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

DEPARTMENT OF COMMERCE
BUREAU oF THE CENSUS

THE STATE BOARD OF HEALTH OF MISSOURI

~STANDARD. CERTIFICATE

EJLE}R mBZ 0 1945 ; Ir’nmary Registration District No__._?_a____B_%TH

141843
2408 .

State Filse No

Registrar's No.......

1. PLACE OF DEATH:
{a) County

(#) City or town St. Louils
{If outaide city or town lintita, wrile “RURAL" ond name of township)
{¢) Name of hospital or institution:
5024 Cates Ave., |

{If not in hespila) or institution, write strest numher‘& location)
() Length of stay: In hospltal or institution

(Specifly whether

In this community.
years, months or days)

2. USUAL RESIDENCE OF DECEASED; W

@ Sate. MiSsouri (3) County N ’\ 1 77)
1 i

@ City or towa St. Louis A7

(1f outside city or town limitls, write “"RURAL'")

5024 Cates Ave.

()
(M raral, give Jocalicn) 3
, (Yes or No)

Street No.

(¢) Citlzen of foreign country?

If yes, name country.

FULY, NAME. Mortimer Willer
3. () I veteraxn, 3. {c) Soclal Security
NAME War. No.
5. Color or 6. (a) Single, widowed, married,
e s Male O] Wmite” FareaWidowed
Edith

6. (b)) Name of hushand orwife.. Z-__.___ . 6. {c) Age of husband or wife if

Kefauver Willer

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month Nlar c h
. year hour. 4
21. T hereby certify that- I--attended the deceased from... -
4.9 1950, to... /.ngmM LLZ....
that I last saw hosgzrss., alive one..... . bt P A FT_ 10, f/6

and that death occurred on the date and hour stated above,

12

mlnurp

day.

A. M

Duration

Alive.s e Immediate cause of death
7. Birth date of deceased July 7 1865
. (Month) {Day) (Year)
8. AGE: Years Months Daya If less than one day
\ 80 8 5 hr., min
o menone. New _York City New York =
{City, town, or county) (State or fereign country) UW
10. Usual occupation Retir ed Sal esnman, R gfhe‘r (,:Dndlhnnq, TIPS ﬁ
11, Industry or business Glo th ing - - b J. PHYSICIAN
8 12 Name... DBVEA Horvilleur, -, . i) |8 e o
g y i l Underline
a 13. Birthplace _ . G’e rman Vi l & : ;hheiccaxézea:g
(Citga tor ; , or éounty) N ESuu or fureign country) Of aut. ehoutd be
B  14. Maiden name SOKOORN.__ 2.3 5.l Y-/’ auopsy T charged st
st taticalfy.
Eg 15 Birthplace s (S&enifgg{ln X‘m 22. 1f death was due to exteraal eauses, fill in the following:
16. (a) Informant M. Kefauver 4 )l @ Accident, suicide. or homicide (specify)
() Address 5024 Cate S AVe (®) Date of occurrence
17, (@) o _Burialll. o i thereqf D=13=46___||©@ Wheredidinjury occur? oy G P
(Burial, cremation, or removal) (Manth) (Day) (Year) () Did injury eccur in or about home, on farm, in industrial place, in public place?
() Place: burial or cremation. Mt. Oldive Cemeter. ¥
pd . s Falnen) - -
18. (a) Signature of fineral director. ! H. R ind SkOI) £ o W!ule at wo,k-» . pecify t(’?r 112:; uf mmry ____g_"_‘}_ 7__”""
®) Address_. 2216_Delmar BIvVd, ..oy . o - e D
g‘nztu et et it an Or O [
19. Mﬂ b G AALA é
() (l)at«uregewed iozoa&&% @ /" {Repisirar’s siznature) Addresa %{,"S—-_/- //W’é:ﬁ%ﬁ’.%ate signed =

v

(Licensed Embalmer’s Statement on Reverse Side)




¢ TTEETTy Y v

STATEMENT BY LICENSED EMBALMER

working under my personal supervision.

Licensed Embalmer{}N _%d.‘Z? ..... S,

P, O, Address..

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

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




