FEDERAL SECURITY AGENCY

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH

24516

Feers, mouths or days)

F”-Eﬂwqal 0,@(: ;rgStmmca State File No
. - »
e e 1003 938,
Registration Dlstnct Noow .3 N Primary Registration District No....... R W LW ) Registrar’s No.
i. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: M
(8) COUNEY rrrresssimemssssssmssississtasass e tessss s tbessssbms et has a0 st s i s pess s ba abE 150000 (@) State...Missouri..... (k) County.... B~
(63 City of town v D B IOLE S o et i . S+ . Loui &
B (c) City or town " QULS
(if gutside city or town limits, write “RUTAL'" and naine of township) A i P e . i
{¢) Name of hospital or mjf:tu_i:i] URAL 0
.............................................. eran.dospitel.. @) Sireet Nowo. 3580 Tennesses
(1f ot In hosplial or institution, write streﬁ H:ber or (It rural, glre location)
(d) Length of stay: In hospital or institution. L2 SO,
" (Bpecify wikether (e) Cifizen of foreign country? 0 Lo T {Yes or No)
In this community 90 . Years

If yes, name country

" 3. (a) PRINT .
FULL NAME ..Cathering MAnning. ...
3. (&) If veteran, | 3. (¢} Social Security No,
fname war. ey o
\ 5. Color or 6. (a) Single, widowed, married,
4. Sex..Female.. race.. J{hite Qdivorced....uidowed......
6. (b} Name of busband or wife....ccereinnns 6. {¢) Age of husband gr wife if
Willipm Manning... .years
7. Birth datc of deceased......... oA mua:;y J.ch.,. 1858
[T
B. AGE: Years Montha Days If less than one day
90 6 25} el min
9. Birthplace St Louis Misaourisd
(City, town, or county) {Btate or foreign country)
10. Usual occupation At Home ) )

MOTHIER FATHER
s e,

. Industry or business P tteuresmemseasasrs tens srea amns e A TA ERR RSSO EE TR RE R B ey e e mner g Eeng s ere e
12. Name..d 2 00b. . Baner. i ‘ﬁ .....
13. BirtBDIACE eserrsrrsoreerrseestesesstsasessssssmssrsson tlsace Lorraine.

(Clty, town, of eounly) (State or forelfn COURLIF)
14. Maiden name (‘p+hpr1 ne. Sehmidt,
15. Birthplace.....; . . G,érman 7
- - ‘(S or foretgn codatry) .
- Ly, T '
16. (2) Tnformante. ... Edward. Manmn.g.........- ...............................
) Addresiof...:3550. Tennessees. Avenue. .
(a} o Bura.a.l . . {b) Date thcreui Au%’ 7 _1911.8
e- lBuml eremetion. or mmoun Manth) TDay) (Tur)

© 8. (a) Signature of funeral director. EEIDERVIEDEN. F.H. INC

MEDICAY CERTIFICATION
20, DATE OF DEATH: Momh...,Auguﬁ.t
A48,
21, I hercby certify that I attended the deceased £rOfn e
.................. DB s 0K to‘fﬁ-‘!ég 19
that 1 last saw h.2c. alive on....g 49 ;

and that death occurred on the date and hour stated above.

¥EAT... ....hour...

s 19,
Duration

Immediate cause of death

(c) Place: burial or crematiof... Ne.u qt,Mmrcus. Cemeter)

® ﬁﬁdres 1936 St. Leouis

Othet candition B e meereestoenssmstsssatiann /.
Major hndmgs -
Of operattons..;

Underline
the cause of
which death
should be
charged sta-
tistically.

Of autopsy....

(Dua received local n:g!strsr) i '(Regisxmr ] si;mnmre’ R

22. I1f death was due to external causes, fill in the leIowmg '

(2} Accident, suicide, or homicide (specify)..

() Date of occurrence..

(c) Where did injury occur?

T(City o7 town) {Countr) (State)
{d) Did injury occur in or about home, on farm, in industrial pla:ﬁ. ir public
place?...n oo ../ ............................
of place) e
While at work 7). 0000 Means of INJUTY . err v s

23. Signature. .

Address. ™. sl el L

Jefrerson Cliy Printing Co.

(Licensed Embalmer’s Statement on Reverse Side)
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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 —— oo
—

. . Registered Apprentice No

Licensed Embalmer No W/-’&

P. O. Address /?3 & -j} 0?5—'-4-‘-‘ @U-'

working under my personal supervision.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be so stated above.




