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-
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1. PLACE OF DEATH:

(8] UMy e et et e e e et e o e s s e e e s e e bR A T

(b) City or town... St. LOuiS -
(1f outside city or town Lmits, write * RURAL/ and nace of township)

(e) Name of hosfl} (yipstipain:n}  pAve,

(If mot In hospital or institution, wrile siieel DUmber of looation)

2. USUAL RESIDENCE OF DECEASED:

= (B) COURLY irreesimcssrsianisessmse st earescmensnrssnesan

St.louis

(If ouwside elty or town limits, write ‘RURAL™)

5708 Etzel Ave,

(c) City or town

¢d) Strecg....

08 Etzel Ave.

(k) Address e e et e e e e B b bt
17. (@) Burlal

anrla:l':'mmnﬁon. or removal)

(c) Place: burial or cremation. 0 4.0

18. (a) ngnaturc of funeral direCalkd AL,

(b} Address., 840 Linde-l

19, (a)

(It ruzal, give location) 0 -
(d) Length of stay: It hospital or institntion....e.. “
(Bpecify whother | (s} Citizen of foreign country? {Yes or No)
I13 this COMMUDILY vt crnsriesanisrrressersrmsriansrsnsersasss ssarespastasms spas sessasssassnsn
vears, monthg or days) If yes, name country .
S-U[(i) rlz% LeO F-Ulm MEDICAL CEST]I*TCATION 27th
il 20, DATE OF DEATH: Monthct!da:"] .......
3. (b) If vet N 3. Social S ity No.
(&) If veteran ' {c) Social Security No — fiour 8 minute A M.
© war Loy Z|| 21, I hereby certify that I attended the d d from
M /Al 5. Color or 6. (a) Single, widowed, married, 19ieireen s H0uirene
4. Sex race. W divarced..oonn i | wie- | that T last saw h........ alive on 3
6. (&) Name of busband of Wik&e..mmmneon 6. (¢) Age of hushand gr wife if and that death occurred on the date and hour stated above. Duration
........ U T lélgvj:yw" Immediate cause %emh
7. Birth date of deceased gD.cd, ,
{Month) (Dar) [Tear)
8. AGE: Years Montha Days If less than one day
56 8 25 hr. min
9. Birthplaceummmerens S E..‘..Louls .............. Mo, .
(cusy, :iown or i:;umy) t (State or foreign couniry
. n aln BI‘ ) QOther conditions .
10, Usual eceupation........!. g .......... e premeaney within 5 o deniiny
11, Industry or busmess...........j-.. ............................................. b b e 1 s PHYSBICIAN
i , : Major ndings: ——
E 12, Name...........:g:'e 0 U m . L S Of op:rntﬁ’ws Undesli
nderling
,E 13, Birthplace St. LOU.iS Mo. 0 ............................................................ - thlf'cla:udse gﬁ
{Cli T 1t (State or forelm country) which deal
2 ( 14. Maiden pame.... T18Y S’ °F"a’i'rell OF AUEODBY cersvvevecevrrraseescrassnsses sees s st s sattassssems s srasessemsasines seseanet cll?a‘::elc{is&e-
E R St.Iouis 0 MO O i tistically.
g 15. Blrth'r‘"-'"_ PFTer i 22, 1f death was due to external causes, fill i the following:
16. (a) Informam.......h'q.%..s.s Rose Fg I‘I‘Bl_‘l'7 __________ (a} Accident, suicide, o7 HBomicide (SPECIY e rimiminiimsim o sossesremsarssses s sies st emsenan .

TLBY Date Of O0CU I T I o ictirse e rmsmmnssn e mrmerrrraansas 1000 Fres prereess 1rerasss 008 RESE PR SRRSO P SOmORETS VPERRTS

(¢) Where &id injury otcur?

“(Clty or town) tCounty) (5tate)
(d} Did injury occur in or about home, on farm, in industrial place, in public

....‘? _

A1, or other)........

place?

" {Specity trpe of- p!u:e)
. { eans of injury

. Date signed /.74

Jefferson Clty Printing Co.

{Licensed Embalmer’s Statement on-Reverse Side)
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whkose name is recorded on the reverse side of this certificate was embalmed by me, Of by ocmicimna.

...... ;. Registered Apprentice No

| Smuix/<jéaz;pﬁ%? >711&¢ch{«sz{L
o Licensed Embalmer No. 2 Cf‘oo
P. O Addrmga"yo’ﬁ{amme_

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

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

working under my personal supetvision.




