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

DEPARTMENT OF COMMERCE
Burgau oF THE CENSUS

THE STATE BOARD+JF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District No. 2.8 £.Z.

L 38100/

“
Registrar's No. / .2—_5/@

1. PLACE OF DEATH:

2, USUAL RESIDENCE OF DECEASED: ? é

10. Usual occupation

ST, Louis, M4
(e} County ssouri -
 City o o HiCHTONd Heights, () State @) Couny. 8. Louis =
{If cutaida city or town limits, write *RURAL” and name of township) (¢} City or town........ Ri_na"_ 77
(¢} Name of hospltaé .Emstmmn H it 1 (1f outside city or town limits, write “RURAL™)
rys fospita . @ Steet No._.. 3846 Melba Place,
{If not in hoapital or inatitution, writs street nomber or location) (if rural, give location) .
(d) Length of stay: In hospital or institution 0 days /
(Specify whetber ][ {¢) Citizen of foreign country?. (Yes or No)
In thia community
yoars, months or days) If yes, nate country.
' MEDICAL CERTIFICATION
$i0 FRINT  Andrew B, Harles, .
FULL NAME M 21
AT ) Sociel Seemt 20. DATE OF DEATH: Month_ N8Y day.
S Ly a
(] I veteran, Nom (3 498_0“7:6768 year 1945 hour. 3. [ T— 15 Re M.
name war.
21. I hereby certify that I attended the deceased from Mny 1
5. Color or 6. {a) Single, widowed, married, 194_4 to.. i ...2,1.mg,*,,.u.»u..,.,.. ITWA
. Male White | | sooooMarried, liny. 4
x | race - v that [ast saw him __aliveon. May 20
6. (») Name of husband or wife...cororveee. 6. (€) Age of husband or wife if and that death occurred on the date nnd hour stated above.
Cecelia, ative_._ T8 years || Immediate cause of death.Cardio.-Vascular. Disease|—
7. Birth date of deceased OCt [ ] 6 [ ] 1868 m3-'1ith...Hy.pEI‘..t.e.naiQll,.._...._____.._..._. . .,J,,,,,A,,A“
{Moanth) (Day) (Year) 7 3
8. AGE: ) Years Months Days If less than one day Due toTu.morleftsideofjawmixedtype
: 76 v 15 . . origin Paretid Gland.,
T : /) Due to
9. Birtbplace Washington, Missouri . ]
(City, town, or county) {Slate or foreign couatry)
Shoe Worker, .. ... .. v+ o+~ 1] Other conditions

»({Include pregoancy within 3 months of death)

11. Ind‘ustry or bminnﬂInte rnational Shoe Go L] PHYSICIAN
. . Major findings: . . . \ -
g 12. Nane - -Poter, HB.I'IOB. s et i M + Of operations..NO. : ; rered : x " Underli
nderline
am d , thi t
E 13, Birthplace Lux bourg‘ ; whiglalléigtg
I. mwﬁur cooaty) © [ (Suworfurc:gncounufs Of autopsy...... N, should be
E Maiden name. MAEY. VTR n@w‘ﬂ-lun ) , , . ﬁh;:rgeﬁ sta-
istically.

Rirthoiace. Frankfort. Germany, P
! City, lmrn.,or unl.;) u:u: or I'm'ugn cannu,y)

* / o
Informant. M

{ 14.
15.
=

16. {a)
) Address....... 2848 _ Melba Pl'ice. .
17. @ ..Burial . Dt mereof,_l&a.ym?&,.lima

{Burin), cromation, or remaval) (Month) (Day) (Year)

(¢) Place: burial or tion 2 Laurel H lllf‘.gg

18. {a}'Si

{5 Addresy 1431 Un:lon Blvd.

-

{Data reccived local registrar)

22. If death was due to external causes, fitl in the following:

No

() Accident, suicide, or homicide (specify)
(&) Date of otcurrence

{¢) Where did Injury occur?
(d)

(City or town) {County) {Sta
Did injury oceur in or about home, on farm, in industrial place, in public Dlﬂcc?

83....w.

. Date signed 5, 9‘)%5

19. (2) JUN__l_IQA'imf;C-_ /ijg

(Licensed Embalmer! Statement on Reverse Side)
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- STATEMENT BY LICENSED EMBALMER °* -~ @ 70f T
. : I A RN o
z . . . - t . | L
I hereby certify that the body whose name is recorded on the reverse side of this certificate was émbalmed By me, or by.. RO
R e st R L SR R Reglstere& Appre}ltlce No A

" .working under my personal supervision,

PR AL S

moc: +n .. -Licensed Embalmer No..... "7-4'7/ .

Ty e A IO
PO | [ -0 - -

"""*E 7y PP:0.;Address:-»

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWBITING. (Failure to comply with
the above constitutes grournids for revocation of hcense.)

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