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

DEPARTMENT OF COMMERCE

FILER JUN 677542

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

16913

State File No

. Registration District No.._._7_9.1,....... - Primary Registration District No 1_0@3. — Registrer's No..oewsi, ﬂ""'ﬁ"ﬁ -
t. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED: AT RS 00
(@) County CCPNS T @ saee MisgOUrd . @ county
()] City or town - 0118 0 7

( (If vueside city or town limits, write “RURAL" sod noms ol towoship) (¢} City of town St - Loui a8 -
(¢) Name of hospital or institution: {If vutside city or town limits, write * "RURAL’ ) j

# _De.Panl. Hospiltal

(If not in boapital or iostitutiod, write strost nu§b¢ ﬁl louhon)
(d) Lenrzth of stay: In hospital or inatitution......... 52 3%

In this community 1ife time

years, months or daya)

(Spodfy whar,lmr

(&) Street Nowwoooe 040 __AubETT Avenue ...................

(e} Citizen of foreign country?

(£ rarol, give location)

No (Yes or Noj g

Ii yes, name country. \—‘

Foll fanme MARGARET MILLER BRUFFEE.....

3. (¥) If veteran, 3. {¢) Social Security
. name war. none No.. QOB . ..
’ 5. Coloror 6. {a) Single, widowed, marred,
+. see. female’| newhite. J/divorced..mwed.
6. (b) Name of husband or Wife. o vueeeerenneeranene 6. {¢) Age of husband or wife if
John Alvin Bruffee. ALVE..oooeeereee e rnnn YEATS
7. Birth date of deceased._ MarTch .. ..; .....
{Month} Day) Year,
8. AGE: Years Months Daya If less than one day
76 2 25 i hr. mist.
9. Birtholac..... St. _Louls. — Miggourl . ﬁ
(Civy. town, oreounly) (State or foreign comntry)
10. Usual occupation........-... a t homﬁ et e ees s sson e bt bR
e , T ' ’ + . .
11, Industry or bua‘rmm .
g 12, Nome............. WEHEOOWM. M11 T o 22
s Birthptace . Germany. ‘7.

[State or foreign conntry)

ﬁ 14, Maiden name.. (clm arp? w““ﬂt Mﬂ.ﬂ
g{ 15. Birthplace Irel md ¥
-]

(City, town, or county) {Stats or lorsign eoumry)

16. (a) Infarn;ant Roge Elizebeth Bruffee .
© ® Address.. 140 _Aubert-Ave., St.. Lo
v o5 burlial. . @) Dae thereof_.. (.5-30-—42

20, DATE OF DEA ? el

21, 1 hereby_ certify that I attend

that Ilast saw jif=Zaz. allve on

and that death occurred on the date and hour stated above.

. : [ S —

-

Immcd'%cause of death &

.

Due to M’

Due to

&l :7’/"—%9«4»«»« -
Cir s JlPelerras

4

QOther rnndnmna

(lncludu preg'nnncy within 3 monthe amw ? ——
4 ﬁ' - PHYSICIAN

Majofr ﬁndmg? " ﬁ* -
operatio; - ar
° e Y : Underlize
! i i the cause to
PR I L7 - wt}]ﬂchlt;lieagz
Of autopsy. shou
{charged ata-
tistically.

22, If death was due to external causes, fill in the following: =

{a) Accident, suicide, or homicide {specify)

B Date of occurreace.

—

{¢) Where did injury occur?.

{Burial, cremation, or removsl) Moath) (Day} (Year) . or tawn) (County)} State) )
(d) Did injury occur {a'oT about home, on farm, in indus) plaoe in pub! Elalace
(&) Place: burial ot Bellefontaines ... L\”—m /“J AN
18, (s) Signature of funeral dlracwrc.o.....B.o. Luptﬂn & SOI.I.B . of plate) \J
e ki)‘Add;MA?% Delnai ¥'G.,. 8t. Laoulk-
19. () {Date received hcnlruhm%é (ﬂezuunr-:;lgnlmra)

‘fL[I (Licensed Embalmer's Statemont on u é‘ﬂu}
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S _ oo s'rATi«:MENT BY LICENSED EMBALMER o
- . i " N
! . -
) I hereby certify that the body whose name is recorded on the reverse.side of thxs ccrtnﬁcate was embalmed by me, or by ........................................
] e eeenseraae : . . Registered Apprentice No. s T

' :_ Slgned Q/&L&o&c& \/3/”744/‘/"“%‘

o ' o - Licensed Embalmer /)[ o /7 ' //
. o ,. T P. 0 Address}ﬁz.-...z........‘. ...... }?70'

Note: The above MUST BE SIGNED BY THE LICENSED E\IBALMILR in hlS,OWN H.ANDWRITING (Fm]ure to comply with
the above constitutes grounds for revocation of license.)

If this body is not embalined, fact should be so stated ubove._




