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

STATE BOARD OF HEALTH OF MI
DEPARTMENT OF COMMERCE SSOUR! 3698r§

FILED ROV o~ T4 STANDARD CERTIFICATE OF DEATH sue e o

Registration District No._&l.ﬁm Primary Registration District N°~‘!QO-3 Registror's No..._... fal T

1. PLACE OF DEATH:

(a) County..
2] Cltyortow‘n S 7- ‘-00,51

{If outside clly or town limfts, write “RURAL" and nome of township}
() Name of hospital or institution:

LDTHERKN - HoSPL T2 b O

(If oot in hospltal on inatitution, write street nu?t tion)
(d) Length of stay: In hospital or institution.. . (2= LMt .

Specily whether

1n this community,
yoars, months or days)

[}

1. USUAL RESIDENCE OF DECEASED: 0) &f‘r_?
{a) State M & (#) County. o7 o -3
(&) City or town S7. ~OULS g‘ A

(If cutalde city or l-o'n Ilmiu, writa "RURAL")

{d) Street No. /7715-_ S, 7 ST

(If rasal, dn location)
(¢} Citizen of foreign country? N 0 (Ves or No)

If yes, name country

3. (o PRINT MIAC DELINA  STRICKER

MEDICAL CERTIFICATION

e 20. DATE OF DEATH: Montn /YO V- day.. 1@
3 . 3. t
3, (b) If veteran No (N‘) Aa&l_o ‘y /94 ? hour. et minute FE ﬁ-M.
T. O,
name wa i| 21+ T hereby certify that I attended the decensed fmm_...MBy.....l.ﬂt PR
p | S e e e, ek [ 1943. to_Novembar 10th,.. 1943,
4, Sex FE /rarr W dlvomedM/&Rﬂ‘ﬁD that T last saw h_ar____ alive on....__ﬂgve.mba r.1 Oth 19..&3.
6. (b) Name of husband or wifs...._.__ . 6. () Age of husband or wife if and that death oceurred on the date and hour stated above. Duroti
Ur3iI0n
RANK STKIC KE}? aive 20O vears || Immediate cavse of death )
7. Bisth date of deceared F EOMUVARY _ 2-3 19 fp | .Chronic. Cardio-Nephrifie .. ;i .........
(Month) . (Day) {Yenr)’ N
w
8, AGE: Years Montha Days If lesy than one day Duze to. i
N P
ST\ 7|17 br. 7]
+Due to S o
9. Birthplace. Yl H Vﬂ g.._ "’;‘Z
: (Ch.y town, or eonnly) (State or I'mwn vaa r=te nsiof) Y A f]
Othe ditiona, - -
10. Usual occupation WME MA,(E/P (l@dll;:s:l‘:!n_lnc! within 3 months of death) -
1. Industry or busiaess, 4 T HOME. S R PHYSICIAN
= ajor findings: —
g{ 12. Name nfﬂj?’ﬂ é'o/FDA ;/ Of operations........ - ot
& ; . . nderline
£ 1 13. Birthplace.. UL, :hei &agne:g
= jta. or county) Of autopsy = sh nuldnbe
& (14, Maiden name. .. . ! cﬁ sta-
- P tistically.
= . capt: — o
g 15. Birthplace.... e ey 22. If death was due to external causes, fill in the following:
16. (@) Info - M | (a) Accident, sulcide, or homicide (specify) No
(%) Address.d. Z .l &._Zd:-&" M—L_ ‘o || (& Dateof occurrence =
17. (o) Pk e@L . (b) Date thereot Vi - ‘f () Where did Infury occur? T TR ST v g
{Brrial, cremution, o+ remaval) (Mazih) (D' }(Year) | (4) Did injury occur in or about home, on farm, in Industrial place, in public placs?
{¢) Place: burlal or cremationﬁ“&f_{?.'é_- ¥ -
i8. (a) Siznatur;f funeral or. MXL?:%.@ While at work? -_________(_51“"’ '(’,';' 'i:{::::’ of inillnr _________________
®) Address 7"7 ot ey
{M.D, orother)_._.MADG

19. {8} ...t
{Date received lons| ruhl.nr)

K (Registrar's sirmatore)

Address. 13 9 So 2Pduy=St.louis Mo« Date dgnedl=11=43

v (Licansed Embalmer's Statement on Roverse Side)




G,

- — - e rrb—— e .

-

STATEMENT BY LICENSED EMBALMER

I 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........ s -

‘working under my personal supervision.

P. O. Address. 27 B ar AT 2t

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. F ur

the above constitutes grounds for revocation of license.)

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

comply with




