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

DEPARTMENT OF COMMERCE
. BURIAU OF THE Cm
FE JuL 13

Registration District No....

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No........o....

5206

Staie File No.

1003

. PLACE OF DEATH:

{g) County
{#) Cityor town St Louis

{if pulside city or town limits, write “RURAL" and name of township)
(¢) Name of hoapital or Institution: A

L4459 A¥eo. Aves.

{II not iu haspita) or institution, write street nzmber or location)

{d) Lenpgth of stay:

In hospital or institution

(Specify whether

In this community.
yenrs, mooibs or days)

2, USUAL RESIDENCE OF DECEASED:

Regisirar's Nouoooeooen...
GoOo
/2

“ Louis 7 / (q;

Stia
{If outside city or town limits, writo “RURAL") ’

@ sueetNo 2459 ATCO AVe,.

{If rural, give location)

no

(a) State. MO e (&) County.

{c) City or town

Pal

J

(¢} Citizen of forelgn country?. {Yes or No}

If yes, name country.

3. (o) PRINT

Frank W. Miles

MEDICAL CERTIFICATION

" 16. (a) Informaat.M..a..xg.ar Qt....Mile 3.

Birthplace.... S t o Tonls M.

Cnty town, or coanty) {3tate or foreign country)

Usual oceupation.. B8 Lired 6 years .

10,

11. Industry or business.. Hydraulic PI’e a9. -Br ick -(y-o

E i2. Name Fr&rlk Idile 3

=

Z | 13. Birthplace ire ;Lgncl.f?.{ .......
{City. town, or conaty) (Stats or foreign country)

é t4. Maitlen namehiargﬁrﬂt ..... IN! emps.e}t... recvmrrrasbegfan

S 15. Birthplace. T]"F}.I F\‘nﬁ

= (City, town, or county) t {State or forcign country)

) Adares 2459 ArTCO _AVEe.
Yo-@ 2 Burial (b) Date mmor B2

{Burial, cremation, or remaoval) nntb) (Doy) (Yaﬂr)m

(¢) Place: butrial or ¢cremation. QQJ-V&I?}L.C Qm; e e e nane
18. (6) Signature of funeral directdhl 1. egﬂl’lau.s er. J'Tortuarj
hw

FULL NAME. ..
PRTST 3 () Social Seeurts 20. DATE OF DEATH: Month..... JJU6.....day... . 8. J"‘f) .....
. veteran, . £, A urity
- ear_. _1942.__. ..... hour. i = ut 7( M.
name war. Ne..lQnme .. ” Ihy N oo that 1 ded the 4 e mintie
. ereby cetify that I atten the decease om. o e
3. Color or 6. (6) Single, widowed, married, / 19 to. / 8 lgl'!,])
A} S . Married (| Ty e e
4. sxMale . Q neclinite.. avorccatfBIT A4 that Ilast saw b o alive on S 7 10. & :\d)
6. (b) Name of husband or Wife ..o 6. () Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
Margaret Miles alive. B __years|| Immgdiate of death.. - P
ﬁ ziﬂ — g fi XS = ;
7. Rirth date of d 4 Cct., 14 1859 } . /«}-ﬁ.u
Monib) (Dax) (Year) P = VeI W :
I N
8. AGE: Years Months Days 1f tess than one day Due to = 3 4
82 8 4 Y
hr. min.
Due to

|
/
=

Other conditiona
- {[nclude pregonnoy within 3 months of death)

A
7.
o]
.7

19. (a) .~___W_$f%8 ---- i .f:;i rﬁij}g

Sl ) A S
Date received hl iy / (Rasut.rnr (] nxnatm) LL.

l : PHYSICIAN
Major findings: —_— ] _
Of operations.
: Underline
the cause to
. which death
Of autopsy. should be
“|charged sta-
tistically.
22. If death was duc to external causes, fill in the following:
(3) Accident, suleide, or homicide (specify)
(8) Date of occurrence.
(¢} Where did I[njury occur?,
{City or town) (County) {State)
(d) Did injury occur in or about home, on farm, in Industrinl place. io public place?
{Specil; tm f place)
HE S While at work% ﬁt if ZD eans of Injury.. T
23. Slgnature. e S .....___ (M. D. or other,
- S7E Y7, é I
Address Date signed.... >

o yuﬂ"'u {Liceused Embalmce’s Statement on Koverso Side)
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I hereby certify that the body whose name is recorded on the reverse side of this certificate was embaimed by me, or by

STATEMENT BY LICENSED EMBALMER. .

...... ) Registered Apprentice Ne

working under my personal supervision.

Note: The above MUST BE SIGNED BY THE LlLENSED EMBALMEI{ in hl& OWN HANDWR!TING.

+ P.O. Add'ress

the above constitutes grounds for revocation of license.)

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

(Failure to comply with




