ﬁ%iu . DEPARTMENT OF C MMERCE STATE BOARD OF HEALTH OF MISSOURI 2 9 l 8 -
— oF T
sl oCT 1™ STANDARD CERTlFICATﬁ(% BEATH State Fite o
31" X32073 318 -7 ke )
Registration District No.. Primary Regiatratloh District No, — Registror's No '?84“
1. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASEID. a6
s (4]
(a) Count, S
(:) C‘l’w 05; - G Ve Loui fape y Mi SEOU rj_ (a) State EIiS souri . GRS UL S —— Y | ‘-,-' 7
© N ‘h (Ifoul.ddl city or town limita, write "RURAL" and neme of township) {¢) Cityor aown._......St' . L0u1 S 7
c ame of hospita] utio i 1 fte "RURAL" Y
: 583"? tke Okuk , . y 263 '?a { d;cc tyor town limits, write * "} ?f
{If oot in bospital or institution, write street number or location) (d) Street No. {1t rural, give localion) V
(d} Length of stay: In hospital or institufion
(Specily whather || {¢) Citizen of foreign country?. (Yea or No)
In this community...
years, months or days) If yes. name country.
. . MEDICAL CERTIFICATION
Joa PRINT  Marie C. Simon 1
RTST S 20. DATE OF DEATH: Momno€Ptembers,,  19th
. teran, 3. i t "
(&) 1f veteran None © mNO ;;re ¥ - ‘year. 1942 hour... 8 l.5 P Nlminute ........................ M.
name war. No
21. I hereby certify that I attended the deceazed l'rom_August -
Color or | 6. (g) Single, widowed, married, || el Y 19, tao... tember-- . 19,
. s Female] L White| 2 " Widowed ™ 9 b2 wo.-Sop 1,042
X. /dl‘o\‘fe that I last saw h &I alive on Sg ntpm'hn'r- 1 19. A
6. (& Nameof husband or wife......oooeeeeeeeennnne 6. () Age of hushand or wife if and that death oecurred on the date and hour “med abave. Duration

! diat idgﬁh
7. Birth date of deceased January 7 1§h‘r¢ mme 211“ o -.
"~ — i ﬁ&\'\nmv u\\)\ a_‘b‘af &) T

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

8. AGE: Yeara Months Days If less than one day Due to.. B
—~ i
J 62 8 12 hr. min ;7/‘:2; J] A.
. ’ Due to., ! 4
o. Birthplace Louisville, Ky . ’ /ﬁ v
{City, ﬁvn or caunty} k (Stutc or fureizn country} e
. 8] Oth dit
10. Usual oecupation use wor. (lnfaﬁ‘::gu'g:;:, within 3 months of dul.h)é d
11. Industry or business < e PHYSICIAN
& 12. Name.....JOSeph_Goldbach. N "B operations....... : Undertine
£ T e ; : " : [
€ 15, minnpiace.. LOUiSVille, Ky. ! e e cuie to
{Chy 13 (Btate or forelgn wountry, hould b
a 14. Maiden name. ‘r:'d‘u‘i‘gfé Roth OF autopsy ... : %,%:eg ;u:
g ; . istically.
S{ 15. Birthplace Louisville 2 Ky : ! 22. 1f death was due to external causes, fill in the following:
= (Ch.y town,. o {Stave or foreixn country)
16. (&) Informant. ML'S ¢ RARNA” McKeen (2) Accident, suicide, or homicide (specify)
(4) Addcess 2637a Keokuk () Date of occurrence
[H 17. (@) Burial ' (b) Date thereof. 9-22 4o () Where did injury occur? {City o town) . (County) )
(Barial, cremation, or remaval) Year) [ (1) Did injury occur in or about home, on farm, In Industrial place, in public place?

uy)
© Place: burfal or cremation Sunset Buraa ﬁark
18. (a) . Signature of funeral m%gughem Funeral. Home While at wotk?

(bpeml'y typo of place) :
. (e} ns of Injury. .o e

®) Address_.__ LD 3 015 Srand Blvd., '_1',/5’ _
3, Hgnatured e o e T T et VDA, OT GLEED)
1o @ (I)ota recrived locul regiatrar) ® -—(-l-‘le-;llxnvuixnn:me) Address_. 1515 mf&yette Avenue, ~. Dat qj?-IALQ

(Liccnsed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

Régistered Apprentice No

working under my personal supervision,

Note: The nbove MUST BE SIGNED BY THE LICENSED EI\!BALJ\"‘R in his OWN HANDWRITING.: (Failure to comply with

the ahove constilutes grounds for revoeation of license.)

If this body ig not emhalmed, fact should be so stated above.




