: 21742
7 FEDERAL SECURITY AGENCY MISSOURI DIVISION OF HEALTH A’ XA, *
| R STANDARD CERTIFICATE OF DEATH s rae ne
> JUL ’ .
! Registration District No.. et anrananne Primary Registration District Nn......_.Q_j..é_.. Registrar’s No. mlj.iL._
1. PLACE OF DEATH: 2. USUAL EESIDENCE OF DECEASED: ]
a (e} County. St. Louis ta) State Misgourl ® County S o
(b) City or town__.. KO &H— ¢
S {1f ontside ¢ity ar town !mn “RURAL" apd nema of townabip) {c) Clty or town st Loui g Vi
) (¢) Name of hospital or institution: (If outaids city or town limits, writo “RURAL") ¥ o
= Robert.Koch Hoapital (@ Strest No 1821a South Jefferson “
- (Ef not io hospital or institution, write stroet number or location) {If rural, give locailion) 72
£
(d) Length of stay: In hospital or institudon.___lo..‘i ..... . No /
28 r 'y whether {| {¢) Citizen of forelgn country? {Yes or No)/
In this community years ’
E yoars, months or days) If ves, natite country.
= ' MEDICAL CERTIFICATION
2| 09 BMNT MTILER, JOHN HARVEY
> 3. (by If veteran 3. (¢) Social Secarity No. 20. DATE OF DEATH, MOﬂthumm!Lune..._.._....dAy 19
< o ' . l : year. 1948 hour. 10 minute o0 P',M'
name war.
21. T hereby certify that I attended the deccased from. . S —=L£0=45
O 5. Colot or 6. (o) Single, widowed, married, . o 6=19=-48 o .
. k¢ : = ____;
I 4. &L_lﬁ_&lﬁ_._m mce.l‘!‘llm. divo .'Ii (9}’ q’.;‘ that I lagt saw b im alive on 6"" 19 48 : 19.___;
; 6. (b) Name of hushand or wife . 6. (c) Age of hushand or wifeﬂ: and that death occurred oo the date and hour stated above. Duration
= alive____ yeara || Immediate cause of death
2 || 7. ictn date of deceased___Mareh 28 1870 Pulmonary Tuberculosgis 21 yrs.
2 (Montk) (Dex) (Yeas) . . (77)
= 8. ACE: Years Months Days If less than one day Due to P | ﬂ L
-
2 w6 | 2 | 22 R . oM S
a Due to
4l o buessce...K8llda______ Ohio_ /. S T
2 - ' T {City, town, or county) (Siate or foreign countfy) -
L . ' Oth ditlons
- 10. Usual occupation. C aroent ex. el e = : . (}n;l;:::zw:my wilhin 3 months of death) —_—
f) 11. Industty or buai OYPrRerTrT PHYSICIAN
? a 12. Name H enry Miller - i ¢ ,ofr“'?":‘r:?“‘ - e T 'UEHM
B t :
S ﬁ 13. Birthplace Ohio ( :lheiglcll:xttg
{! or, unl.) Ut (State or foreign country)
é a{ 14, Ma_lden name ﬁu%?! ﬁ / 3 Of autopay !:::ul:gtbas
2 HEY 5. Birts Ohio : : : =
15. - Bi .
3 g irt o) BTy s vl | EZS If death wan due to external causes, fill in the following:
. {a) Accident, suicide, or homicide (specify)
= || 18. (@
§ %) Adgeyss Rn'h p'r-'i' Koch Hogpl 1‘q'l (5) Date of occurrence |
17. @) _Wﬁ/ M,_... (%) Dite thereof {e) Where did injury occur? ETp——
(Buzial, erematlon, or remaval) {Day} () Did Injury occur in or about home, on farm, in mdustnal pl::ce. in puhhc p!aoe?
{c) Place: burial or cremafmn_mw)_'l .m_é
R {bpedf:rtm of place) -
18. (a) - Signature 6f funeral diredtor.. ... — AL © Mauu of hlll-LW /
@® Addxm___ﬂﬁe,!,.mé.fd_ L. - s ‘og’ » - {30, D. o ot |
. c - _,sg - At Ure L@ YN g | (ol A SR P it PO =T or ol
19. (0 (Dau?e;eai\'ad ocal rc_'mTl'—n;i o —_—‘_—&%‘ * Addn'u t KOCh HO S'Dlt al . ‘Date 813_56 21- 4:8
(,heemed Embnl.mcr'l Statement on Bevmo Side)



STATEMENT BY LICENSED EMBALMER

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

, Registered Apprentice No.

Sigﬂed_____a—ZQ(u..;..CJ-)_........ . =
Licensed Embalmer No ij 3

P.0. Addresd$. 20L&

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR]TING.
the above constitutes grounds for revocation of license.)

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

working under my personal supervision.




