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

—_——

DEPARTMENT OF COMMERCE

Registration District No...

THE STATE BOARD OF HEALTH OF MISSOURI

ﬂLl;ff“hP’R“Z‘if“‘iw 31 éTANDARD CERTIFICATE OF DEATH

. Primary Registration District Now e ooocneee

13445

State File No - Y

Registrar's No. — 0 7 12

1. PLACE OF DEATH:

(s} County. ,
@ City ot town...... 3 e LIQULS
(If outside city or town limits, write * RURAL and name of townahip)

(e} Nzme of hospital or institntion:

4223 §,.0Grand Blvd

(1f oot in boapital or institution, writs street number or location)
(d) Length of stay: In hospital or institution

{3pecify whather

In this community
years, months or doys)

[¥ I

ofo X!

2. USUAL RESIDENCE OF DECEASED:
state__ Missouri

(a) (&) County .
s ——
{c) City or town St oIJOU-lS 1 f')/ {
(If outside city or tuwn limits, write ““RURALY)
i
(&) Street No... 4323 S,.0rand Blvd - .
{If cural, give location} «
() Citlzen of foreign country? (Yes or No)

9

1f yes, name country

$oid SROT William F.Uhlenhaut

3. (¥ If veteran, 3. (c) Social Secutrity

name war. IBEEEEE No JHHEHHE *
5. Color or 6. (a) Single, widowed, married,
soseMale O | e ¥hite!  avorea fMarried

6. (&) Name of husband or mt’e_ ceceeaemmmeeeee G (€} Age of husband or wife if

Anna Uhlenhaut AliVenrn D yoary
7. Birth date of deceased......._. Novenber. 51860

(Manth) {Day) (Year}
8. AGE: Years Manths Days If less than one cin.y
83 5 1 S . S— 1.
9, Birthplace Tlinois ’ - .

{City, town, or county) {State or foreign coontry)

MEDICAL CERTIFICATION

DATE OF DEATH: Month........ Gth

20, day. APl
7T — 19&4.___.._..&01:1- 5 20..__. mintte. ... _E_l._._lu[.
21. I hereby certify that I attended the deceased from ....... / - /-f?
. } - /.
» 19....... . to ' 19__4£ 2 .
that I last saw b & Aive on v ailbon & 7 19...‘){‘.'#
and that death occurred on the date and hour stated above. :

Immediate cause of death

] within 3 months of deatl) &’

19. (a)

fDato received local registrar) (Hegutrnr ' signature)

10, Usual occupation_ 2 2.L@SIAT e oo
11. Industry or business... .. Jenkin-Guerin. OJ.l_CO ; SR f PHYSICIAN
ajor findings K ,—
8 ( 12. Name Henry Ulﬂ.enhaut T S T 2 % Y dertine
5] N -
& { 13, Birthplace Germany. - LL{ ) N S5¢ the cause to
tate'or foreign conntry OF autopsy 3 should be
a 14, Maiden mmef._ﬁiq,_nfb_é‘_th_sf.:hrai . g.}latggeﬂsta-
: istically.
= . -
g 15. Birthplace iy, o ot osetnigy 7 - a. N " 22. If death was due to external causes, fill in the following:
16. (a) Inforiant:’ ‘“' A . (a) Accident, sulclde, or homicide (specify} b
(@) Addiess_._.. 4525 S.Grand = £ N —— (e) Date of occurrence, -
17 @ i ' " @ Dite thireot ADril_10 1944 () Where didinjury occur? g e
o “""’ "‘“'“"m' o l'emnvﬂ) nth) (Dny) (Vear) (d) Did Injury occur in or about home, on farm, in industrial place, in pnbhc place?
(c) Place bunal or cremauon Calvary Cemteq
. . + = (Specily type of place) B
18. (s} Signature of funeral director ~Peelz E;;theig i While 4t v o= ” Bheaily ’W‘f\.iﬂa;f, uf injary L
(%) Address. R g: 8. ve .
APR B 23, Slgnatu.ru. - (‘M D. T -
- .

’7’ 7‘ +

Date signed...

dchS ....... I“ZQ“J. &

{Licensed Embalmer’s Statcment on Reéoceas Side)
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STATEMENT BY LICENSED EMBALMER ' ’ - . ;!
¢ s . o 7 o .

I hereby certifly that the body whose name is recorded on‘ the reverse side of this certiﬁca'te was embalmed by me, or by. bt

) : . ' .., Registered Apprentice No : ettty
working under my personal supervision, /7 A " O '

* (TR 3. Lo Slé‘r‘led' . {/),fm/ft.r\&-\, M‘l”_—

Llcensed Embalmer No..... 7 7¢_f ............
S Ral "
P. O. Addréss.
Note: The above MUST BE SIGNED BY THE LICENSED FMBALM'ER in his OWN HANDWRITING. (Failure to comply with
the above consl.ltuteq grounds for revocatlon of license,) STl

If this body is not emballned fuct should be 8o stated above.




