WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMA

FEDERAL SECURITY AGENCY

“ALED AUG 1 ‘T% _

Registration District No...

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Regiatration District No..\

25059

State File No

6.0/6

Registrar's No. .......

1. PLACE OF DEATH:
(s Comnty.._ 9%, Louis
® City or town...... Jeffarsen Barracks, Mo........

if ontside city or town limits; write “RURAL’ and name of townahip)
{c) Name of hosp:tal or institution:

Veterans Administration Hospital
(If not in hospital or institution, writs .‘I‘i tiem)
(d) Length of stay: In hospital or institution... .mm.m.m..“..,,..

{Spocifly whether
172 Daya

In this community-.
years, monthd or days)

L
/7

2. USUAL RESIDENCE OF DECEASED:

@ state__Missouri
{¢) Cityor town..St.._Louis

(If outside city or town limits, write “RURAL")

(5) County.

.
(@) Street No....2151 Geyer /
(I rural, give kcation) .
(¢) Citizen of foreign country? No Vs or No)
If yes, name country. - R

3. (a) PRINT
FULL N

ame__ SPAHN, Edward F. Jr.

3. (¢) Social Security Ne.

486203274

3. (&) If veieran, |

World I1

name wal.

6. (s) Single, widowed, married,
divomcd;.__.lhni.e_d:__/

5. Color or

rmceWRILO

s Mala (] |

-

|| 20. DATE OF DEATH: Montn _ JULY .

MEDICAL CERTIFICATION

day. 24
yaar.......]948....._..____.hour......._._...6_3..02.._..h...minute...___..__.g .M,

21, I hereby certify that I attended the deceased from

~February 3, - A8 . JUly 24, . 148

that [ last saw bAM__ ativeon JUTY_ 24 19.48
and that death occurred on the date and hour stated above. ‘

6. (») Nameof busbanderwife....... ... 6. (¢} Age of husband or wife if Duration
Dorig 2 pahn alive..._. ___2_2__________ Immediate cause of dealeEHleUIAB.,IEMQBRBAQE I
7. Birth date of decensed......AUgUSE 10 1924 -QF_BRAIN
(Maath) {Day) (Yoan) .
8. AGE: Years Months Days 1 less than one day m,.ﬁ_gcnuimt_om__mmﬁg ﬁ
-Larebral. neoplasm
23 11 M hr. min Duc to =, L 1-—-"' l W
9. Birthplace . ____ _Stg_lﬂniﬂw . ’(/ . Q ‘Q ...”,
- {City, town, or county) ~ (Stato ar foreign country)"
10'. Usaal occupaﬁun_.__.__.In.smctor T ; A ‘aimﬁﬁm{'ilﬂns months of denth)
11. Industry or business. MA; o PHYSICIAN
or indinga: —_—
H(12 vome. EQward Fo Spehn . . . ;. ommmw?v/ll/ __Q;_agigpm o
g - = (¥ ~ Underiine
@ 13 Birwplace. Ste Louds .. Missourd : ;hﬁgggg
o (Gtom, ogory f!] (State or foreignoonnty) ||, . Of autopey.......SAEOPSY..performed shonld be
g 14. Moaiden name. Il. th ) charged sta-
o Und Missourd || —mmemm-iS0@. couse of -death ) tistically.
g 15. Birthpiace (Cuy(:onwn - 7 T Ginto i? p— 22. If death was due to external causes, it in the falloﬁng:
13‘ (a)' Info L\Regia_tm’_m _Hmpiml_’ o (a) Accident, suldde, or homicide {(specily} NO
) Address.._s] afferam Barracks, Mo. (&) Date of occurrence =
7. (@) e, .. () Date thereof.._. f= () Where did Injury occur? T e
{lorial, cremation, or removal) (Moatb) (Day) (Yoss) (d) Did injury occur in or about home, on farm, in industriai place, in puhnc p!ace?
(¢) Place: burial or cremation NBLY1.0em. -Jeff.Bks Mo,
18. (a) Signature of funeral’ d.mmzlmth_ﬂarmn & Son. ..

(b) .l. E..
19. (c)
{Dats rwened local reslstrar)
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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.
Registered Apprentice 'No

- working under my personal supervision

Licensed Embalmer No.,..

" P..O. Address......

' .
. °

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in lns OWN HANDWR]TING. (Failure to comply wi

the above constitutes grounds for revocanon of license,)
¥ this body is not embalmed, fac‘t should be so stated above.




