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

DEPARTMENT OF COMMERCE STATE BOARD OF HEALTH OF MISSOURI .

FILEL AR 201044 STANDARD CERTIFICATE OF DEATH

Registration District No.........._._..8...l. 8 Primary Regiatration District No"m,(‘ | )

(
o 12988
Regisirar's No._...._. ..:3.:?;43....

i. PLACE OF DEATH: -
(o) County....

(b) City or towDu...o..-. SLL—OUTq
(1 outside city or town limits, write * 'RURAL" and oame al township}

(c) Name of hospital or institution: d

,,,,, FIRMAN DESLOGE.HOSPITAL Y

{If not in hospita! or inatitution, write street number or location)
{d) Length of stay: In hespital or institotion. ..iverr it ILDIECADAD ..

2. USUAL RESIDENCE OF

(a) State Mo »

DECEASED: T

(b} County Z 7 /
@ Cityor town... ST . LOUIS 7 h
(1f ontaids city of town Iimits, nlu 'nun.u.") 7

@ Street No.... 5929 _AMOPHERSON AVE —

(I rural, give Inenhn)

(Specily whether || (£} Citizen of foreign country? (Yes or No)
in this community. ... 28 YEARS
years, months or days) . i - If yes. name couniry,
. " MED CER
3. (0} PRINT Kelch, Rlizabeth - 1CAL TIFICATION
FULL NAME 4 5
- - 20. DATE OF DEATH: Month day.
3. (b) If veteran, 3. () Social Security 11 s) A
year hour, minute. .M
nalne war. No "
. 21. I hereby certify that T attended the deceased from
. 5.. Color or 6. (o) Single, widowed, masried. 19‘_;4 ‘o 4=5a 1% "
4. Sex. FMJE / race.WHlTE | g‘:hvorced_“llnow that T last saw BOF___ aliveon 19.&&;
6. (5) Name of husband ot wife... e 6. (¢) Age of busband or wife if and that death occurred on the date and hour stated above, t

............. _EDWARD K.ELCE alive. . e YEQTE

Lh, {Day) T (Year)

Durati
Immediate cause of deatﬁmyﬂ-m»fﬂ—uu L O = |

W i i

8. AGE: Years Months .| Days If less than one day

S

DuemCM/m,«um r Aok 7

/}W
80 8 K 5 ' | hrt. min. i
/ Due to. " J’:‘_-l

9. Bmhntace__don',t ..... know. . ... OHIO . NN 2V .-

(Civy, town, or coonty) (Stnteur I.'welm: counr.n-) i 3 : I -

Othi diti :
10. Usual Octﬂmhon——_— -------------------- ATHOLE (ln:lﬁfgr:g;:::, within 3 months of den { // b
1l. Industry or business SR PHYSICIAN
. ajor findings:

81 12. Nome.. . WILLIAM SEAI. Of operations_lCfenCr . A%W g..v—:w,..m.,jaﬂ Vaderll
= i ;. nderline
2\ 13. Binthptace . .. OHIO / AAS L Lo
= ; o “"éﬁ*ﬁiénm CEAMEERE™ || of auomy rhould be
u 14. Maiden hame .. ... - |tlstical! sta-
£
g 15. Birthplace .. . M‘q T (BuﬁQerTig pr, 22. If death was due to exr.erngl causes, Git in the following:

InlormL_mm SMITH,_ et ream e et

16. (a})
® Address...........D 929 _McPHERSON. AVE.
RUNCIES rg%m ________ @) Date thereof_deBedd

n. or removal) {Month) (Daoy) (Year)

(6 Place: burial or cremtion.

18.+(s) Signature of fyneral directa
{b) Address_.! ?

9. @ RT7 184 YA L 7re

{Dwte received local rexiatrar) (Hqi-unr . -lmmrr)

(a) Accident, sulcide, or homicide {specify)

(2} Date of cccurrence.

{c) Where did injury occur?

{Clty or tawn}

(Cou
(é) Did injury occur in or about home, on farm, (n Industrial plaoe. In pubuc pfacei'

(Speclty tw- of place}

§ Means of injury"" S —
9’1‘ 2. A’Q. (M. D.orother).

Date signed

- (Licoased Emhbhalmer's Statement on Reverse Side) smﬁ;—-ﬂa
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STATEMENT BY LICENSED EMBALMER
. e e

I hereby certify that the bodv whose name is recorded on the reverse side ?f this certificate was embalmed by me, or by
ot
*.., Registered ‘Apprentice No

working under my personal supervision,

' ’ "ie’ =" Licensed Embalmer No...1l ?—/ ?Q-\S .......

fomply with

Note: The above MUST BE SIGNED BY THE LICENSED ILMBALMI*R in his OWN HANDWRITI I\(, (Faylure to,

the above constitutes grounds for revocation of license.)
If 1his bedy is not. embalmed, fact sbould be so stated sbove,

UYL




