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

DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI H 234 93

BUREAU OF ThE CENSUS STANDARD CERT"-'[CATE OF DEATH State File No.

FILED AUG 81 8

Regatration District No....

Y

)
" " Primary Registration District No..._ .« £, . Registrar's No._..____ﬁﬁ_L é.....
1. PLACE OF DEATH: 2. USUAL%F DECEASED: 7
77

(a) County Mo
(a) State ] {&) Count; .
(6} City or town St., Louis otinty 7
(I outside city 4r town limits, writs “RURAL" and name of tawnship) ) Cityortown_... 35, Louis 9

(¢) Name of hospital or institution: (If outside city or town limits, write “RURAL"}

-Park Lane Hospltal _ Q. @ s no$666. Tennegsee Ave..

(If not in hospilal o inatitotion, write strest number or Ioeal.wn) {If rural, give location)
(d) Length of atay: In hospital or institution :

{Specify wheibher {e) Citizen of foreign country? {Yes or No)

Iz this community
yoars, mouths or days)

Ii yes, name country.

10. Usual occupation Wat CMan . . .
1i. Industry or businesa... . .. G I’ace_sign_c_o_.___

g 12. Name Waldo. Tozier

; 13. Birthplace. Y_lI' iIl.‘La_ /
If 'wn, or county) (Sl.ate or forsign country}

g 14, Malden name . KOTY

E{ 15. Birthplace Migs. 7

(City, town, ar counly) (State or foreign country)

Informant.. BENEE_Tozier

16. {a)
o Address__ 2686 _Tennesgsee Ave,
7. fa) .,B:drlal______ (d) Date thereof....‘zrzaa.‘,‘_ﬁihm.....:
{Burial, cremation, or remaval) (Mm.ﬂ.h) (Day) (Yesr) -
{¢) Place: burial or cremation_____ St, John's. Cem'.

18. (a) Slg'na.ture of funeral director. __.Drehmann —Harllal"_.__
® Addr..... ..1905 Un Blyd,

1. G (E.umhedm'ﬁrgiﬁ 19

[
i\

( agulnr s--l-:‘zml.ure)

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month__ JULY ___wy, 27th
ear. .....]_.9.%.4,......,.........hour 12 mirmt 20 .AM

. I hereby, certify that I attended the decease

o R Theron 0, Tozler
3. (b) If veteran, 3. {¢) Social Security

name war. L3

Color or 6. (a) Single, widowed, married, ||
s Male  |foe Toitel  fuvwes Harried
6. (b) Name of husband or wife.._. . ovooeeoeeeee... 6. (¢) Age of hugband or wife if
. Agnes Tozier alive____ D3 ____years
7. Birth date of deceased......_ 9EPG. 22 1883
{Monih) (Day) {Yoar}
8. ACE: Years Months Days If less than one day
,F 60 10 5 hr. min
9. Birthplace._ St P L.Q.lll - Ma. ﬂ
{City, town, or county) - {State or foreign conntry)

Due to K’: f&é’
/"‘1 é 7 e
Other l‘t::;ll"lhﬂﬂﬂ . ‘I
(Include pregaancy within 3 montha of death) /) /A’ —
/“4 PHYSICIAN
Major findings: R
Of opl'rahrmq
Underline
the cause to
[which death
Of autopay .. should be
charged sta-
- Atistically.
22. if death was due to external causes, fill in the following:
{a)- Accident, suicide, or homicide (specify}
{d) Date of pccurrence
{c) Where did injury occtir?
{City or l.own) {County)} (Stato)

(d) Did injury occur in or about home, on farm, in industrial place, in public place?

{(Specily typa of place)
..... (¢} Means of in;ury___ .FD S -
-g. K@v_\j%:—»—‘ {M.D.orot! M
o senes 23/

(Licensed Embalmer's Statement on Reverse Side) f 4 %




_ STATEMENT BY LICENSED EMBALMER e

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

I ! ‘... Registered Apprentice No - R

‘: Slgm_d T/Um/\-\. F _____________
S J’ 3 <

working under my personal supervision.

. - Licensed Embalmer No.
; oo " - P.O.Address S !
Note: The nhove MUST BE SIGNED BY THE LICENSED EI\lBALDIER in ‘his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocauon of license.) . .

'
'

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




