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

-

DEPARTMENT OF COMMERCE

Bunzﬁ;r
FILED O .8_1 3

Registration District No.v.c...n..

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

. Primary Registration District No...ﬂ...___L__:a____,

32045

Stoie Pile Na_

KSEK0

Registrar's No,

1. PLACE OF DEATH:

(@) County.
(¥ City or town.

St. Louls

2. USUAL RESIDENCE OF DECEASED:

(@) (%) County.St..Ilouis.

Rz

State.. . Missourd

9. Birthplace..... Capﬁ Girardeau,mMiasourifl ..........

{City, town, or county) (State or foreign chnntry)

(IF outaide city or town limits, write “RURAL" and nawe of township) (¢} City or tawn.. JN’ol-mandv" more Swive
{c) Name of hospital or institution: '0 """"" (If cutaide Sity or town limits, write - “RURAL") "
Jewish Hospital (@) Street No..__1005 (laremore Pprive AN
(If not in hospital or i jon, write street ber or loeation) g {XE rorals wive looation) ot
(@) Length of stay: In hospital or institatlon ... 0 G8Y.E . ____ . -
{Specily whether |f {¢) Citizen of forelgn country?. Mo (Yes or No)
In this community 7 y
years, months or deys) If yes, name country. 4
MEDICAL CERTIFICATION
3. (d) PRINT
FULL NAME . .Ida F. Vallee
. . 20. DATE OF DEATH: MomeOGLODEX _ aar JTth
3. (b) If veteran, 3. {c) Social Security
year,__l.aﬁ hour. 9 3 30 minute, P. M
rame war.._ MO xo. None
21, I hereby certify that [ attended the deceased fmm__ 9 /j 9,[ H'_. S
’ 5. Color or 6. (a) Single, widowed, married, 9, 10 %
4. &L--E-enl mce—mi-te—" djvomed"'-ui-d'owsa"" that T last saw h A alive on I D ’/ [ 7 ] l9.g’;
6. () Nameof husband or wife.................™6. (¢} Age of husband or wife if {] #nd that death oecurred on the date and hour stated abov Durati
Erank. L ‘aallee - aliVe, —orere.........years || [mmediate cause of death b
F en el R ,... -~ o 5
7. Bisth date of deceased.__Septa 28, 18T4 . .. Branad Sptont -
atetu) E) G T YN FUSE SOy
& AGE: Years Mornths Days If less than one day Due to S AN LM/\&-" anl) Ong 3&79%
. Loromait Lt tonn AL % R,
70 0 19 hr., min. R

ya
HQ]J. ark Other conditiona. /)
10. Usual occupation....meeeevevscens e (Luclude pregnancy witbia 3 mantba of deatk) 9,.-
11. Industry or busi . ‘ — ,—, S . vy PHYSICIAN
ajor fin T
&( 12, Name Fred Nolte Of operations ,
£ - BN 7 e B T ) T | Underline
=1 13 Birthplace..........— . Unknown the cause to
(City. mwn ar cnunt (Stste or foreian cototry) Of autapsy. should be
5{ 14, Malden nameb............ MAL éﬂhﬁﬁd&r j . charged sta-
o= tistically,
= .
= { 15, Birthplace _ . ST S L B . +
g D : TP, m,;gbarde &'é& e sl | E22 if death was due to external causes, fill in'the following:
16. (@) Informam __fT@N0ES C, Vallee _|[(® Accdest, suicide. or homicde (specify)
® Address____ 7005 Claremore Drive |/ Dase of occurrence
17, (@ wmﬁﬁalm ®) Date thereof..mt.naﬂ o844, | () Where did injury occur? TP S
{Burial, cremation, or remaval) (Maath) (Dan) (Year) H () Did Injury occur In or about home, on farm, in Lndustrial pla.ce n pub!ic pl.noe?
{c) Place: burlal or,crc.mation___mxlﬁlla_.heme_tﬁr.ﬁ ..............
18. (o) Signature of funera) drector381¥1in_F.Feutz FPuneral H While at workl (Specity ¢ “"}:!""“ e —
(5) Address 4828 N&t\&rﬂ .Bl‘i. e Blvd. o &,\4 el \;v\p
QCT ‘I‘ q q[ 23, +Signatore b st - i S e (M, D, or other}. D
19. (a) ﬂ %
(Data received local regiatrar) (Heﬁ:r.rnr 's sighatnre) Adidrexy [ _M__ Date qgngd___f,o %}"

V

{Licensed Embalmer’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

* L4

I hereby certify that the body whose name is recorded on the reverse side of this cert ificate was embalmed by me, or by, - .

..., Registered Apprgﬁtice.No

working under my personal supervision.

Liceriged Embalmer 9// OD' é

VY | S ) / -
- ' P. 0. Address. %—W—o P20

- Note: The above MUST BE SIGNED BY THE LICENSED EI\IBALMER in hm OWN HANDWBITINC (Failure to comply with
the above constitutes grounds for revocation of licensc.) _ . '

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

D i




