- 5. No. 2 DEPARTMENT OF COMMERCE STATE BOARD OF HEALTH OF MISSOURI 9 4 8 4

o sir.am BuRasy o maE Crvsus STANDARD CERTIFICATE OF DEATH Stats File No.
! xasss:r!ﬂ'l@ Mstnct No ................ 81 8 Primary Registration District No......._._.. _LIQ_O 3 Registrar's No. _,_,_2,8_1:_2__

1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: Jﬂ a’
g (g} County_.. SN E (@ sﬂ,,MO . {%) County St -
o (6 City or town . ouls . :
o {If outside city or town limita, write "RURAL" and nome of township) (¢) City or town St. Louis ?
= (¢} Name of hospital or institution: 0 (I oatuide city os town limits, writs “RURAL") "
& St. John's Hospifal (@ Street No.A15609 Pape Blvd.
) (I not in hoypital or institution, writs street hor or locatign) ; {iTrersd, give location)
E {d) Length of stay: In hoapital or inuituﬁoml'_‘ﬂ.ﬁ!.ma‘f“‘j,m.m._ff..é..w_iﬁ .
z (Specify whether || (¢} Citizets of foreign country? (Yes or No)

1n this community. 0
g years, montha or days) If yes, name country.
& 3. (6} PRINT MEDICAL CERTIFICATION
&~ |t Fuir name Dr. Valter Scotd Spencer . . N r 16
< 3. () If veteran 3. () Social Security 20. DATE OF DEATH:  Month...... 852 day.
= ) * ¥o ) None year. 191]1.]. hotr. e__yo PM
-} name war. : No -)M 7
- 21. T hereby certify that I attended the deceased fmm et ‘J'
.éF 5. Coler or 6. (a) Elngle, widowed, married, m s 4 |9£,(hym 3 ,ﬂ"ll' 19........;
v 4 sedinle | A Vhite divorced MBET 384 [ hae 1 1ast sawh A ative on %/16/Ll; _
E 6. (b) Name of husband or wife..._ . 6. (¢} Age of husband or wife if and that death occurred on the date and hour stated above, Duration
2 Ella Travers Spencer alive.....00.__ vears || Immegiate cause of h.M .........
S 7. Birth date of deceased February 2l, 1875 W«‘M‘- Pecee 4 M—C
d (¥omt) ) G || gall @laccl’
L) 8. AGE: Yeara Months Days If less than one day D{e to ,VI i
z I 69 2, . d S ]
=) W v hr. min H ] /7 /
= unker Fill, I11 7 [P
= |l 9. Birthplace. BURIKEr E3ll, . P 2 V7
% (CiLy, town, or county} {State or foreigo country) ~ / f.' T
@ || 10 UsuatoccupaionDockor. of dental surpury SR | 1104 e asre v e i o1
n . :
5 11. Indmstry or business._General ovractice — PHYSICIAN
>|- 8 ( 12. Name.... Dr. Elias Lew:.s . W ondien:  Kerg ¢ Gall M it —
=2 ey Vireinia -/ - decea bV cToglicer ponderline
Z = 13. Birthplace irg :nheié::lcli’:attg
- [Gity, tawn, or, {Stete or foreign country) ot .
3 5{ 14, Malden same MARDYS Gwnhble P 7 Of autopsy. = nhould‘bmf
B = Germarn - .. |tistically.
_ £ 15. Birthplace V == S
E =U0 (City. toma, or somaty) TPy ——— 2. 1 dath'w-as due to u}:rnal causes, ﬁll in the fmlom. .
= |l 16. @ 1oformane Mrs. Charles T. Morris (@) Accldent, suicide, or homicide (specify)
B (3) Addresa L609a Pare Blvd, () Date of occurrence
» L2 7 —
17. (a) Burial . :.. {3} Date thereof_._" ‘ )/EO/LIJ—I» (¢} Where did injury occur? (City o town) (Comnty)
(Burlat, crematian, nrnm-l)v lhalla (Month) (Day} (Year) (&) Did lnjury oocur [n or about home, on farm, in industrial place, in public plaue?
(¢} Place: burial or cremation a.ha
18. (a) Sigoature of funeral dlrﬂ'erObe rt J. Ambruster . While at work?. ______:______(_sm" oo of place)

(¢} Means of ln:ury......':______.........
L)

® Addreﬁm.c_.]i gt t _s% anqqm,;a_g_e; . smsrarafacleo W Bihccrce o0 e
e ) i vaceimed st raseires) (Resistrer’s shensture) il adarems_5183 Cabanne Ave., Date signed m

. v C/ {Licensed Embalimner’s Statement on Reversa Side)




STATEMENT BY LICENSED EMBALMER

i 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 Nof

working under my personal supervision, m
) Signed W

nsed Embalmer No / ? 5) 5/

. P. O. Address

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

the zbove constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so siated above. : ’ .




