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WRITE PLAINLY—USE UNFADIN(E,' BLACK INK—MAKE A PERMANENT

DEPARTMENT OF COMMERCE

FILE

Reglatration Distdet No

THE STATE BOARD OF HEALTH OF MISSOURI

““‘“"”ﬁ“‘“ L 22198 ANDARD CERTIFICATE OF DEATH

Primary Registration Diatrict No t_% s

24941,

Fom?
State File No

Registrar's No. "_/_/ 7 7

i. PLACE OF DEATH:
(8) County... - st LQH.J;.S
{b) City or town_-_.....R.ock--Hlll- Vill&gﬂ_

(1f outside city or town limits, write * RUTL nndmmuofmwmh:lp) o

(¢) Name of hospital or institution:

9803 Manchesater Rd

(Il not in bospital or institution, write street number or localion)
(d) Length of stay: In hospital or institution

(Specify whether

In this community
yosrs, months or days)

2,

(a)
(c)

)]

(e)

USUAL RESIDENCE OF DECEASED:

smeMiggouri ... (5) Counstg...,.LQllj.S__._.7g
Kirkwood .28 .. S
J

City or town...
[ outaids city 6r town limits, write S RURAL™Y

Rural Rout.e

{1f rural, give location)
No

Street No -~

O

Citizen of foreign country? {Yes or Ne}

If yes, name country.

3. (a) PRI

AMi_Jacob.. C.q. Rott

MEDICAL CERTIFICATION

20. DATE OF DEATH: Mornth_oJ 11 I ________________ day. .S
3. (b) If veteran, I 3. {c) Social Security onth..d ) 4 Y. 9
me war._IONIE . No.NONE Ymt‘._lg.g'.ﬁ ............. hour.... 4 4.0 .............. mrinute... A JU
na . raeronmsmnninrs-nve
- 21, I hereby certifly that I attended the deceased fro = 3
5. Color or 6. {a) Single, w1dow3 married, 199‘ to
Wh wer T
4. Sex Ma]—'e Al race 11; e d'"°r°°d—wj' O that I last saw h alive on 19,
6. (b) Name of husband or wife....e.ccoooeeeeeoo... 6. (€} Age of husband or wife if | @nd that death occurred on the dais and hour stated above. : Puration
Katie .‘{gott a.llve........., 4 _years || Immediate cause of death...... eV p RN Plrelrds |
7. Birth date of deceased........ 9 ML Y A lrandeto
(Month) (Dﬂr) (Year) /
8. AGE: Years Months Days If less than one day Due to.......% ) )
8 1 1 I 20 hr. min
(/ Due to
o. Birthphee_ 9L . _LiOuis County _Miaaanri
{City, town, or county) (State or foreign country)
Other conditiona.
10. Usual occupation Nil {Include pregnancy within 3 months of denth) '
11. Industry or business Mo B PHYSICIAN
g 12. Name JaGOb Rott s 1 6?0:01’:12?:‘:“ ...... 3
g thUnderhm:
i e cause to
13 B place, 5. = which death
3 Of autopsy should be
E 14 charged sta-
B z tistically.
g 15. Birthplace o ) (Sinto e forciermcomnied) 22. If death was due to external causes, fill in the following:
6. (@ Tnfo M P&z‘— () Accident, suicide, of hamicide (specify)
@& Address ﬁ ' ; ..L,._..,.. (5} Date of occurrence
(¢} Where did Injuty occur?.
7. @ ouelal . 4 eeioeseones (8} Date thereof. ?hé_l (30 < ity or town) pres—— poey
(Burial, cromation, or ramovel) ath) ') (Year) (d} Did injury oocur in or about home, on farm, in industrial place, in pubhc place?

(;) Place: burial or mmuon_Sta“Lucﬂ-ﬁ_,gngt?ry

18. (a) Sigmature of funm-mueyer-rfitzinger Fun,
Home

® dress - iwo c %‘: o ? 2. Siguatare....CL S ';f /)a.ou{éw\ W . D. o@m, ________
19. () L= mm‘m") & et 1§ Abrddress. S 000 | PrAtTveart . Datesigned |0z Yé

. Wh.lll: at work?,

(Specify twn ur plme)
s of i uuury Pl

'

{Licensod Embalmer’s Stniement on Reverse Side) e




STATEMENT BY LICENSED EMBALMER o

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was einba[lﬁé;l'by me, or by -

.

. Rggxst‘el_-gd_ Agpiegtjc: .Nk?‘_

sworking under my personal supervision.

)

P. 0 Address.... / o= -
Note: The above MUST BE SIGNED BY THE LICENSED FMBALI\IER in his OWN I[ANDWIHT]NG. (Failure to comply with

the above constltuteﬂ; grounds for revocation of license.) '

ot If this body is not embalmed, fac_t_. should be so stated abovée.‘-'.‘ ' ' : > ~ '-

S L




