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WR:ITE PLAINLY—USE IJNEADING BLACK INK—MAKE A PERMANENT RECORD

Al

DEPARTMENT OF COMMERCE

‘THE STATE BOARD OF HEALTH OF MISSOURI A

STANDARD CERTIFICATE OF Dﬁﬁwa

i BUREAY OF THE Cnnsus
HLED MAY 9 184318
Registration District No... Primary Reégistration District No.___

14840..
ZAR2

State File No........

—- Registrar's No.

1. PLACE OF DEATH:

(a) County.
(b) City or town

St. houis

(1t outsds ity ar towa Limits, write “RIURAL” and name of township)
(¢) Name of hospital or institution:

2035 Adelaide Avenue

2, USUAL RESIDENCE OF DECEASED:

(a)
)

state___Missouri. .

City or BOWT oo

(¥} County.
St. Louis

(It ouwide ¢city or town limits, write “RURAL™)

2035 Adelaide Ave

a /7
%

(1f not in hospital or institution, writa stteot number or location) (@) Street No {If rural, give locution)
(d) Length of stay: In hospital or institution
(Specify whether || {(¢£) Citizen of {oreign country? (Yes or No)
In this community
years, months or days) If yes, name country. "

Fult, eann... HARRY. _J. BECKMANN
3. (8} If veteran, 3. (¢) Bocial Security
name war. N one. No
5. Color or 6. {a} Single, widowed, m;\rriec:l‘,H

)
4. SexMaleé divorcecl...MB.IfIti.E.d
6. (b) Name of husband or wifc...LQ.te:b.l.e. 6. {c) Age of husband or wife if
_____ Ca.Beckmamnm nne Haley

alive.......

7.. Birth date of deceased............ De C.emb aer . 1.5 _188.2 ...............
{Month) %‘ (Year)
‘8. ACE: Years Months Days H less than one day
- . 84 4 15 hr. min

MOTHER FATHER

6.~ Birthplace..... b a. Lowi-s Z o MO

{City, town, or county) (Sl.nl.e ar foceign counl.ry)

10. Usual occupation......... cuS tﬂdlan [ TS, S

20.

21.

DATE QF DEA

MEDICAL CERTIE,

: Month %
veal M X f . lhour

19 -, to

that I last saw hk..
and that death aoceurr

Other conditions' "

(Inc)

I hereby certify that I attended the deceaﬁfr

Tmmediat,

live on...
on the date anll hour atated above.

Fcaus‘e.uf death

ude bregnancy within 3 mooths of death)

(Date reoewed local reristrar)

11. Industry or business HadleV SChOOl . ) i ; lL’ _______ PHYSICIAN
2. Name.-J.00N Ry Beckmann ... A | Ky T e A N LS R '
{ / Lo ! Moo
13. Bithplace ... Ul el WL~ SL;CL;F% m{cﬁﬁ;} e L — —— . |whichdeath
14, Maiden name. . C'c .fj-o‘“_ht 2 Pip 7 y’ Of autopsy...... ) S ' - - t::!]:%gégsgc.
. istically.
{ 15. Birthplace (&w’[{}}}'glo?ui? _EQ%S{:;EL::: m“;;;— 22. If death was due to external causes, fill in the following:
16. (&) Informant. MTS_ Lot tie: C. Beeckmann' £- {e) Accident, suicide, or homicide (specify)
(6) Address 2035 Adelalde Ave (9 Date of occurrence /"
1-7. {a) -Blll’ial__'_' l (b) Date thereofﬁ___.._sl ______ {c) Where did injury oceur? (City or taven) (County) ooy ;}
{Burial, cremation, or removal) (Moath)' (Da) (Yeas) (¢} Did injury occur in or about home, on farm, in industriz} place, in public place?
(c) Place: buna.l or cremaunn.__.N EW PiCkerS- —CemEte [
hd -‘1.81.0.(0) ! S:gnatu.re of funeral di o &'._SQII ANGme scomib | VL2727, 7 5ns of injurger...
() Address___ ?“ : . e
19, (8} Y 2

{Licensed Embalmer’s Statement onheve:ae Side)




Kl

STATEMENT BY LICENSED EMBALMER

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

, Registered Apprentice No R

working under my personal supervision.

P. O. Address..

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

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

s ¥

Voo ety Ssam, s RS

-t




