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§. No.:2 DEPARTMENT OF COMMERCE STATE BOARD OF HEALTH OF MISSOURI : ,.7,?,3 0
Siate File No. b

s L ED WAR 71946 STANDARD CERTIFICATE OF DEATH

e X28697
Registration District No._ i Primary Registration District No— .4 (Y} 7} Retisirar's No........_ § 393
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: C
E () County St L i (a) s:ate__Mi_&.B_Q_llI!.i_ ........ () County |
o {#) City or town ouls 3 L - f &
451 (1f outslde city or town limils, write “TLURAL™ aand name of township} (¢} City ot town t * Olll 8 n / 7
s} (e) Name of houmtal or institution: . f outside ciiy or town limits, writs “RURAL")
= || " 3501a 8, Grand Biwa ./ (@ Street No 3501a 5. Grand B Blva. G
{If not in hospital or |natitution, write street number or location} ) - T (I eural, give location} 7
{d) Length of stay: In hospital or institution .
= (Specify whether (e) Citizen of foreign country? (Yes or No)
= 1n this community
E years, months or days) If yes, name country.
. MEDICAL CERTIFICATION
| b FRNT Henry J. Meyer
- T Ry Ty 20. DATE OF DEATH: Mont....E.@De oy R
. . . .
§ 3. (b} If veteran, ;;J a ¥ year 194 5 hour 2 e P M.
nAme war. e N o =
Sl 21, 1 hereby7ufy t T attended the d d from
b= 5. Color or 6. (g} Single, widowed, married, 1957, 1o 25 ? 0.
| 0 i | i s [ ey AR B et :
. bt 4. Sex Mal =] race. h i % e, dlvorced_l‘t!a;:_rled/ that I last saw h Lted glive on /:7 19_{_/£=
4 6. (5) Name of busband or wife oo 6. (c} Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
: % a - alive..........s...ﬁ..._......yem Immediate cause of death.
[ 7. Birth date of deceased April 10 1878
i {ﬁ : (Manth) ~ {Day) (Yenr} ;
3 % 8. AGE: Years Montha Days If less than one day Duye to /7 .
. 2 A
L E ! 67 10 13 hr. min. - [/7’ ‘4, gj' o
- B N / Due to_ T e
&= N oo e Ste Louis Missonri. (2 R / &
: '% . . -~ {City. town, of poonty) (State or foreign coantry} = R =
Other conditions.
=) 10. Usual mmﬁun._..._...__...-.j'..n:ga I e (‘In:llt;g- pregnancy within 3 months of death)
B | 1. 1ndustry or business Z ) ; i 'ﬁ d‘_ " PHYSICIAN
f=4 ajor nndings: -
AN 2 { 12. Name.....Fraderick W.. Ma,yﬁr lf“i Of operations...... Atrre : Geine
- £ ||zl B ce_Unkn.oummmm,_...,.m. - Germang__..._. : the cause to
‘\ é = i pla {City, town, or county) B . (Stato or foreign nulry) Of autopsy. W—C :‘!?I:El%“bt%
% H&:14. Malden name.._. - éaeh'nnr : : charged sta-
' ™ = : s y.
i) E 15. Bmhplaoe__m%n.mm wwwwwww Gm&ny S’E— 22. If death was due to external causes. fill in the following: .
g = . .(City, town, or county) (State or foreign coontry) //7
S 6. (o) Informant__BT1IE Meyer /' Hia Accidegg, auidde, or homicde (specify)
B ® adwas_. 2001la S, Grand Blvd. (8 Date of S //
- 17. (o) Burlal (2] Da:e thereof. 2/26/4 6 (€ Where did injury occar? (CiLy e town} {County) Stare}
(Burlal, cremation. ar remor uns e t E (Mouua) (Dlalg"i") (d) Did injury occurin o ut home, on farm, in industrial place, in pub!
‘(¢¥ Place: burdal or cremation............... .
18. (a) Signature of f%neral dh:ctér - Mk? S (wrm_*/ / S
(8) Address 1’ é@
.y 23, Slgnature D. or other)
1. 2 |Gl
tT 5 () (Date recaived hulr-:i-u-r) / 319/‘{‘ (/ / md Date ‘itﬂtd—-——?éu/

(Licensed Embrlmer’s Statement on Reverac Side)
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STATEMENT ].-’.'Y LICENSED EMBALMER
. - R
: - > - ’ ' . g0 n
"1 hereby certify that the body whnse name is recorded on the reverse snde ol' thxs certxﬁcate was embalmed by me, orby. ... ;
- ) ) . . a ~ “ : N
. S S Reglsten;i Apprentlce [ U——— . ,
'\?_girking undér, my personal supervision, ‘ p '
B - '
| . c
| _ .
| . T .
. -

Note: The abo‘e ]\IUST BE SIGNED BY THE LICENSED I:.I\IBAI.I\IER in. his OWN HANDWRITING (Fai]ure'l;) comply with
<= {he above constitiztes grounds for revocnuon of license.) i .

o~ ', If this body is not embnlmed fact should be so stated above.




