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

FILED FEB 16 1343,

DPEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

State File No

Regéstrar's Noo..ovvvicnnnnee

~1003

egtstration District No.............. T2 ﬂg Primary Registration District No..ooooooo .
1. PLACE OF DEATH:
{s) County
® Cityortown...._ S5+ Juouis, Ma,

(Ir outside eiu or town limits, write "RURAL" and name of towaship)
Name of hospital or institution:

City Sanitarium oL

{If not in baspital or fostitution, write street numhj-q?loc aan)
(d} Length of stay: In hospital or institution. S,
{Specify whather

h& years

&)

In this community
years, munths or days)

2. USUAL RESIDENCE OF DECEASED: a6a
@ sae.. Milssourl (5) County (2
() City or town.... 8%. LOUiB 4 /

{If outside city or town limits, writp SRURAL";
s £

{If rural, give location)

No

(&) Street No...

(Yes or No)

2

{¢) Citizen of foreizn country?.

If yes. name country.

MEDICAL CERTIFICATION

b —

3. {a) PRINT
FUI?I. NAME CHARLES THIES Jan 17
3. (&) If veteran, 3. () Seclal Security 20. DATE OF DRATIY Month 5 day g
) ’ - : '\I - year. 194 hour. 7 : 30 minute P *.M
name war. No
21, T hereby certify that I attended the d ’lfrnni? 43
5. Celor or 6. {s) Single, widowed, married, skl = 10 to - - 19
M A9 eeenes}
4. Sex ale Jroce. White azgvorced —‘ | that I last saw h 1m alive on 1= 7= 43 19 H
6. (¥) Name of husband or wife ..o 6. (¢} Age of husband or wife if | @nd that death occurred on the date and hour stated abave. Duration
ALV emeesmeeeeeeenn rs || ITmmediate cause of death "
7. Birth date of deceased.... .. ALY 5, 1884 N\HMyocardial Infarct 1-17=43
{Month) (Dauy) {Year)
8. ACGE: Years Mun_ths Days If leas than one day Dué to
58 6 13 Broncho Pneumonia | ~14-43
RN |\ S 11 b s &
to :
o mirolace . PETYTYVille, Missouri (1™ g
(Civy. town, ur county) (Stato ur fureign conatry) T " T ’; ! ;
. + Oth ditiof A
10. Usual aceupation Attendant (xnﬁiﬁ’;ﬁ.‘m; within § moaths of dexlh} L
11. Industry or business Clt Y Sanitar ium TR ! PHYSICIAN
g { 12. Name ‘Chaflé*s Thies 2 "f speraiions iy o
[ -r\ EN ! REERRE ! . nderline
={ 13 Birthpl - rmaq.r o e the cause to
: P Cibi i oF forsiyn couhitry) Of autopsy fes wl?éctl:l%mbue‘
g{ 14. Maiden na.mau' LX. W l%;OI' a.. Fre Lh J.. ........ jcharged sta-
. mwn 3} - tr.snlely
E 15. Birthplace (Ctl:;m mi'nsfg:ifi PP — 22. If death was due to external causes, fill in the following:
16, (o) Informane. MPS . Catherine kiefer (@) Accident, suicide, or homicide (specity)
() Address 449 Wilmington Ave ., N (5} Date of occurrence.
17. {a) Burial . @) Date thereot L =20=43 (@ Where did injury ocsurl {City or towa) __ (Cosnty) {Guate)
(Burial, crematiag, or remwoval} {Manth) (Day) (Year) (&) Did injury occur in or about home, on fum. In industrial place, in publlc place?

Calvary

(¢) Place: burial or cremation

18. (&) Sgmature of,umld‘,,,m,Southern Funeral Homf
‘8322 South Gfand Blwyd.

) Add

19. (a2} JAN 19 1g43 )

) " {Registrar's liml.ure)

{Date roceived local regiatrar)

w

(Spoc:l‘y type of place)

. {e) Meansof i
AT _J::{ D.or qther)...........
st lk,_\/

(Licensed Em!mlmcr :Stntement on Revern Side)

Date sig /}
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STATEMENT BY LICENSED EMBALMER . N

+

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or 3 OR

;-4 "f'

AL
~

working under my personal supervision.

Note: The above MUST BE SIGNED BY THE LICENSED LMBALMER m his OWN HANDWRITING (Failure to comply with
the above constitutes grounds for revocation of license.) ’

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




