & G Co -.

13. Birthplace

f"—A"‘\

(r‘

ha of dmh)

Other conditiona__
{Inclade pr within 3

.| PHYSIGIAN

Underline
the cause to

‘i
~Jwhich death
Of autopsy__~ / _W uhou:(ril be
charged sta-
1 tistically.

Major findlngs:

of nn-rntinm

12. Name-J ohn. Banaon__shqtliff

MOTHER FATHER 1

: (gu nl_r(nowag
ty, town, coun tato or foreign country)
14. Maiden name... '51"9 tIlyirﬂd. Q...

15, Bmhplaa-_._st o WQRLB, _Mlasmi

{City, town, or county) (State or fareign country)

) (0) Informant -ldna Cave Shotliff.

®) Addrgss.. 2071 Buckingham, Dra. ...

. ()l (; 4 . 2 (¥ Date thereof. (h}—:h}?l:)ql%{ 5

arinl, crams oF TemaY onl ay) (1)

* (¢} Place: burlal orcremauon.m-z.a))) 3 )) L A A5
(a) Signature of funeral dlrector_..._c. R. I-ku.thn&_hSQ
®) Address.. 7?33 Delmar, Bivd

B
(a) ﬂ ved lml m?l%f ®

18.

19.

(Rexlstrar's signatuore) .

22, 1f death was due tofexternal causes, £1l in the following:
{a) Accident. suiclde, or homidde {epecify)
(d) Date of occurrence.
{¢) Where did injury occur?.
(Clty or town) {County) {State)
(d} Did injury occur io or about home, on farm, in industrial place. in publie place?
(Specity type of place}
While at work?....eoooeeeeeeeee. (), M eans of i m)uxy...._
23, (M. DJoroth
Address L Y M. JALAGN. . JAK. ... Date signed_ ﬁ&

(Licensed Embalmer's Statément on Reverse Side) U
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. . —
STATEMENT BY LICENSED EMBALMER  _ . -

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

, Registered Apprentlce No

working under my personal supervision.

P. O Addres
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER m his OWN HANDWRITING (l'allure to comply wn.h

the above constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be so stated ahove. .

1.




