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

DEPARTME\T OrF COMMERCE
BukBau OF THE CENSUB

STATE BOARD OF HEALTH OF M|SSOUR" -_" : ——i- 5 5 %?
STANDARD CERTIFICATE OF.

EATH--

State Fdn Nn_ .

Rczfvtrahon District No.. _____Cé___!__ S Primary Registration District Nn.... CO.H Q ...... Rezistrar’s No. /// ¢
1. FLACE OF DEATH; +2, USUAL HESIDENCE OF DECEASED: 95

t. . .
t:; g:umy S nglfé %on {a} State-..r\dl_ﬁ.ﬁgm_i. ............ (8) County St ] LOUl g J‘
(3 town r
¥ or tow FIf autside eity or tawn ltmits, write “HURAL" and osme of mvmhlp} (&) City or town hrell 8 t on 0
() Name of hospital or :é:gituuo{;{ / (If onzeide city or town limits, write “NURAL"™)
9 Wells Ave,, @ swect v 6329 Wells Ave.
{If not in hospita) or institation, write strest number or location) {if roral, give locarion)
(d) Length of stay: [n hospital or institurion o
(Specify whother || (¢} Citlzen of foreign country?. (Yes gt No)
In this community J
‘syaare, monthe or days) If yes, name country.
MEDICAL CERTIFICATION
3. (a}. PRINT
Full name.__S0phie Trulseske,
= _ 20. DATE OF DEATH: Month._ M8Y day-..oth,
3: (8) If veteran, 3. (¢) Soclal Security pear 9 bour 12 i DO Do P(&o
name war. NOIle No._ DOne.: !
21. I hereby certify that I attended the deceased from......_. .J_—.:(e/__ .................
5. Color of 6. {a) Single, widowed, married. 29 1% 1o L. 1083
4. Sex_Fe_f@a.]_—__@__ racein1te pZdiVorced.w.l.dDﬂe.d.a that T last saw h @A~ alive on z{"‘ﬂ/ a8 4 19,1_(.3;
6. (#) Name of hushand or wife.......—........ — 6. (c) Age of hushand or wife if || 20d that death occurred on the date and hour 14“‘1 above. Duration
Irank Trulaske. slive. NRC.1 3 yeare '
7. Birth date of deceased... €. ;01} ember 1, 1860... ..
Moath) {Day) (Yenr) .
8, AGE: Years Months Days If less than one day
76 8 8 b min
‘ Die to.
o. Birthptace__J8CKsON County, Missouri
(City. tawn, or county} _ {State or foreign conntry) = : B B
Oth diti
10. Usnal occupation Hou SeW i fe ‘. (In:lf:ﬁ::tui::g within 3 months of death}
11, Industry or business R P PHYSICIAN
= ajor findings: -
= { 2. Neme HENTry Schroeder.. g Of operations Undertine
= . : : P J" : h
=4 13. Birthplace _____ ~Donkt. kIlOW e hacuded
B Teiplacs {Clty. n, or conaty) o {S1ate or forsign country) w i ﬁb‘r :Vhld: death
o "h %“ Of autopsy hould be
i2 { 14. Maiden name IOV . charged sia.
A4 fiarg
E _D t _k tistically.
g 15. Birthplace__._.ia;;: m_;QB‘;O;-m,) DOV a. (Brntee oo oo 22, If death was due to external causes, fill in the following:
16. (&) mformant__MT o Frank Trulaske, (a) Accident, sulcide, or homicide (specify)
&) Address__ 0212 1enox _AVe. {5) Date of occurrence
17, @ .. BUTA8L () Date thereot. 5=12=19473, || {9 Wheredid injury occur? i o v T S
(Burial, cromation, ur removal} (Month) (Day) (Year) " I (#) Did injury occur In or about home, on farm, in industrial place, in publc place?
{¢) Place: burial or crumation}"it Le b&nOn C@m@l@l‘y H I
18. {g) Signature of funeral dxreclor__.g_g.g_r.._L.l-_.lzl.e_.i-..g.ﬁ.gll_.l] 1C o While at wg (r,- "&')” e )Qf injury... )y
® Addresu._..ﬁ«g 66 T“ast i/ PR ?}t Y
10, (a) BY (b) ? 23. Signature (M. D. or gther
M recelved local rul-lur) te 4+ 71| Acdress.. S . Date !igned'-r'/ /gb

{Licensed Emhalmer’s Statement on Reverse Side)

.



Dr. L.F.Hayden.
5899 Delmar Blvd.
Teleph8Ag: 7201

2 A SL I
MAY 28 (948

STATEMENT BY LICENSED EMBALMER

.

5}/ certify that ? e name is recorded on the reverse side of this certificate was embalmed by me, or by‘a_ﬁlé_f/ ..............

workmg under my personal supervision.

i Note: The above MUST BE SIGNED BRY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
\ the above constitutes grounds for revocation of license.) .
If this body is not embalined, fact should be so stated above. ) ' L

LI




