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

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS o

SEp'11 1349

Registration District Now oo

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE

“""‘ Pri m'a}y chiﬁn‘a’t[on District No...

26434

EATH
?585\ Resisrar's Mo PR E

1.. PLACE OF DEATH:
(a)
@&
(c)

County o <
City ortown.. St Louls

(If outside city o Lown limits, write “RURAL" acd nome of township}
Name of hospital or [nstitution:

Christian Foanital /7

(If ot in hospital or institution, write strest number or lacation)

1 day

@

In this community.
yearn, months or days)

In- hospital or institution

18 years

Length of stay:
(Specify whether

2. USUAL RESIDENCE OF DECEASED: W PEP 7
sae. Missouri.. . .. L7

(a) (&) County. 0
{0 Cityortown..S%.,... Lonis /
(If putsido city or town limits, write "RURAL") '
(d) StreetNo.... 293%a Sherman Place
(If rural, give location)
(e} Citizen of foreign country? NO {Yes or No}

If yes, name country,

3. (a) PRINT

FULL NAME Florence Allison

3. (&) If veteran, 3. (¢} Social Security

name war. NO 1\500-.1.8'306;1
5, Color or 6. (a), Single, widowed, married,
4. Ser.F ale . / race:wh 1 t aZdlvorcedw.l d QWe. d
6. (&) Name of husband or wife.......... 6. {c) Age of husband or wife if
ROV W Allison ahveDe ceaﬁ.d'urs
7. Birth date of deceased..J ADUATY 20, 1886 ——
{Month) (Yaur)
8. AGE: Years Montha Days If less than one day
57 7 . - 8 hr. min.

5. Birthplace. MUSCALIDE owa../..

~ ==(City. town, or counw) - (Stute or faulun eountry)

10. Usualoccupau-on.shoe hee.l trlmer
11. Industry or business OOV OY. shoe. co. 5000 Locus

E 12, Name .John Apel
' 5{ 13. Birthplace.... Unlmownm . S%terfng;nmj
;E { 14. Malden m..l‘dér%r Seh ffnit
g1 1s. Birtholage... Unknown.. _Germany. .
= < {City, tawn, or county) - . "(State or forelgn countrd)

Glenn. A.'Llis on’.
8325 Woodland Ave,

17, (a) Bul‘l&l Lr(b) Date thereaf 9/

{Burial, cremation, av. nl) {Month} (Dny) (Year)
BEGE " Place: burial or c.remauon Fl‘le d‘ns Cene ‘be_l'y
18. (a) Signature of funeral d:rectur.. Sue d‘ llleyel‘ &. SQnS

16. (a) Infqnnant..
{8) Address...

‘b adie. 3934 N, 20th St .
19, (a) .M P ks 3 [ ) — -9‘ s e i
(Date recejved local { Registrar's signature)

MEDICAL CERTIFICATION

DATE OF DEATH: Month ANZUST oy
yearlgés hm:rll

21. 1 hereby certify that { attended the deceased from._.. K

28
minute OO P s M.

z¢2 ..... .............

20,

that [last saw [LgLey. alive on 4) Y

and that death occurred on the dateQnd hour stated above

Immediate cause gf death,

-~

Due to.....

Due to.

Other conditiona
(Include proguancy within 3 months of death)

PHYSICIAN
Major findings: -
Of operations
Underline
........ the cause to
which death
Of autopsy........ should be
ck sta-
tistically.
22. 1i death was due to external causes, fill in the following:
(a) Accident, snicide, or homicide {specify)
(8) Date of occurrence.
(c} Where did injury occcur?
(City or t.own) {County)} {State)
(d) D:cl injury occur in or about home, on farm, in industrial place, in public place?
_While at w
23. Signat :
Address

wby

o ' (Licensed Embalmer’s Statement on Reversn‘gde)
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STATEMENT BY LICENSED EMBALMER
oy, } . - LY oLL1
. : : - N [ .
e - - n - . . “y . A . * S
I hereby certify that the body whose name is recorded on the reverse side of this certificate was e:;nbalmed by me, or by et
. i - . L

. P . . H " P
T *

o . il S ....:....,'.Registei—éd'AppfénticE No, '

- working under my- personal supervision.
- 1 . H

. -, . L T T

u- | P d‘Addre5 ? }F LA

. Note: .The above MUST BE SIGNED BY THE LICENSED EMBALMER in h:s OWN HANDWRITING. (Fai u're to cc'bmply wit
B thc above cousututes grounds for revocatwn of llcensc ) o

- If thls ‘bp;l)_f is not el_nba!med, fact _shou_ld be: so stated above. . . o ’ o

1

Ficy ,S:




