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7% | FILED waR 16 1945 o

Registration District No...

Primary Registration District No...wnen.. 1 {3 Registrar's No.._...

THE STATE BOARD OF HEALTH OF MISSQOURI ‘-?826

Burkau oF THE CENSUS STANDARD CERTIFICATE OF DEATH State File No

1.

PLACE OF DEATH:

{s) Cournty o«
(8 City or town St.Louls.
{1 antside city o Lown licsits, write "RURAL” and name of township)
(¢} Name of hospital or institution:

2. USUAL "RESIDENCE OF DECEASED:

@ sue. Bissourl

() City or town St - LOLli 8 ~~ e 9
(If outside cily or town limits, write "I\URAL"T—_S

(&) County.

a
-
Q
2
= 6 A Allen Ave / 2716 A :
#*
E (Ifootinh ital or inslituts write slreat b jon) 1 () Street No.-0“"""'Z"—"_"_"""““""%%:%&E&&e'. """""""""""""""""""
(d) Length of stay: In hospital or institution
© yi n ospl wor 40 Y {Specify whulher () Citizen of foreign country? no ﬂ (Yes or No)
In this community. ears ,
E years, moaths or days) yes, name country,
& MEDICAL CERTIFICATION
& - || i RaE. Grace Hoffmann
. - 20. DATE OF DEATH: Month_MBYX'Ch 4. 6th . g
« 3. (& I veteran, 3. (&) Social Security 4
§ no N none mr___...lg_ 5..-._.__.__hour 2 minutc.l_o._ _...A_LI.
name war, [T & & 9% & § — S — A
= i 21, I hereby certify that T attended the deceased from..._. Dagerb & 21
= £ , 5. Color or 6. {a) Single, widowed, married, 19____1_4_:‘;'3;" darech o 19 45
tL 4. Sex emale rage White divor&d*"ﬁ*l‘d‘g'w """""" that Ilast saw h er aliveon Mar ch 6 . 1945.
E 6. (b) Name of husband or wil cEdW&!Zd 6%(c) Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
v ative oo Immediate canse of death
O || ;. nith date of deceased Apr 23 1892 Cerebral Hemorrhage 18 _hrs
5 : Month) {Day) (Year} o
= T
o 8. AGE: Years Months A} If less than one day Due to. Hypert ension ! 1 yr
& i
o 52 10 ‘@ hr. f < J= s - -
a U . = Due to Chronic Nephr itis ‘..,.Ew 1 yr
Bl 0. Birthplace Ava Il1linois /[ 17
% “{City, town, or county) (State or lureign country) i =
H Oth ditiens. F
% 10. Usual cccupation. HOUBGW‘Q‘I‘k g P ’ (ln:ll;;::;ngmy within 3 montha of death) l ,"} A
i) 11. Industry or business e f-?\ PHYSICIAN
. B ( 12. Name _Andrew Morris. Mt operatians..... - { {fi J —
= K . PR [N { Y IR - S nderline
E E 13. Birthplace IllinOi =] I ! ':vhl:isl:lti?atg
. ( 1] tate or fureign conntry)
5 E{ 16, Maiden name... LUGTATE "Phoeni k™" ’ Of autopsy e barped s
= 111ino0dg ] ||- el
15. Birthpla - —
E § Lrthplace. : T TEee—rY State ot Torciom vommieny 22. If death was due to external causes, fill in the following:
= 16. (@) Informant Rubvy LeFrancoias - (a) Accident, suicide, or homicide (specify)
= " (b Address 3450 Giles {4 Date of occurrence.
7. @ . burial . @ Date st 3=9=1945 (e) Where didinjusy occur? TR PP
. {Busial, crematicn, of removal) Month) (Day) ‘Y“'Va (d) Did injury occur in or about home, on farm, in industrial place, in pubhc place?
() Plaoe bunal of crem.at-wml /‘
“ 18. (e) Sug'nature of funeral director. & ..._._.3 &z cer A (I ,;&m)nf injua_j______"_';__ I
® "Ad _— 5 ‘ B /.{' 0
23. Szm (M. D. or oth Y
o MARTTTS j "?39 orEveis: g RS /45

(Data received local registrar)

(Herutrnr 2 wignature)

Address’ ' o .. it : e it Date signed.. 2 00

{Licensed Embalmer’s Stutement on Reverse Side)
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STATEMENT BY LICENSED EMBALMERY - ' - : - H
Ce -y o L 3
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by :
- . . .
) - ' ...-_r . »r
= L

Reglstered Apprentlce No

working under my personal supervision, .
F * - . . r
o Signed.

(O

[

Note: The above l\iUST BE SIGNED BY THE LICENSED EMBALI\IER in lus OWN HANDWRITING. (Failure to comply with

" the above constitutes. grounds for revocation of license.)
If this body is not emhalmed fact should be so stated above.




