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

| "' by
Regutm

DEPARTMENT QF COMMERCE

u OF THE Cm:sus

45,159

MISSOUR| STATE BOARD OF HEALTH

STANDARD CERTIFICATE 06 gEATH

Primary Registration District No._.- 0.

26283
State File No. __-._.._.6+?5 3.

Registrar’s No

-

1. PLACE OF DEATH:
{a) County.

(b) City or town... .St' Iiouis

(¢) Name of hospital

(d) Length of stay:

{11 outside city or Lown limits, write *“RUBRAL" sud name of townahip)
ir institution:

22113 Menard st.f

{{f pot in hospitn] or institutjon, writa streat number or [ocativn)
In hospital or institution

{Specify whether

2. USUAL RESIDFNCE OF DECFASED:

@ sadlgsouri (b County 17
{¢) Cityortown. _Stu_LQlliﬁ .................. ...’7.'

(II outside city or town KHmits, write “RURAL- "} L] ?g .
(@) Street No....... 2211§._._Menard St.... )

{If rural, give loculinn)

~
(¢} Citizen of foreign country? (Vea or No)

16. (a)
4.}

- {e}
18, {a}

(2]
19, (o)

17. (‘RQIBQ“V&]._“BR;____ () Date thereof_ &
-Place: burdal or cremaﬁon..mqpml_-g.gg.p

{Date received local registrar)

2211% Menard

Addr\ns

91942

{Day} (Yesr)

s

Signature of funeral d:rectuwe;ckBroa'U
addrens_ QLS. n_.z
)

(Baria), cremation, or remaval)

In this community.
years, ha or duys) Ii yes, name colntry /§
MEDICAL CERTIFICATION
%u‘,‘_’{ MAlbert WellmantElbert Powers)
20. DATE OF DEATH: Mon: AU e oy
3. (b) If veteran, 3. (¢) Social Security 9 0 A
name war World 499 03 4884 year hour. minute a.M,
21, I hereby certify that I attended the deceased from
/\ 5. Color or 6. (a) Single, widowed, married, - - 19, ‘o B=-7-42 "
s s Male 4] n. Whitel [avocadlarrded | o o odm .  8-7-42 o
6. (b) Name of husband or Wif€.eewe—eoeeeereee 6. (¢) Age of husband or wife it || and that death occurred on the date and hour stated above. Durati
uralion
Laura Wellman alive, B& ... .years Immediate cause of death ) i
AooE
7. Birth date of deceased Nov 30, 1895 3
{Month) {Dar) (Year) Chronic myvocarditis ;i
E
B. AGE; Years Months | * Days If less than one day Due to. [
. ~ ﬁ .
46 8 R 8 hr, min (‘ 7 f j )
I Due to K WA o
9. Birthplace Oblong Jllinoisg UIE# ‘
. {City, towo, or county) (State or forelgn country) " 7
Other condition
10. Uaual mumﬂouﬂ“m (lme:lrude pum_:l::y within 3 mooths of death) i \ . e
11. Industty or businesa : . s PHYSICIAN
e Major Gndings: j—
% 12. Name Willi a,u:l We 1lman 353; o:e:':ﬁ?'\“l .
g g l ' . . P .. - | Underline
: 13. Birthplace 5 Ilzl ino 13 y: S!hei(c:hmé.:n:z
Ciry, Lawn, gr coan State or {oreign country) bould b
g { 14, Malden name. ADRA. - CATLOT 7 Of autopey.. e sa:
T tistically.
§ 15. Birthplace (City, town, or county} I(i'iigg;%—gu;w 22, If death was due to external causes, fill in the following:
Informant M8+ _LBUTra Wollman (s} Accident, suicide, or homicide (specify)

(b) Date of occurrence.

(¢} Where did injury occur?

{City or town) (County) {Suats)
(d) Did injury occur Lo or ebout home, on farm, in industrial p!nce. in public place?

{Specify typa of place)
Means of injury. i

L

While at wopk? _......

23, -Signaturef™

pis S T3 .




STATEMENT BY LICENSED EMBALMER

. . .
rl

I hereby certify that the body whose name is recorded on the reverse side of thls certificate was embalmed by me, or by

. - ..

, Registered Apprentice No

S@M/W/ m

L:censed Embalmer No..... 5722

* PO’ Address...... 412.. Duchouquette . St.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER m ]:us OWN HANDWRITINC. (Failure to eomp!y with
the above constitutes grounds for revocation of license.)}

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

working under my personal supervision.




