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

DEPARTMENT OF COMMERCE

MISSOURI STATE BOARD OF HEALTH

Lobab /

BUREAU oF THE CENSUS -
SILED MAY 4 STANDARD CERTIFICATE OF DEATH State File No g
Registration District No. 7% Primary Registration District No.../..,d_._g.___.._- Regisirar's No. ? / ?
1. PLACE OF DEATEI: - . 2. USUAL RESIDENCE OF DECEASED:
{a) County. . wOULS Q
r . pa! Lo d
() City or town__NobSter “roves (@ state._._ MO @ County._ St . T.on 1 :
(It ontalde city or town limits, write “RRUAAL™ and nams of towmahip} -
(¢) Name of hospital or institution: (&) City or town Viehater Groves )4
1 o =a La ) l e d e Rd { (If outaids city or town limits, write “RURAL") y
{1f not in hospital or institotion, write street number or Jocation) «
(d) Length of stay: In hospital or institution {d} Street No 135 8. Iacl e_d iy Rd' ;
(Specify whether {1f rural, give tocation) 0
In this community. 58

years, months or days)

{e) 1If forelgn born, how longin U. S, A.7.

vevvas-m—s YEATY.

MEDICAL CERTIFICATION

3 RN e. william Constanz
FULLNAME
20. DATE OF DEATH: Month _ADYIT  dgay 23
3. (3 If veteran, None 3. (z) Social Security y&r__._l_a{}..z.. heur. 7 inute P M
natne war. No.
21. T hereby certify that I attended the deceased from
D 5. Color or 6. (o) Single, widowed, married, 19, to 19
1 s Maleld! neihite. divot;c’ed..._..Mf?:-_r.I'.iﬁd that I last saw b alive on 19
6. (5) Name of husband of wife............_._... 6. (¢} Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
- 3 ]
Hylda alive_ —_years || Tmmediate cause of dearn_ NO LU Al causes. | 7777
7. Birth date of d d March a2 1870
(Manth) (Day) (Year)
8. AGE: Years Months | Days If less than one day bue to.01 3. Infarch of intraven tri-
72 1 15 - _|i.cular _septum; hypertrophy & |
i || 2= m_z_mgm__mm_azm; o= ..
9. Birthplace... Gormany. F llsclerosis of coronary and basilar
: {Clty, town, or county) (Suu or fureign eonnt.rt)
10. Usual occupation.. Hetire d __Machinist. Olhercondxuons._;a".'ir_m}?i%f;fsz. m)a.dL i-focal |
11. Industry or bu:inm.".....P.le'l:D.l.l.‘-%}...M.QJZMLQ.Q._.C.QA...............“.. encephalomalacis {(0ld) of PHYSICIAN
g { 2. Name__August ~onstenz , o6 entom GTbral % _cerebellar | —
erune
4 L 13, Birthplace ‘ ; Gﬂrmﬂ.“y \'f qutex . Vr thhe.lccgléu:g
. T (Gi ty) - ¢ (State or foreign try)T S, T - T N T ™ £a
% 1t vt e, TREAERR iy ICES I/ < Ay
el s B ' =
S{ 15. Birthplace ' Germany ! - | tiatically.
= (City, town, pe county) ¥ (Btate or faeign mmy 22. If death wan due to external causes, fill in {l; following:
16. (a) Info - _ ™ || (@) Accident, suicide, or homiclde (specify).
(5) Address 133 S, Daclede Ré ‘ ™ |} @ Date of occurrence.
17. __B.JILlal___m_.__; (#) Date thereof. 4-27-42 ()} Where did injury ocour? s Forre prrem)

Bw'hl.au-ll.hn.orrmuvnl) {(Month) (Day) {Year)
() Place: burizaf or cremation

18. (o) Slgnature of funeral

®) Address.._ BABE |
) ()(Eté!mvedlomlr *m‘_(b(f

{Hagiatrar's slgmatore)

(Gity
Did injury oceur in or about home, on fnrm. In indus

{d) place, in public place?

(Specify type of place) <
(e} of Inj

(Licensed Em

/Y/

*s Statement oo Reverse Side}

\




‘_"_ h -—1“ ¢ - = [ - by
S " 'STATEMENT BY LICENSED EMBALMER
' . _o. i . .-
S T o . . , . L o
! Lheret ify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or byt e
. -

‘ . -- ’ . -__' e Lu:ensed Embal /ﬂ l/f

ﬁ S P. 0. Address Z;/ /m

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (
the above constlt'utea ground.s for revocation of hcense )

If this body 1§ not em.bglmed,_fact should be so stated above.




