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DEPARTMENT OF COMMERCE

WAV 2T 041
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THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District Nu_...é.oj'g_

/ L)
state Fite 0. LT CH.__
A D/ ™

Registrar's No.

1. PLACE OF DFEATH: 2. USUAL RESIDENCE OF DECEASET: g‘q
(@) County..She_Lonls inois St. Clair
() City or town.,.... .8 ffers on_Barracks (@) State IllB 23 il(f County . /0
(}f outside city ar town limits, write "AURAL"™ and nams of township) () City or town ] e v e
() Name of hospital or institution: () {If anteida city or town Hmits, write “HUIAL"S
..Neterans Administration Hepital“ i = . .. North 60th Street 2
{[f not in hospital or inatitution, writo -uaetinmbcx- or lncrn? 3 47 (1f rural, give locatiou)
{¢) Letgth of atay: In hospital or institution nce - - ‘- . . no
In this commanity 5 months (Specify whether (¢) Citizen of foreign country? {Yes or No)
years, moniba or days) ) If yeg, name country. :
_— MEDICAL CERTIFICATION
§ui? TUNT STROUD, Iovilo M. 21
TR o St s 20. DATE OF DEATH: Month__ MY 58 day X
R veteran, . . (¢} Soda urity . 3
ome wrOpAN-Americah  ,, none vear 1947 powr_ 3299 e *.M.
21, I hereby certify that I attended the deceased from
D 5. Color or 6. (a) Single, widowed, married, 4-23-47 9 to 5-21-47
4. Scx._maxle__ mﬂhlte_ d,worced.g_ag_r_j:gt_i that I last eaw h._m. alive on 5 —2 1 —4 7 19
6. (5 Name of husband or wife...... oo, 6. {€) Age of husband or wife if and that death cccurred on the date and hour atated above. Durati
_unknown e OO eors || Lmediate cause of deatn AURICULAR_FYBRILLATION | ~72%7
7. Birth date of decensed___ADTIL 20 1877 AND EMBOLISM.QF.LEFT MIDDLE CERRBRAL . ...
(Momh) (D=3 Year) ARTERY AND INFARCTION OF BRAIN, . | INK..
8. AGE: Years Months Days If less than one day Due to 2
70 | 1 1 3 55 o g J G
T, .
o Calamus., Iowa ?m Due to... :
=0, Birthplace 2 . . .
® irthp {City, town, or county) , (State or foreiga cuun‘try) '"CEREBRAI:;;V”‘ATE‘EELAR"ACCImm'""”’GmERMJ """""""""
: o h itions. g ATY . I .
10. Usual eccupation Trainman ' O(;nflfmc: gi:;::y withiz 3 months of doath) TN .
1i. Industry or business - . PHYSICIAN
g 12 Name._ Chester W, Stroud- ' ) || No.operations -
S 13, nirmpmee S tTAWDETCY Point, Iowa / e rectine
. - o g - L. . hichdeath
o Maiden name ha..m ur <o trck ins O ﬁmm or foreign co\.nt;r) of autopay........Aut,.q_pﬂy.._,p.e.r,fQm&d._._(s.e.ﬁ.......... :hoculdmge
E " g 7 R ...aause_of death) tistically,
) 1s.,_Birthplace Cglamus Iowa - -
= = (City, towe, o cannty) Siatn or forcin somatey 22, If death was due to external causes, fill In the following:
;? (a) InformnntRe gi g trar . Ve t Adm .Hoapi t&i {a) Accident, suicide, or homicide (specify) no
), A J@Tferson Barracks, Mis 30UTH ) Date of occurrence :
17, f .. Burial - ) Date thereot._. May. 23 y,lg 4137 Where did injury occur? (City or tows)__(Coanty) w0
(Burial, eromation, of remaval) {Manth) Y(Day} ¢ Did injury occtir In or abott home, on farm, in industrial place, in pubhc place?
(c) Placc burial or crema.rmn. b/ﬁA/VL(T, 0’/‘( 74..% e -
18. () Signature of funeral director GUNDLACH . & .. CD._EHNERAL While at work?__ : ﬁ"‘“"” AR Vromegt Iéiury ~
jm.bl-ﬂ
19. (a) e )] - {M. D, ccothery—""..
{Date rmrmd Trefiatiar) oD e, _q_]_-_g__i_‘__f_l___g_l_{_g_. e qmed 5"’2 1-47

(I.u:“ed Embalmer’s Statement on Reverse Side)
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. STATEMENT BY LICENSED EMBALMER
[ hereby certify thai;,tﬁe'bbdy whose name is record_«é_d on the reverse side of this certificate was embalmed by me, or by
SR - S ) -+ Registered Apprenticé No . ,

working.under my perscnal supervision.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITIN

the above constitutes grounds for revocation of license.) -
1

If this body is not embalmed, fact should be so stated above. . N
P e - B ™. ' . T e ¥ 2 o . - ' )




