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WRITE PLAINLY—USE UNFADING BLA-CK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE

FILED APR =

Rexistration District N o.__:__..____,._ Primary Reglstration District Nn......___..l__@_._(.)_____._. Registrar's Ne.

STATE BOARD OF HEALTH OF ;\MSSOURI - 1. 2 8 2 4

Duusas ov eEE ’“‘ STANDARD CERTIFICATE OF DEATH State Fite No

1. PLACE OF DEATH:

{a) Coumiy
(8) City or town_____"

ol,e Ll:OUlg

{If outside eity or town limits, writs "RURAL" and nams of township)
(e} Na.mc of pna.l or institytion:

Heran ospital d

2, USUAL RESIDENCE OF DECEASED:
(o) State Mo, ® County__Steliouis ..
, L
{c) City or town Kimmswi Ck 2 ﬂ,(

(I gutside city or town limits, writs “RURAL’ )UH [ B ]
@ steet No.. . BOULE #‘, )

1]

adaress ROUtE -#1 Kimmswick,Mo, '+

F

. wintombed . o Dt“Hhm,_,4/20/4:4

{Burial, cremation, or removal) {Month) (Duy} (Year)

@

18, (a)

(b)
19. (a)

Place: bnnal or cremation Mt., Hope }'!au 3 018 um

Slgnature of fué gl d:rcitor -..... -LQ’- MA &“ —

“"""“ﬁPR‘I 59

{Dats recelved kcal resistrar)

(l! pot io boapital or institation. write strest number or location) (1 rural, give location)
(d) Length of stay: In hospital or institution
(Specify whether || (¢} Citizen of foreign country? (Yes or No)
In this community..._. -
years, months or daye) If yen, name cotntry.
MEDICAL CERTIFICATION o
Fuld BT Viola T.. Goettelmann
RTST o | 20. DATE OF Em;ﬂi. Mouth._ﬂ-l?l'..j.,-.;lmmday 17
. veternn, . {¢) Social Security
name war. No. No No, year. 9 hour. .mm M.
21. ! hereby certify that I attended the deceased —
Co!oror 6. {a), Single, widowed married, l YA
e sx Fomale /,,,,., - 19:%9(
6. (b} Name of husband or Wife ..o 6. (¢} Age of husband or wife if .
J Ohn m"“—4_-8—__“-ya" Duration
7. Birth date of deceased_ AUZUST 2 1895 ..0.. o
(Month) (Day) (Yenr)
8. AGE: Years Months Days If less than one day Due to. '!
£
48 8 15 SR ¢ p—— Due t . [ [ g 3;
ue to
o, spee St LOULS Mo. (7 AR B 5 ) o py
- ._. (Ciy, town, cr vounty) - ..  (8tate or foreign country) [ Sy A .;_ g T a
Oth di . e, Mf
10. Ureal oceupation. HQUSEWL 6 ey dé}«“ﬁ&.éﬁ‘l.i[é%%@""a —
; ST D P R R
11. “Industry or business : - ; = PHYSICIAN
£ ( 12 name. i8NTy Busse ) asr o},’;,;“g;;,,___ —
= R " i o e T T i _' Ty S L 1 e M- gl e
1 12, Biripisee_ SEoLioU1s i Moy &/ R T Ty PP A R
,(%lfr.mvn.e_-gnni) . {Stata or foreixg coantry) q aumpey.m.nf ot MGM'_ anld be
E 14.. Maiden name._ LTINS ell: . . _ - . H ; T - . |charged sta-
E9Y 15 Birthplace St.Louls Mo 0 =y Lz Y Y 1 AN ... _:fmmny.
= . (Clty. wown, or county) (Suu_g foraign colxnl.ry) ) "
16, (@) Infermant "John Goettelmann ~—— (e) Accident; suicide, or homicide-(apecify)

(d) Date of occurrence.

{c) Where did injury occur?

(City o town) {Cooniy} (Seate)
(¢} Did Iniury occur in or about bome, on farm, in industrial place, in publil: place?

23. SignatureJ A A L/ AL (M. D
Address..... % ...7/2, ........... = P X A A~ Date slgned /

(Licensed Embalmer's Siatement on Reverse Side}
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. STATEMENT BY LICENSED EMBALMER

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

i N .
working under my persenal superv:slon ) .

A George N Archambault I . /-'Regmtered Apprentlce No 2 XXX}(X :

2906

nsed Embalmer No : e

_Address.. 1128 Michigan‘ Ave,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hm OWN I-IANDWRIT]NG. (Failure I:o cumply with
the above constitutes grounds for revocatlon of license.) . y

]

. ""_ * 7 I this body is not embalmed, fact should be so stated above. : ' . ’ o




