DEPARTMEN'I‘ OF COMMERCE

FILED MAY 12 1945

-

Buneau or THE CENSUS

THE STATE BOARD OF HEALTH OF MISSOURI f

ST ANDARD CERTIFICATE OF DES'(I')H_

1EB3
8595

State File No.

Registration District Nowo oo - Pmnafy Regmu'ation Ri‘strict Noo . __ Registrar's No.
1. PLACE OF DEATH: v 2. USUAL RESIDENCE OF DECEASED:
(@) County. - (a) State MO« {8 Connt: (fl;
¥,
®) City or town..... 2 Celid01s . =
(If cutaide city or town limits, 'nl.o “RURAL" nnd pame of tawnship) (&) City or town......... - 'f,;';

{c) Name of hospital or institution:

St.Anthony's Hosp.

(d) Length of stay:

’
1n this community.
years, months or days)

B

(If not in hespital ot institntion, Writo street nomber or location) 0

{Specily whether

In hospital or institution

" (If outaide city or town Limits, write “RURAL "} &

B8I9 Pardella Ave, . . . 4

(d) Street No...enoe...

(¢) Citizen of foreign country?

If yes, name country.

3. (m PRINT
FULL N

AME ..

Audry Jean Verbeck. .

3. (&) If veteran,

3. (¢) Social Security

pamewar_... DAONE . No.__QAQNIE .
S, Coloar o 6. (a) Single, widowed, married,
female / Hmw * divorced. ...

‘

P

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

. {b) Name of husband or wife.....ccnvicecrimnmees 6. (€) Age of husband or wife If
; alive...... SN T |
. Birth date of deceased April I3 1944
PR {Month) (Day} {Yoar)
. AGE: ° Yers Months | Days 1f less than one day
I \ i :"‘0"- * -‘V_8 - i'l - hr, min
9. Birthplace. St.LO'lliS CO .Mo. n 1‘-"
L - . - - {City, town, or county) - - (State nrfctui‘ﬁa:nnl.r: Y
10. Ujsual occupation 3'
11. Industry or business none 7 I // h
. Name Henr*r L Verbe ck I
Sl D P
. Birthplace Mo . f_’) LH
i w or forei, eaunt:r
- Maiden nams”'(c."M‘é IBE "F Keutz liv f ”
. Birthplace Mo. 0

{City, town, or county) {Stats or foreign country)

{If rural, give location) m:}'
NVes of No) FJ
MEDICAL CERTIFICATION

ot csf,u:lz 2/

L.._..._.Q‘ "-.,.“... minute_...._ €72 A AL

20. DATE OF DEA

var 14 M

21. I hereby certify that I attended the deceased from 4 - 1 b N y
19ty Pl w...?...)-.
—
that Tlast saw h&&___alive on l}“ - | - N | S
and that death occurred on the date and hour stated abave.

mfmm 07)

/ AAARIAL D

Due to...

F

7“)' AT ¢
N

~] PHYSICIAN
M.ﬂ]or Rﬂﬂm

Ofopui Q ...... 47

+|, Underline
the cause to

g Va u % “Iwhichdeath
Of Witops: k ahould be
charged sta-

fi tistically.

22 wad due t, tcr \l mM fill in the following:

Informant Iﬂelba F VB I‘be CR {(2) idf de (sw"’) amrrerye s
®) Date - Ny - _
{c) WhertMid inj LALLCARA )u b
— ((‘41,“ tows) {County) te)
" (Buria!, cremation, or removal) (d) Didinjury in or about home, on farm, in industrial pla.oe in pubhc placc?
Place: burial or cremation. _.___S_‘b_. Pet Gr.,cPaul_..Cﬂm 9_,[* VAL
 Signature of funeral director_ 5_._ Fendler Jnd.C Oc- - - While at woz h:,_________,_(frf,,' m)nf injury.
b) Address. _ TAD N Nieh e I\ P
® ﬁPR 23 ‘(b) 7;9) X "Em.-ﬁgnatdre pin AN\ ___.,, .__-(MDQM# _
(Date received Jocal rexistrar) ’ {Registrar’s signature - ‘Addresa/p M ' ,'. A, s & ";"" Date slgned.
(Licensed Embalmer’s Statement on Reverse Side) ®

~
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o R STATEMENT BY LICENSED EMBALMER
s .—.- ‘: .-n.._.‘ - . ". . L ' . .
" I hereby certify that the body whose namé is recorded on the reverse side of this certificate was embalmed by me, or by

‘ - Y R N I ’ e :
- i Tarta s - : M Reg:stered Apprentice No . S N

working under my personal supervision. - .o . . t.

" : . ’
§
Tt b . Signed o !
B e . ¢ TR -
.t b ait . : FRA ) N

T . - LicensedEmbalme'r"Nc?'--

- L - ~ " P.O. Address...... :
Note: The above MUST. BE SIGNED BY THE LICENSED EI\lBAL‘\IER ll’l his OWN HANDWRITING. (Failure to comply with

- the above oonstltutes grounds for revocation of license.) »,

R ’\"Iftlﬁs body ismot s:mbalmed, fact shouldhesostnted above. S el .
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