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Bueay or Tux Can STANDARD CERTIFICATE OF DEATH sute rats 7O DD

Primary Registration District No ._~_._1__._O._D_.B

Registrar's No. 8017

1. PLACE OF DEATH:
{a) County St Louis Migsouri.

&) City or town__.

(3t outside city of town limite, write "IWURAL® and same of township)
{¢) Name of hospital or institution:

gt lnan City Hoapital

o
(IF not in howpital or i te atroet ber or location) {U

(d) Length of stay: In hoaspital or institutiqp......cceue.. 2. Mg .......[... 44
{Specify whe

In this community
yours, mootha or duye)

(o} State M

2. USUAL HESIDENCE OF DECEASED:

(d) Street No. Ql 5’

(¢} City or town.....o ...

: ® Colmts'..a.m&ig

(niﬂ- ity of town limita, ff"u “RURAL /Z
3/C 0na :2 a

If yes, name country.

{If ruzal, give locatlon)

Ya Citizen of foreign country?. M > {(Yesor No)

— 2

3, {a) PRINT

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

MEDICAL CERTIFICATION

A

A

6. (u)_ ll::!'cu'm.n.m___2:}3¢r‘..-:4 a’%} =% L8
® Addienn. L334 oo d Bass 49 ..
w

1. (a) S (4) Date thereof..
{Borial, cremation, or raxoval)

8. {¢) Sigozture of funeral director....

) Add:ess.._____...__é.‘./

9. {a) —lw(ﬂ
(Dlh mmnd loral reglsirer; /

{Rrglstrar's dn-lnn) )

ENCERE N
(Month) (D“) (Yoar)

(a) Accident, suicide, or

(b} Date of occurrence

FULL NAME Meary Salopna
20, DATE OF DEATI Month_SODH. _ _day Stk
3. (b) If veteran, 3. (¢) Social Security J 3
3 yenr. 19 |.3 hour. l:ls inut Ae M.
name war......, m(- ...... _— No.m»zm.m / /
21. I hereby certify that I attended the deceased from 7/) }_l.'i
§. Color or 6. (a) Eingle, widowed, married, ... to Sept. 5th 19___43
4. SEL—v?:[—Z-@I-/ﬁ rucc,..é?.é.{..ﬁf« ! vorcedm = that Tlast saw h. QL __ allve on Sept » ':}th 19_.1:1:3
6. (8 Nameofhusbandotwife_ . 6. (¢) Age of husband or wife if and that death occurred on the date and hour stated above, .
Duration
Pt S AT . liventho.....years || Immediste cause gfgeath g P
7. Birth date of deceased__ 2320, ) A2 W}L /
{Moanth) {Dny} {Year)
8. AGE: Years Maonths Dayn If less than one day Due to
y
57 g a o ..../ ...... hr, /£ ...... min, ;—V
Due to .
£
9. Binhp[ue".% M2, @ . b .
{State or lorelgn counlry) ) A . _._f SR
10. Usual . . Other conditions ( N
. sual eccupation.. - y (tnciude prognancy within 3 months of death) "ﬁ ) g —
11. Industry or business 1\; i e — \} L PRYSICIAN
=1 ajor findings: _
« 12 Name_-.m{w Of operationa.........
= q . . e o ] . thnderllne
Z 1 13. Binthplace € % At .| Lhe Canse 10
o Eclly. towng ar connty) {State or foreign ugumrv) Of autopsy. should be
o { 14, Maiden name ] ; E . . charged sta-
E .. m - tistically.
& | 15. Birthplace ] co: it g
S (Cite. trwa. o sasoty) (it i o 22. If death was due to external causes, fill in the following:

homicide (specily)

(¢} Where did Injury occur?.

{1ty o town} {Con

(d) Did fajury eocur in or about kome, on farm, in industrial p!ace 1a Duhlic p!aue?

(Bpecily n- of y!am}
- While at wor}?’. .__.._...__w Means of in]ury....,......
23.- Signature_ % M D. o:o}uh ’&

Addnn~.}ﬂﬁ§_LaiaEetta Date guedd/! 8/1{3

(Licensed Embalmer’s Statement on Reveran Side)



STATEMENT BY LICENSED EMBALM.ER

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

Registered Apprentice No .
2

working under my personal supervision, /

\
%

Slgned . /.

Licensed Embalmer No. /... j y / /'{

P. 0. Address

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

H this body is not embalmed, fact shpuld be so stated above.




