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

¥
DEPARTMENT OF COMMERCE STATE BOARD OF HEALTH OF MISSOURI 3 4 8 &3/

BUREAU OF THE CENSUS STANDARD CERTIFICATE OF DEATH Staie File No

lﬂm LIoanmct No.... ;}W . Primary Registration Dintﬁw .......... ., Registrar's No. W é 14

1. PLACE OF DEATHI 2. USUAL RESIDENCE OF DECEASED: {)
(s) County St.. louis Mi . . .
} Stat issouri b County_Sbe. Louis =
(8) City or town. Lﬂnﬁhﬁﬁ;ﬁr MO - @ Sate ) County * g
It outeida eity or towa liczita, writs “RURAL" and 5ame of townahip) () City or town.... ehster Groves. Mo, Pard

(¢} Name of hosp:tal or institution:
—danchester. Nurding. Home 7,/

{f not in bospital or iostitution. write strest nursber or lucation)

(d} Length of stay: In hospital or institution

(Specify whother

In this community
yeara, months or days)

(If cutaide city or town limita, write “RURAL™) 'd

(d) Street No......, 925 Twining Place

(If rural, give locotion}

(¢} Clitizen of foreign country? {Yes or No)

If yes, name country.

3. () PRINT .
YUy NAME Buma_ J.. Lewis

MEDICAL CERTIFICATION
20. DATE OF DEATIL: Momp 0t ObEr day )-th

3. (b)) If veternn, 3. (¢) Soclal Security
am . year.....lQL;z...................hour.................L]...L;E ...... mintte. ..o P M.
n e War. [+}
21, i heteby certify that I attended the deceased from
S/Color or 6. (a) Single, wid?wed. married. 4 I 8/' 19.&’..15 to m "{ ;9?"'-7—.
4. sexemale . f race White.. ﬁivorced.n.llgrﬁ.ﬁd... that 1 Jast saw h.e@% alive on St Y 19. 9.
6. (b} Name of husband or wife........eveeveoeeeee. 6. {€) Age of husband ot wife if and that death occurred on the date and hour stated above.
Chalas. S alive. b years || [mmediate canaeg death 2.
7. Birth date of deceased__.1) /A /1 867
7" (Moath) {Day) (¥ear) /
8. AGE: Years Montha Days If legs than one day
G-
7L 10 | 28 hr. min oot L
T Due to :
9. Birthplace ...Il.linois".[ -
(City, town, ur gounly} (Srate ne fureign country) i
Other conditions T~
10. Unnal accupation At.Home - (Ineled within & months of death) ') }/ ] i
11, Industry or busl PHYSICIAN
Tohn Covingt O oo ot —
perations.
5 12. Name._ l0O - 0’-’11"15 911 - . - oo .O' N A A T Underline
£ 15 Bithotace ., ) _}I-S._A,._.._[.,..,;... thecavacto
Clty. town, or county, Sitats or foreign country, i should be
g 14. Malden name Inknom. Trout Of autopay charﬁe]t‘ll sta-
tistically.
© { 15. Birthplace P EGE; t:i‘m n{aﬁuﬂ 22, If death was due to external causss, il in the following:

16. (a) Informant Je Ae Tevis

@ Address_306. Syluaster. Ava

17. (o} Burial (4) Date :hemf,._lO_..&._.&Z
{Bariat, cremation, or removal) Month) (Day) (Yur)

(c) Place: burial or cremation _F3 Y'Em Cpﬁptm-y
18. (2) Signature of funeral director Robert..J. - Ambruster

19. E:; @i—.ﬁ 9‘.!25 @) é; %ﬁ _”: nM

(Data received loca (A (“u‘iu.rnr--lglnl.urr)

(6) Aeccident, suicide, or homicide (specify)
() Date of occurrence.

(¢) Where did injury ocenr?.
{Clty or tawn) {County) (State)
(d) . Did injury occur in or about home, on la.rm in industrial place, in public placc?

(Specifly type of place)

While at work?. e eeeeesgerereagempem (€}  Means of injury..... _0
23. Sighature_._. _M (M.D. orother)..____

- Promts PP Date signed L 53/?

[' /f {Licensed Enl‘ﬁfmer 'a Statement on Hoverse Side) 4




.
X
-

STATEMENT BY LICENSED EMBALMER

working under my personal supervision.

censed Embalmer No. ya ,7 ?‘/
0.0, addiies B orlen 57D

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his'OWN HA'.NDW%I‘ING. (Failure to comply with

the above constitutes grounds for revocation of license.) rorr,

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

M’




