DEPARTMENT OF COMMERCE
BUREAU oF THE CENSUS

FILED. ARR.28 1980

THE STATE BCARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration Diatrict No.__.\z_ﬂ_@:ﬁm.

621
0’7

State File No.

Registrar's No.

1. PLACE OF DB\TH:

X Qaalins

2, USUAL RESIDENCE OF DECEASED:

9. Bithplaee . St . Charles Missouri /)

(a) County. & t (“h Te @) Smr_,_l'xil ssourl ) County_.‘_-:‘.'_:t.-f Charle Sf
& City ot town ar S / 2/
(If autside city or town limits, write “RURAL" and name of lownship) (¢) City ar town. St. Char l es
(¢} Name of hospitz{ or institutélon: a / T T (If sataide city or town Limits, writs “HURAL") P
14 N. £ixth Street @ sue o314 N Sixth_Street A
(1t not in hospital or institution, write street number or locatieb) (1f rural, give location) £
d) Length of stay: In hospital or instittitio: 2
@ nath of stay: In pitat or s (Specify wherhor || (¢} Citizen of foreigh country? NO (Yes’BrDNo)
In this community. 0 d
years, months or days) If yes, name country.
MEDICAL CERTIFICATIOV
voll Rame. Mrs. Adelheid Allrich .
TR YT — 20. DATE OF DEATH: Mot BATCh - day._ 18
. veteran . (¢} Social TILY
A a4 ot minute.. 40P
name war N One No None R year. 1 9 + hou 10 t M.
I ereby certify that I attended the deceased from
5. Color or 6. () Single, widowed, mg.rricd. [ 7 . S WA ﬁ?ﬁn 3 /// 19(.-__’_’__‘.’;{
v seFemalef| ne¥hite. d;vmmag_w;egg TP Y . it
6. (&) Name of husband or Wife...—...... 6. {c) Age of husband or wifeif || atd that death accurred on the date and hour staited above. Darotion
PRev. Paul Allrich .. BUVE corrn Do yeary || Immediate catise of death »prigs
7. Birth date of deceased.. QCLODer 8, 1882 || =tteeImicwlon "‘4""‘“"'"
(Month)_ (Day) (Year)
8. AGE: Years Months Days If less than one day Due to.. "ﬁﬂ.»w -{'&M L 7
61 5 11 h (N 2"
r, min

{City, town, or connty) (State or foreign country) y
10. Usual ocenpation_HOLECKEEDET .. Qggﬁgg{iumm Tt S ela e g
11, Industry orb MR E ;; PHYSICIAN
- . or nndin —_—
E 12, Name...d0SeDh _Robine . - Of operations.. ‘ Omdonine
- X 3
= 15 Bihomee...St. _Charles,. M;i_.._s__%gg_ri ]| I N /” FaRb the canse to
(City, towp, or co; Lata or :-ewnnnnnux) of hould b
£ { 14. Msiden name._. ﬁar:l_e_ Vess}meh er_ _ . __. Atopsy A U‘I a Charged ati-
j ¥ tistically,

§ 15. Birthplace s %&Eﬁzﬂ of |1 22. 16 death was due to externat causes, fillin tie followlng:
16. (@) Informant.. W {a) Accident, suicide, o Dugicide {specify)

) Address M Gdartlin . 200 ® Date of oceurrence X
”.- () Bur ial 1] Date thereof. ...L.ar 2.1? 1.94 4':) Where did injury oceur? ity or town) (County)

) {(Barial, cremalion, of femoval) {Month) (Day) {#) Did injury occur in or about home\;%l{m industrial place, in pubhc place?

{¢) Place: burial or cremation. .. _sz_ :IOh.nS C emE-‘t eI'y —— o

LAAA_- {Specily type of place)

18. (o) Signature of funeral director. £V €2 While at wople} ... ... ... (¢} Meansof injury___@,,,_,w I

® Address_2 % )74,67!# AM? ; % - (M: -2)‘)

- , O { = ¢ N

19 a2y, 4"“i &) __M;_C:/ el p .

(@ (Dnta received local registrar} (Registrar's signatire) 1_.') Date ai a’..:.qf

/3¢

{Licensed Emnbalmer’s Statement on Reverse Side)




RECEIVED . . . : ‘ RN
District Health Officer No, 9, |
District File Number | RN

working under my personal supervision.

P.O. Address.ﬂ_ i

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING,
the above constitutes grounds for revocation of license.) 1

ailure to comply wit

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




