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;-{N(Z).:J DEPARTMENT OF COMMERCE STATE BOARD OF HEALTH OF MISSOUR!
S Nou 18 STANDARD CERTIFICATE OF DEATH suww rae v ]
1 v ' y
H3sss Reglstration District No. l__8__ Primary Reglstration District N°--"-~1—9_-9-3- Registrar's No 9"?15
1. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED: aﬂ a
(«) County..... Missouri
(b} City or town__ -_g—t 0__L°u3-§ > M.-.mo‘mi-_.. e . — @) State + ) County /‘7
(I? ontside city or town limits, writs “RUNAL" and name of rmrmlﬂn) (¢} City or town..... " St LO'U i ~1 éq

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

{r) Name of hospital or institution: S¢ , Louj_s; ty HOSplt&l
e MBX_Ca.Starkloff Nemorial )

(If oot in hoapdtal or inatitution, write street nantber or locatlon)
(d) Length of stay: In hospital oz Inatitutlon ..} _Pays
25 Years

In this community.
yenra, months or dnye}

{ (e} Citizen of foreign country?

(£ outaide city or town limita, writs “RURAL)¥

4333 John Ave.

(1f raral, give locaiion)
No

(d) Street No,

(Yea or No)

d

If yea, name couptry.

3. (ay PRINT
FULL NAME

3. (3 1f veteran,

Josephine Jeanette Reusa

3. {¢) Social Security
No.

None

fname war.

Sfolor or 6. {a) Single, w{d?wed. married,
wsFemale | /o White ZuodWidowed

6. (b) Name of husband or wife.——.........—..—. 6. {¢) Age of husband or wife If

MEDICAL CERTIFICATION

D

2. DATE OF DEATH: Month Novamber day.
YeRT, 1943 :3 0 minute, A.
I hereby certify that I attended the d d from November

2, 194431 November 5;.....M 19,
that I last saw h €T alive on November 5'
and that death occurred on the date nnd hour stated above.

hour, M

21.

Z

{Btate or forslgn country)

9. Binhplace... P LEShurg. Penna..

{Citv, town, or county;

~Philip A. Reuss Ve m oo years || Immediate cause of death '/féa, ¥ A Sr AL Duration
7. Birth date of deceased sept 30 1889 -{ »
(Month} (Day) {Yenr) i I‘"
8. AGE: Years Months Days If less than one day Due to-_._._/%. m&.ﬂ Ci‘ el
L_’ 54 l 5 ORS¢ O, min,

Due to

(D-u receiyed incal raxistrar) (Raghirar's simmatirs}

10. Usual occupation......A L. Home cg::;:::, mﬁ:;ﬁm 3 montbs. nldcéﬂ:)
il. Industry erb . " PHYSICIAN
& ( 12. Name John Raah Mo operniions..... :
2 0. osam e SBBIE Doz e | ot Reftaret hotirye
= tistically.
g{ 15. Birthplace T e Penr‘}sah:'“ mmﬁ‘muﬂ 22, If death was due to external causes, fill in the following: *
16. (a) Informant .. MIS e Clyde Qlaten........._||® Accldent. sulcide, or homicide (specify)
(5) Address 4333 John Ave. (5) Date of occurrence.
1. @ Bemaval . .. ¢ Datethereet_ 11 _8/43 te) Where did Injury occur, [Pty or towe) [T TState)
(Barial, cremation, or removal) (Mozy) (Day) (Yes) || ¢y Did Injury oceur In or about home, on fa.rm. in industrial pla.ee in public place?
{c) Place: bural or cremaﬂon___g_z.@nl:ta i t}’ 2. l«ll
18, (a) Signature of funeml direc:o T Mowna of lnjr.u’y...c“‘) _______________
N ® “ﬁ“ﬁ'\""'s“'"""fggj o D. o other)d 4.3

Address Dy Iy

{Liconsed Embaliner’s Statenient on Roverse Side)



i

STATEMENT BY LICENSED EMBALMER

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

Registered Apprentice No .

working under my personal supervision,

S
Signed:" ﬁﬂ—v»//f f / %DL

7
Licensed Embalmer No \’? ¢ 5/ /

P. O. Address 2/ 7 f/‘%ﬂu /

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with

the above constitutes grounds for revoeation of license.)

If this body is hot embalmed, fact should be so stated above.




