No. 300
—10-47
. §-11-39

FEDERAL SECURITY AGENCY

rﬂﬂﬂ‘?ﬁf""f‘?‘ﬂ%

Registration District No....

MISSOURI DIVISION OF HEALTH

éTANDARD CERTIFICATE OF DEﬁ'l&lle Sute File No

Primary Registration District No...

27675
2733

Registrar’s No,

WRITE PLAINLY-—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

1. PLACE OF DEATH:

{a} County
(6} City or town

St.Louls

(Ilnm.nde ity or, town limits; writs “RURAL" and name of towaahip)
(¢) Name of hospital or institution: O

Luther

(If not in hospital or institution, write street number or location)

2.

(a)
(e}

(4}

USUAL RESIDENCE OF DECEASED:
Mo,

M—B
¢ 7
/)

State, () County

St.Louls

{1l outsida city or town limits, write “RURAL')

seet 0. 0443 Illinois Ave

{If rurel, give location)

City or town

\‘

Informant._.dames F; Bstell- ..

16. {s)
® Address.....o240 Wlaconson Ave......_
17. (o) Burlal ' () Date thereof...... D=D=48
{Buarial, cremation, or removal) {Month) (Day) (Yoar)
() Place: burial or crematio New & t’ Mar QM@I.EJ
18. (a) Signature of funeral dm:ctorKr ieEShauser Und-
o addren 2228 S0. Kingshighway Blvd,

(;- {Registrar’s signatore}

{a)
(&)
(e}
(d)

23,

Address. l Q

(d) Length of stay: In hospital or institution 3 Wee kS
(Specily whether {] (¢} Citizen of foreign country?. {Yes or No)
In this community.
years, months or days) If yes, name country.
MEDICAL CERTIFICATION
9 FRINT  MATTIE. C, ESTELL
- - ——— _ || 20. DATE OF DEATH: Month AUg, 4y D1
3. (&) If veteran, 3. (¢) Social Security Ne. 1948
- None None year, hour. 4 55 minutd P .M
name war
22 || 21. T hereby certify that T attended the deceased § 7 _..,?_-@________
5. Color or 6. (o) Single, widowed, muftled, Wi, 5 / 3 fé/
+ s Female | _.White divorcea. W 1dOWeOd Ut s b_2_alveos éf/ié/ S jo,/
6. (5) Name of husbandor wife . __...... 6. (¢} Age of husband or wife if {| and that death occurred on the date and hofir staréd above, Duration
__LBFQ_WB?_LB_.___E_QEQJJ alive e e yEOQTS Immedla/"iT of death - — ! L aressar
7. Birth date of deceased Feb » 3 18'7'7 (/{
(Month) {Day) (Year) 11 ﬂ ﬂ
8. ACE: Years Months Days If less than one day Due to. A) £ M / ”
/ 71 & 28 br. e
Due to
9. Birthplace_.. LULS1EY Texas / . - 7
(City, town, or cotunty) {Stata or fureign country) / i
. . he ditions Voa)
10. Usual mwmuwmﬁwﬁﬂ_ﬂ__________ Otan:g:r:,m within 3 months of death) [\U [
11, Industry or business LEWINSky Upholsterers — : PHYSICIAN
t g8: —
g 12, Name..-____.Chr i 8 t Owen - Oof n;mtinnn * . nderl
Texas / the cause to
z 13. Birthplace {h »"  (State or foreign conatry) of w!ilkhl%mlgh
. to ; shou &
E 14, Maiden name ﬁfﬂi“‘ﬂi‘f&“l”ayne / topy c}::rxcduta-
g 8 I tistically.
. hplace- .. . .
g 15. Birt TR —————y M&uum !“m,ﬁ-—-—-w-wmu” 22, If death was due to external causes, fill [n the following:

Accident, suicide, or homicide (specify)

Date of occurrence.

‘Where did injury occur?

(City or town) {County)
Did injury occur in or about home, on fa.rm, in industrial place, in publlc place?

yl
wulé nt
Sim:ture.._....

(Specify typs of n
S 5 | of ln;
(M D.oroth

4

" 19. (a)

m_m (:/}/}{

{Licensed Embalmer’s Statement on Roverse Side)

77



-~
e
* \-‘ e,
- - ¢ 1 )
bk te
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. f
Signed /"JW(’ W’é : : i;‘d“"" L
Licensed Embalmer No. 6‘0 L 7
N PoO AQAress. .o e e
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.




