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

¢ 7

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

Registration Distrlct No_.'?.&ﬂ.{

MISSOUR! STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

* Primary Remstranon D:smct '\lo

9274
2385

Slate File No

Registrar's No

1. PLACE OF DEATH;

{s) County.
(#) City or town

St Tonis

{1f outsids city or town lHmits, write "RUJAAL" and name of towoship)
(¢) Name of hospital or institutlon:

..Enroute. to City Hospital #1 - .
3

h (lf ot in holpn,al or iostitution, write street number or location)
{d) Length of stay: In hospital or institution

15 years

{Specify whather

In this community.
years, months or dayas)

2. USUAL RESIDENCE OF DECFASED:

(a) State.. MissSouri . &} County 77
(¢) City or town St. Louis . A

(If outsids eity or town Emite, write "RURAL™) 7
) Street No........ oQ47a_Geyer Avenue

(I{ rural, give location) R

(Yes or No)

ol )

& AP

3, () PRINT ,
FULL NAME :

EARL R. STRAHL

MEDICAL, (:En'nmEA'noN

16

20. DATE OF DEATH: Month. M8TCh

Fairfield, Illinois ‘

e

15, Birthplace

22. 1§ death was due to external causes, fill in the following:

. day.
. (b) If veteran, 3. {c) Social Security .
name’ war WOrld W&r #l No year. 1942 hour. 5 * OO minute. A M.
0 - 21. I hereby certify that I attended the d d from
5. Color or 6. {a) Smgl: widowed, marn:d 19 to. 19
male married ) [| e B B A '
4. Sex race. diverced ’ that I last saw h alive on ST § S ;
6. (b) Name of husband or Wife....c.ococormeeneeac 6. (¢} Age of husband or wife it || and that death occurred on the date and hour stated above. ]
39 Dusation
alive__ %™ ___ . __years
7. Birth date of deceased..... BY. &7, 885 \-&dl ......
(Month {Day) {Yesur}
8. AGE: Years Months Days If legs than one day
46 9 16 UV .} S min i
. Due to :
o. mithpiace. GOLL, I1linois ] T 7 o
{City, town, or county) {State or foreign country) 3 g 3 - -
: - Other conditifng 9 = .
10. Usual occupation . hRck . —griver . (Include pregghndy #ibin 3 monthe of deat /"/(/)/
11, Industry or business BeMack Tmsport Co, ’il W m 7 PHYSICIAN
M i
E 12. Name. Willi&m Stra'lll Majgfr Eggr:m‘:\nn {/ u nf\'
- .- i . Underline
b - I3 N
£ X 13. Birthplace Illinois , j l, tl;]e.cggsetmo
o~ é htow Dgit!) (Stp_i.c or foreign country} Of autopsy k} .t :Vh:)cu ldeabe
i ( 14. Maiden name in - charged sta-
E tistically.
=

(City. town, or county)
16. (a) lnformam.:gd,v..‘,.

(8) Address 2047a. . Geyer. Avenua
17. {(a} Burial () Date thereof...

{Barial, cremation, or removal) National CeqermthE I‘y,u) (Yenr)

(¢) Place: burial or cremation.

18. (a) Slgnature of funeral director... a w Mq
@) A 2301 Lafaye:
o 0 SER 16 1

943 & ...
(D-h received local registear,

v 3 e MY .
(Registrar's signatore)

{s) Accident, suicide, or homicide (specify)

{#) Date of occurrence

{¢) Where did injury occur?.

(City or t.o-n) {County) (Siats)
(d) Did injury occur in or about home, on farm, in industtial place. in public place?

3

(Sp-:li‘y type of place)
Means of i mJury

23, Signatyreq A LN L c ¥ 4 er)..

. Date sign

[/ ” g (.{ y {Licensed Embalmer’s Statement on Revedse Side%)"/




b

STATEMENT BY LICENSED E_MBALN-IER--

I herelﬁ-lifg ?hat the body whose e\ recorded onthe reverse side of this certificate was embalmed by me,orby.
: . A = JD‘ - A Y LS e , Registered Apprentlce No. 8 ! q ........

-working under my personal supervision.
d

J - - N B . o Licensed Embalmer No._z-.é_ / QZ
P 0. Addressz J/; . LAA I’ 2

- Note: The nbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAI\DWRITING. (Fai re /- mply wi
the above constitutes grounds for revocation of license.)

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




