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

t

2 i
DEPARTMENT OF COMMERCE

THE STATE BOARD OF HEALTH OF MISSOURI 25594 ' .

Fftgﬁ‘:ﬁg 7IMMTANDARD CERTIFICATE EEEATH  sw ruse——o o,

In this community

years, months or days)

l‘.l

. Registration District No. . Primary Registration District Noe .o ovrcesencrrceees Registrer's No.
1. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED:
(e} County gt « /
(@) State Mo @) County
by City or town____s.t.n. _LOlll.S Mo, LA
(If autaide city or town limita, write "RURAL" and name of township) (¢} City or town.. §t. /2 £
() Name of hosp:ta] or institution: . - (If ouuide city or town l;mju, write “HURAL") ~.-
St. Louisa City Hospital-Max C, Starklofif ) Street N 53615 Gibsen-Ava N

{IF not in hospital or institation, Write strest number or logation) Memor:lﬁf reet Now= (Ef raral, give mhon) ~F

(d} Length of stay: In hospital or institution Yy
(3pecify whether {¢) Cidzen of foreign country?. [ {Yea or No)

1f yes, name country.

MEDICAL CERTIFICATION

» o SEP 3]

3. (&} PRINT
FULL NAME John Eberline Aug 31st
5 o Xt > % 10 Social T 20. DATE OF DEATH: Month : ha day
. veteran, . Ae ial Security
s ﬁf----lz.g-h_r) --------- —-hour-...-k-._.mai.l-.s......._....minute.......&.‘. ....... M.
name war. 'Ib Lo No 8/27/11 5
21. I hereby certify that I attended the deceased from
5. Color o 6. (a) Single, widowed, iartied, 0 to 8/31/L5 1o,
4. Sexmh et mmte- divoreed..,mmd..?f that I last saw htI_ ative on 8/31/h5_ 19 ... H
6. () Name of husband or wife.............._ 6. (¢} Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
=7 . - . - allVe. ooy yEATS Immydiate cause of death c
7. Birth date of deceased...__.... e e erem — T, T, S
r*{Monoth) {Lray) .
8. 'AGE: Years Monlt.hu Daya If less than one day Due to
f .
AQ Y e | . b, ... min,
¥ (G o / Due to -
9. Birtbplace........... Ih1dnada. -
(Cily, town, w?unty . (State or {oreign coontry)
- Other conditions.
10. Usual occupatmm Skl - {[nclude pregnapcy within 3 montba of death)
11. Industry or business... Eetired' PHYSICIAN
5 [ — Ma;ct):o; findings: . .
BB Yes7EbeF1ine operations.......
= { : Name....._.....‘._.......c T hUnderlim:
" the cause to
= { 15. Birthplace . ——URERUM......... 9 R which death
{Citygpwa, o mnn!% (Siats or fm'cngn munu-y) Of autopay.......... huu;:il be
S m charged sta-
_ﬁ . - o . tistically.

15. Birthplace.. ...

MOTHER

{ 14. Maiden name........... 53

16, (a) Informant.., h‘Bm

1. (o) . Pordal

(Burin}, cremation, ormn;mrul)

{c) Place: burial or cremaunn.—‘ﬁﬁ’ B-LPM P anl _cmem

18. (a) Signature of funeral director

(Cll!‘. towno, or mnnl.,}

Margatet. K&l]y
(5} -Address. Al%lﬂanohestar Ave.

(Siate ue foreign codatry)

T A

(5) Date thereof... ,M9h_._

({Month) (Day) (Yur} ’

“Kriegshauser

) Address. pR228_S0.

.
(Registrar's signature)

22, if death waa due to external causes, fill in the following:
{a) Accldent, suicide, or homicide {specify)
(&) Date of occurrence.

———

{c) Where did injury occur?

{City or unl'n) (County)
{d) Did injury occur in or about home, on farm, in mduatn::.l place, in pubhc place?

23.

Add

v {Licensed Embalmer’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER i el
. . '
IR Y A

I hereby certify that the body whose name is recarded on the reverse sicle of this certificaté was er’nba]med'by me, or by

. Regxstered Apprentlce No...

-...&v .

e ot

working under my personal supervision,

—., .

-~ Llcensed Embalmer No

22y) £

(Failure to comply with

' PP S oI
s e n .:_E.;Q."Agdr‘qss...,;.. ..............
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER' in'hi§ OWN:HANDWRITING.
‘. the above constitutes grounds for revoeation of license.) . gt B R A
If this‘hbody i.s not eimnbalmed, fact should be so stated above: T ) s ,




