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

DEPARTMENT OF COM MERCE

Registration District No..

STATE BOARD OF HEALTH OF MISSOUR!

Bia: Umjmc“ 5L 1%"’)] 8 STANDARD CERTIFICATE OFﬁj‘o@

Primary Remnmunn District No...

4576
1269

State File No.

Registrar's No

1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: LA
{a) Count; Mo /}
o St . Iouis © State. e () County. e
(&) City or town L L =g I
(If outside city or town limjts, write “RURAL' and name of township) (¢) City or town.. St‘ ou 13
(¢) Name of hospital or institutio (I outside city or town limits, write “RURAL")

Marvviile Collese’ 240s Imeioms

o

(If oot in hospital or iantitution, write strest number or locution}

{d) Length of stay: In hospital or institutlon

(Specily whetker

(d) Street N02900 Bﬂ'er&mec St'

{If rural, give location)

(e) Citizen of foreign country? (Yes or No}

In this community........ 6 vears
yours, onths or days} If yea. name country.
MEDICAL CERTIFICATION
3.0 munTRey ,Mother Mathilde Moutan g
FULL NAME Fab, 6th :
20. DATE OF DEATH: Month day (X ] |
3. () If veteran, 3. {¢) Soclal Security 19 P |
None N‘one year. hour. minute. L] M \
name war. No
21. I hereby certify that I attended the dece: from. ’Y\ &‘}FQR \%"1
5. Color or 6. (@) Single, widgwed, éﬂarned ~\\.‘__ 1913,
F. Ve i 'S-m L0 42
4. Sex race divorced. that I last saw haa_. nliveon.....~ h 19. T
6. (b Name of husband ot wifeo.....o.coooooee. 6. (€} Age of htisband or wife if || and that death occurred on the date and Bour stated above. Duration

aliVe....o.onororssverrn years || Immediate causeref d gy
7. Birth date of decensed..8.811e_20th, , 1893 %&\\r&ﬁk\!:\mmmmu ...................
{Month) {Day) {Year}
& ACE: Years Mouths Days If less than one day
50 0 16 i Nmmmm..}_&a&m AN 5@&-\) ...................
mi1

5. Binnpiace. LALEYETEE La S AN

(City, town, or county) -(Stato or fureign connthy)

Religious \

4

i0. Usual occupation

N % |+2n)
’ B d r Y
QOther mndlhnnuw A (_,M.

A4 amel\ns. R

(Include pregnancy within 3 months ofdul.h) /

11, Industry or business PHYSICIAN
o Mn)or findings:
8 { 12. Name Charles Oliver h’buton ope:anons\b\ k\? 1\“‘5% Underll
; v . nderline
T — La, / dseyl
Cit r fareign country. Of aut should be
14, Maiden ame.. "METHTTIHe Unkn¥m utopsy thould be
E La / [tistically.
E 15. Birthplace o — mumy) iate o o || 22, If death was due to external causes, fill in the following:
16. (a) Informant. ﬁ g {8) Accident, sulcide, or homicide (specify}
(&) Address 2a0 0 t, (5) Date of sccurrence
Where did inj occur?.
17. (a) Bllr ia 1 @ sy {Clty or town) {County) {State)

{Burial, cremation, or removal)
(<) Place: burial or crematjd

18. {a) Signature of ﬁ})térz A

(&) Address

19. {a) FEB

Date recaived le:;l-rigéé (%{ 71 " Megistrar's iuatare) &)

{d) Did infury cccur in or about home, on farm, in industrial place, in public place?

While at wi

23, Signature..

adress. 534 QBN =

(Licensed Embalmer’a Statement on Reverso W)




¢~1 °*3p1d 3pToquMy
TAMRATITT T 8 o8 BT T

STATEMENT BY LICENSED EMBALMER

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

working under my personal supervision.

, Registered Apprentice No. . S

- ' Licensed Embalmer No.. QXQQ ........

- P. 0. Address 4. J 44.D.. \5%7/07 .........
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.  (Faflure 16 compty with

the above constitutes grounds for revocation of license.)

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



