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DEPARTMENT OF COMMERCE
BUREAU OF TEE CENEUS

FILED DEG

Regiatration District No._.._._....

STATE BOARD CF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primaty Registratlon District No.

35529

Srate File No.

I this community

1. PLACE OF DEATIL

(a) County
(&) City or town

St.Louis

(1f outside tity or town limits, write "RURAL" sad nama ol vownahip)
{¢) Name of hoapital or institution:

2118 S.Broadwa y /

) (If pot in hoapital or institotion, write street number or looatinn)
{d) Length of stay: In hoapital or institution.

{Specify whether

Yeurs, months ar days)

_m03 Registrar's Na._____j‘__ﬂzgé_m
2. USUAL RESIDENCE OF DECEASED:
(¢} State Mo. .. (8) County O
() City or tawn_.. St.Louis / /7
(I ontaide cll.y or town limits, write "RUNAL") [
(d) Street No. 8113 S Broadviay g
{1{ rursd, give locatlon) 4

(¢) Cltizen of foreign country? z...no (Yes or No)d

If yes, name country.

Fulo PRINT  ROBERT LATREILLE

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

MEDICAL CERTIFICATION

(Burial.mmtlan.urum‘ul) (Moapth) (Day) (Year)

Ht.Hope ¥ emetery
C.Hoffmeister U.&.L.C

tion

{c) Place: burial'er cr T

18, {a) Siznamre of fl.mera.l dlrector. :
) Address_____0kd) grq@dmay . St.Louis,Mo.
19. {a} ..... (b 7.
{Date raci lnnlrednnr) ‘s fignature)

ME il 2
e n 20. DATE OF DEATH: Moath Noveiper . <7
- veeran, No 3. (¢ Soclal sﬁ:gn:, year. "'949 hour. 6:30 minute. AM M
name war___._.... No.
7 21. 7:: eby certify that I attended the deceased from
. e le(' s. Color or l"hitLb {a) Single, wld%vidd{;n&:éiad y /-. ] == ,9,",,(,“ // -4 7.z VAN
4. Sex Tace. ! divoreed lhat I last saw h A ¥ qglive on ey A 18§
6. (5) Name of busband o Wife. ..o 6. (¢} Age of husband or wife if {| 80d that deatb occurred on the date and hwr stated above. Durati
* Lillian Le treill alive... - yeare uma?te cause of death. /7 :
7. Hirthdateofd d Nnv nher g 1863 B i S Ao s o M Q.
. L Qupmber—— 8 ad v 1S,
8, AGE: . Yeara Monoths Days If less than one day
K ) 82 0 19 ! hr. min B et
5. Birtbisce St.Louis o, U
(Clty, vown. or county) -{State or farelgn conntry) | N
10, Usual oocupaﬁomm.ggﬁ .Res ler . Othes ?ondmnm within 3
11, Indastry or business Ma] ﬁ PHYSICIAN
B ( 12, Name Gabriel Latreille i m‘.. s U-—d ]
g 13, Bisthotace “St.Charles Mo, U - " e caise to
- Gl ey oo (Bsata 0n (orelgn country) Of antopey Rhouid be
2 [ 1. Melden mame. % RO . fheald be
[} tistically.
S 15. Birthplace Um{nown q 22, If death was due to external causes, fill in the following:
= (Chy‘. town, or conoty) {State or foreign conntry) ) ' L4
16. (a) Informant. William Lettray (3) Accident, sulcide, or homicide (specify)
() Addrenn <020 Wyoming st. () Date of oecurrence
17. (@) Burial (5} . Date thereof Nov.29 ,45 {c) Where did Injury occur?. T

{Stata)
(d) Did injury occur (o or about home, on farm, in indusmn.l place in publir.- place?

- (Spdh type ofnlu-e)
.Whllc at work?. < : & M of injury__=s e
N &
23. Sigratgre. & -\ A _._m i (M. D, ovather)
Address. .5 0. U.Q..,.x._. -

{Licensed Embalmer’s Statement on Rcvem Side)

(arQ . ::o Date signed/lrd 7o ¥
1
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STATEMENT BY LICENSED EMBALMER

R

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

, Registered Apprentice No

) —

Signed ZZM /i 4‘5/{4@44 M\.-\
Llé}e;:c{- balmer No... ‘? d 7 ?
P, 0. Address. .2 fﬂ%w

Note: The above MUST BE SIGNED BY. THE LICENSED EMBALMER in his OWN HANDWRIT[NG (leure to cgMply with
the above constitutes g-rounds for revocauon of license.) -

M .If this body is not embalmed, fact should be so stated above. ' o . !

working under my personal supervision. .

4\




