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

DEPARTMENT OF COMMERCE

FILED"FEE™ 1948
Registration District No.....&.i:a__...

~ L e )

THE STATE BOARD OF HEALTH OF_MIS\SOURI

) &
STANDARD CERTIFICATE OF DEATH = - swormer . S22

Primary Registration District No.__T.._ﬂ.

Registrar's No

1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: P g 0
(a) County ./ 7 /
() City or town €T ouls N Myssouri . (a) Smte...._.Miﬁﬂ.o.ur.i.‘........... (% County. ‘
(17 outsido ciLy or town limita, writo “RURAL" and nome of township} () City or town St., Louls 3 &
{¢) Name of hospital or imstitution: - T T R (!f outside city o¢ town limits, write “RURAL")
De Paul Hospital J ' 1
(¢} Street No H5l43a Ma ££1tt Avenue .
{If not in hospital or institution, write street number or loention) (If rural, give location}
(d) Length of stay: In hospital or institution
(Specify whether |1 (¢} Cltizen of foreign cotntry?, {Yes or No)
in thia community
years, mouths or days) If yes, name country
MEDICAL CERTIFICATION
dudy FRINT William Peokham
3. (b) If vet 3. () Soclal Seomic 20. DATE OF DEATH: Month J@RUATY ay28th
. . . (e al
veteran - v year, 1944 hour. 4 30 miniite A L] M
name war. [+
2L I hereby certify that 1 attended the dece from
S&Color or 6. 8 Single, widowed, married, 2, 2 7 10! ;'%’4 7 WX {(
4. S&l..male............ mcﬁhi.tﬁ_. divorced__ﬂ_in.gle ..... t I last gaw hﬂéﬂ. alive on ‘L ‘7 ( 19..% ¢
6. (8) Name of husband or Wifé.....—..—... 6. {c) Age of husband or wifeif || and that deatt occurred on the dat afd hodv/stated above. Duration
alive ... years{] [ jfite cause of deat‘il_ S J S
[
7. Birth date of deceased.. February 17th 1902 K .......................... S
(Month) {Day} « (Yeoar} -
.............. o - s
8. AGE: Years Months Days If leas than cne day Due to | &g ret_ " LN W /
i Y
4 1 l l l 1 hr, min 1 -
g Due to ) .
9. Birthplace.........S 5. houls, Missouri e e Y
{City, town, or couul.yr- {Stals or foreign conntry) g};
. . - s e e QOther canditions .. 3
10. Usnal oocupaﬂonm--m---m»Mus i G 1 an : darssilanasdy LN -(includs pregnancy within 3 months of death)
11. Industry or business PPy P 1 1 PHYSICIAN
— . L. . ajor hindings:, ’ . [r——
12, Name__ OS08F. IAubvigahon.a b Of operations. .. . ie X o Md i
- ! 6; Underline
ﬁ 13. Bn-thplace (unknown ) ? { gnﬁgﬁg::g
ty) 1.4 & 't (3tate or forsign country) h
a 14, Maiden name Cﬁa v ﬂcna'% r01l Of autopsy fa 1ot Vo :ih:r;gﬁs‘é:
Lttt e, P tistically. -
§ 15. Birthplace......... (&Ty&%ﬁn)_ e foreign'chuy) 22. If death was due to external causes, fill in the jollowing:
16. () Totormant___ MISe Jo Engelland-aunt, | Accdent, suicide, or homicide (specily)
® Address 5143a Maffi't t Avenue . () Date of cocurrence
. @ . burial ® Date ehereor.. 1/ 3L/44 || @ Where didinjury occur? ity o voway ™ Ganai) o
kG harial, eremation, of removal) (Manth} (Day} (Year) (d) Did injury oecur in or about home, on farm, in industrial place, in pubhc place?

© Plaoe barial or cremation ._.Cal‘vary_. Cemater Y,, .
18. '(g) “Signatui of funeral director.. Sulli??n Brothe rs

® Addmdﬂﬁgs 1‘, h Euﬂ ..................

19. (&)

{Date received local repistrar) {Heni:trz- signature)

(Spemfy typaof ploge) .. - N
eans of injuiy. . .._.
.

\ {Licensed Embalmer’s Statement on Reverse Side) / {




Dr, W. H, White -

STATEMENT BY LICENSED EMBALMER *

- oy -
. . . ' e DL, e
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalimed by mé, or'by.
* .

PN
|

» Registered 'Aﬁﬁrentice Neo

working under my personal supervision,

PO, Address St LOU.iB, Moo 3

Note: The above MUST BE SIGNED BY THE LICENSED El“BAL'“ER in his OWN HANDWR]T]NG. (Fnllure to comply with
the above constitutes grounds for revocation of license.) P . e

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




