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

£

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

FD ST

{0ASTANDARD CERTIFI

THE STATE BOARD OF HEALTH OF MISSOURI

State File N?GEQ 3
Y801

CATE OF DEATH
100

8t. louis

(#} City or town
(If outside city or town limita, write "RURAL"” and name of township)

glstration District No... Primary Registration District Nooo .20 Registrar's No
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
o
() County State [ isao nri. .. goo

{a)
()

. (b) County.

/7 A0

6. (b) Name of husband or wife..... 6. (¢) Age of husband or wife if

7. Birth date of decensed Jan, 31‘& .
{Month) {Day)

8. AGE: ’ Years Months Days If less than one day
!/ 34 a t hr. min.
- 0. Birthplace St L4 Lo uis L Mo . 0

{City, town, or county) {Stats or foreign conntry)
10, Usual occupation .. Ghauffenr . . . .

Griesedieck Brewery Co.

(¢) Name of hosplta.l or institution: ¢ (1f outaide city or town limits, write RURAL") l W
St, Johns Hospital @ Street No 3515 HEebert St.
{If not in hoapital or institution, write streat number or location) (1f rurnl, give Jocation) ,'
(d) Length of stay: In hospital or institutlon
(Specily whether || (¢} Citizen of foreign country?. {Ves or No)
In this community
years, months or doya) If ¥es, name country. N
3. (a) PRINT MEDICAL CERTIFICATION
¥ull nami___._ Charles Edward Woed . Sept 4th
£ vet. 3. (¢} Social Security 20. DATEOF, ])9{‘:‘21‘5H= Month v * Oodﬂ.y * P
3. (b) If veteran, .
e E year. h L] inut s..M
name var. No489-03=7360p o et
21. [ hereby certify that I attended the deceased from....
5. Color or 6. (o) Single, widowed, married, |[; 27
4. Sex._M.al_'e@ race.. W e d“mmed---Di.v—the that I last saw hj.‘rg

Due to

Due to....

Other conditions
(Include pregoancy within 3 months of death)

11. Industry or business M T PHYSICIAN
o a]or ndings: ) .
12. Name. Gharles I.WOOd- . e - Of gperations.,, it ! i
P U Underline
= 0 13. Birthplace St o Louis, Mo, ?ﬁfﬁﬁﬁﬁﬁ
(Civy nody) ' 3 {Stats or foreign couniry)
£ ( 14, Maiden name GEHEYTE Yo RuKE Of autopsy T ohareed
itistically.
. ui o v
§ 15. Birthplace T m_mmi;b ... 1O (:a:em_ pr w“:“?- 22, If death waa due to external causes, fill in the following:
16. (o) Informant.. Mrs,. T A. Mullen (a) Accident, suicide, or homicide (specify)
(®) Address 4915a Mardell Ave., (&) Date of occurrence
17. (o) > Burlal ) Date thereot  9=T=4D (e) Where did injury occur? {City or towm) (County) (3ta
. (Bmhmmmn-“"mﬂn (Moutb) (Day} (Year) (d) Did Injury occur in or about home, on farm, in industrial place, in public plaoe?
(c) Place: buna,l or rrpm-utmn New Pickers Cemete I‘y
18. {a) . Signature of funeral director.. PTOve. st. Und.: Co. . 1 Wrhile at wat ?_'ei”_clt”(’ge if{:l;,:)of injury... R
(5) Address 3710 N, Grsng Bl Y e ?zl " o DO e 342‘9
23. Signature.. /. ¢ A7 .. . . D. orot
1. @ . SEP 5 1945 .__WW._.._ e - i t
{Dnta rocoived local registrar) y {Peqistrar s signatore} Addresa_.z . .. _Date signed. §fom . ’

{Licenaed Exnbalmer’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER -~ - =
s - * - .

U R )

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

.................. . - Reg:ster(.d Apprentlce No..... P

working under my personal supervision.

P.O, Addressj WIS ____________________

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN llAl\rD“’Rl FINC (Failure to comply with

the ahove constitutes grounds for revocation-of license.} . -
lf this body is not embalmed fact lhould "be so stated above.
R . ' L LR




