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

DEPARTMEVT OF COMMERCE

MISSOUR! STATE BOARD OF HEALTH

et or e Congia: STANDARD CERTIFICATE OF DEATH s ruem 12087
FIEED“APR 6 i File No

Registration District No.__ L _f_ &

Primary Registration District No.zg,{ ool A0 RN Repistrar’s No, 7 4 /

1. PLACE OF DEATH:/
@) Commty....ob. Louls
(5) City or town. .. Leﬂl&l._mgﬂn ship

(If outaide city or town limits, write * “HITRAL™ aod aame of rwownship}
(¢) Name of hospital or institution:

Bauer Rd West MBttese, Mo. /-

in this community.

(If not in beapital ar Lostitution, wrils streat number or location) [
(d) Length of stay: In haspital or institution

(Specify whather

yeary. months or days)

=
2. USUAL RESIDENCE OF DECEASED:

(a) stare M1 g8 i__../ County.. St. Touis. rf/

() City or towneS 2 & _4/_ _____ A, /)
idgrcity or Loyt limits, writs "RURAL™)
(d} Street N [é) . { )

7 | (1f rurad, give kocation)

}
(¢) Citizen of foreign country? (Ves o(r'No)

If yes, name country

MEDICAL CERTIFICATION .

Yol Tane . John. Scherern 4
T ' Ry o 20. PATE OF DEATH: Momh..MAT:ChH . . . day..3]
3. (@) If veteran, ’ ‘(d\ Y year. 1842 hour......0.£.40 mingte__. A M.
name war «~ No -
21. I hereby certify that I attended the d d from
h 5. Color or 6. (2))Single. \ﬁdowcd lia-an'iéd 19 to 19
. sex. Male. ) | neWhite. divorcea 1AL L 18 that I last saw h allveon BT
6. () Name of husband or wife.....—..cc.... 6. (&) Age of husband or wife if || 2nd that death occurred on the date and hour stated above. Duration
alive .. —csrernnyears || Immediate cause of death.. Natural causes,
7. Birth date of deceased..... S WLy, L 1365
(Mooth) (Duy) {Year)
6. AGE: Years Monthg | Days If leas than one day pue to...Chronic. Myocarditis and. ..
76 8 30 arteriosclerosis,
hr. min
Due to.
9. Birthplace. St Lonia. Co.. Miﬂﬂm,ﬂ
(City, town, or eounur) (Bul.n or fnnim country) "
Othi nditions
19, Usual occupation -Ret ired Farmer i (In:{u%‘l oy within S maaths of death) IQ
11. Industry or busi i s | : PHYSICIAN
ot Major findings: —_—
8 12 name Michael Scherer 4 || Moy findings: | (N )Y o
[ .
2 1 13. Binthplace Germany : the cause to
{City. w‘ ot cougty) Sipte or foreign eo\mln' Voo hould
E{ 14. Malden name.........} g ar U.a Gas. téi S ...ﬂ.._(,# Of autopey...... :h:r:edstze-
= tistically.
16. (@) Informant Mary S cherer ) (a) Accident, suicide. or homicide (specify)
& Address Mattase R Mo. » (3) Date of occurrence.
. (a) Burall (5) Date thereof 4-3-42 (&) Where did Injury occur? (City or taws) {County) {Brate)
(Barial, eremation. or removai) (Montk) (Day) (Year} |[| tdy Did injury occur in or about home, on farm, in industrial place, in pubhc place?
{¢) Place: burial or cremation Mattese 2 MO *

18. {a) Signature of funera] director Fendler Und' Co' L

@)
19, (a)

Michigan Ave,/

ARI 19 o ¢ 40

{Dnte received local rexistrar) (ﬂ:m;f:n: s :it;WG)

(Specify type of place) J

While at: work? g vaw —
Siznatu‘r- M . D gt oth
Addma_ iI'-EWOO d_;__M_Q_.__Q/ Ql/ &2 Date signed. .

A? V2 cy {Licensed

r's Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

+

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

, Registéred Apprentice No....

working under my persanal supervision.

. e : ~
. - Signed 7 AR e %_g:,/
L - T Llcensed Embalmer No... WM
o P.O. Address " e ;DW

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

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




