. 8. No. 2 DEPARTMENT OF COMMEROE THE STATE BOARD OF HEALTH OF MISSOURI 3 878 G

M—3-13 BurEAy OF THE Cm‘svs}% STANDARD CERTIFICATE OF DEATH State File No

51730 F‘LED NOV 2

1 xarazs Registration District No ..._ I'rimary Registration District No._.3__‘;..§?.3__._ Regisirar's No ﬁ -a 2 9\
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
(a) County. st Louis - a Lo L O
] (&) City or town.__.. Richmond. He ights (e} Srate * . (&) County -
(If outxide city or town limits, write “RURAL" ond nams of townahip) (¢) City or town........ St - LOU. 15 / 7
(¢} " Name of hoepital or institution: . G outaide city or towan limits, writs “RURAL")
ﬁ Hlor.  St.Mary's Haspital @ swetNo__ 40501 Marviand Ave. 7
i v (17 not in hospilal or institution, write strest number or location) U (Lf rural, give location)
:FJ - ‘(d} Length of stay: In hospital or institution 1l-we ek ) -
- 42 YV (Specify whether || (¢) Citizen of foreign country? (Yes or No)
In th.ls community. ears
years, months or days) If yes, BADE COUMEPY . oo e bemstas s ns "

MEDICAL CERTIFICATION
Full NAME. CaI‘I’le Cleckler Holterrewe

20, DATE OF DET": Month_NOVa day. Bt

3. (&) If veteran, .. 3. (£) Social Security . 1 50 D iy
e year. our, o minute: [} .
name war No None

Gl 21. I hereby certify that I attended t|
\ 5 6. {z) Single, widowed, married, 1 to
F il . W ’ . -
4. Sex . P : divorced.......... AL = Z2==| that I last saw h.Mﬁve on
6. (b) Name of husband of Sife o G {¢) Age of husband or wifeif || and that death occurred on the date and hour stated above.

y Duration
P4 e

- lel E. HOltEI‘QWﬁ P S Immediate f dogth ) g
ot deoea... MOV, 2nd . , 1872 - ML&[}‘\UJ /2%
\

(Month) (Day) {Year) . . g
8. AGE: Years Months Days If lesa than one day Due to....,.:....@‘,.. ................ /
72 ol &l wrma
. . “ Due to.......... b A/ /ﬁ 4
9. . Birthplace Cincinnata ) Chio pyy
{City, towo, or connty) = == (3tale or foreign conntry)

=2

10. Usual occupation * (lochulo pregoancy within 3 ‘months of dxmth) -

At Home ) ) A ) Olhercondmonm ,,,,,,

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

11. Industry or business SR PHYSICIAN
ajor findings:
12. Name - JOhn- G-CleCkler ) Of operationa
) o e \‘]' 4 P Underline
: 13. Birthplace 0‘110 ;:\helg:légtg
{Ci wn, OF CO (3 Ianrl’um:znmunuy) OF auto o e b
E 14, Maiden name E'-talza mj.yﬂn!ﬁ P'Ll autapay 5.] c: Cﬂa‘h’:
P T | F—— ” ’ AV ——) ¥ T AT
_ § 15. Birthplace PeP——pe— (Suuu!?n}:}x}u?unl!ﬂ 22. If death was due to éi(r:rnal causes, fill in the following:
16, () Informant Mr.Kenneth G.doltgrewe - |1 Accident, suicide, or homicide (specify)
) Address... 1220 Charleston Ave, {8) Date of occurrence
17. (a} R“?T‘i al . (&) Date thereof. Where did injury occur?, Gy — -
(Burial. cremation, o remaval) ¢ Did injury occur In or about home, on farm, in industrial place, [n public Dlace?

() Place: buria} or cremation. _
(Spocily typo of place

18. -{a) Sigoature offuneml directn_ . . LM L A Pt S : ile 2 e termerans M ql injury....;
(v Address 5340 Lindel

19, (@) m&%&% ® f e,

(M, Dor'ut:l:r!ﬂ"

Date rigne, /-é_yf

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

o

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

Tor

e <eeeeey Registered Apprentice No

Signed M ?%Mjaﬁé

Llcensed Embalmer No 2 X) 6 y .'
P. O. Address 3?}‘0—;{_,,«_45(&@(/

working under my personal supervision, *

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.




