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

' DEPARTMENT OF COMMERCE

THE STATE BCARD OF HEALTH OF MISSOURI

16750

RILED IR “Tvaae _ STANDARD CERTIFICATE OF DEATH Stte Fite No
Regiatration District No.. __\yl 8 Primary Registration District No._____{ 10_0 3 Registrar's No 4845

1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: ¥ ;g
(a) County (a) State }lﬂi s3our 1 (¥ Count -
®) City or town......._ 5. t.a... Louisg, Misgourld . _ : R v
{I f oumdn city or town limits, vmla "AURAL" and nams of township) () City or town ]
(¢} Name of hospital or Institution; (If outside city or towlh lingis, write “RURAL™) 4
<
Saint Louis Maternity Hospital & @ Street No 8629 Brinker Street
- (I not In bospital or institution, writs strest Gumber or location) (il rural, give location)
(d) Length of stay: In hospital or institution N
{Specily whether (¢) Citizen of foreign country? / No)
In this community .
yeary, manths or days) If yes, name country.
MEDICAL CERTIFICATION
3. PRIN R
Fulf Name. Infant Male Senn. <
oI T (o) Sodal Secur 20, DATE OF DEATH: Month M\ day
3. If veteran, . (e cial urity
) year. ... \‘\ UM hour. I'l ORI 2 £\ 1230 }C??.J_M
name war. No ‘ )
21, I hereby certify that I attended the deceased from. ,G—,-X,.,,. R
5. Color or 6. () Single, widowed, married, i 1w o ‘p\m,\ T
«sx. Male &—ace}‘mt_e divorced. . Lt that Tlast saw b2 M liveon —__NAASEAA z,s\, 1944
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
alive_ ... years Immedmtwdcath
7. Birth date of deceased..... MY 29, 1344 R r TR
{Moath) (Day) {Year)
3. AGE: Years Moenths Days If less than one day Due to........Sa._W. S
....... g.. ver-BLT. ,g.gmﬁmmin
. Due to. oy
o. Birthpiace.. Ste_ Louls, Missouri /7 [.. 2 TF
- {City, town, or county) (Stata or foreign country) || 77 g L=
. LU Other conditions l k-) ;
10. Usual occupation (Include Drognancy within 3 months of death)fl R0 ﬁ
11. Industry or busi iR F. PHYSICIAN
jor findings: N
g{ 12. Name Pet er w $ Senn S - -, Of operations ' Underu;ue
the cause to
& L 13, Birthplace (S b Lo? clolmj: 3, Mis S(s?-g iuixn mg.-,) of [hich death
t shou e
E 14, Maiden name... . AMDLC 8. DOYO 7 e ety
tistically.
s{ 15. Birthplace A\lbum New York 22. If death was due to external causes, fill in the following:
= {City, town, or county) {State or foreign country)
16. (@) Tnformant Saint Louis Maternity HOSD|t@ Accident, suiclde, or homicide (specify)
& Address 000 _Se K 1ngs hlghway Date of occurrence
e Where did i oceur?.
17. (o) (b) Da.tl: thercof eTe njury (Ciry or lown) {County) {Stats)
(Buorial, cremation, or remaval) Did injury occur in or about home, on farm, in industrial place, in public place?
(c) Place: burial or cremation.._ é_‘_
pecily f place
18. (a) Signature of funeral director... 4 (Sf:,‘,, '(1? %J.:ans)of m;un .........................
VA AAS
(b) Address .. A Ao A e thaen AT
Y 2 ) ? . (M. D or o =
19, _.__wm. o, - - us. :‘%
@) {Date reccived lnﬂlﬁrbi&#g » Date gtan 1 b H

{Re xhl.ru . umtnre)

v(s \; \{ (Licensed Embalmer’s Statement on Reverse Side)




s,

STATEMENT BY LICENSED EMBALMER - e

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

. . N

Registered Appfentice Nowercee
working under my personal supervision,

"Signed . A __' -

Licensed Embaliner No

_ P, O'Address oy :
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with

the above constitutes grounds for revocation of license.)

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




