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

ARFSERTS ?‘éﬁéaaaa

FgoJsLId
FEDERAL SECURITY AGENCY

Registration District No.

—

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No..............._,.w.o d

27930
7662

State File No

Registrar’s No.

1. PLACE OF DEATH:

{0) County.
(&) Clty or town

Natam ol pat sy wra e b wn g 4 eems

St.Louls ,Missouri.

(If outxids city or town limits, write "RURAL" and pame nf!a-a-hip)
(e) Na.m!: of hoapital or institution:

O
Ste LQ.B_LS__QiiymHQﬂ.pi_LaL_Max__a...tankJﬂ

(If not in hoapital or institution, write street onmber ar loca!
(d) Length of stay: In hospital or institution

2
(@)
&

ok

USUAL RES[DENCE OF DECEASED:
Missou.ri

D_/{)h—e,

State. (b) County .

Clty ar town. St.Louis //
([f outalds city or tuwn limits, write “RURAL"™)

Byt o 2722 Chippewa St. 7

{11 rural, give location}

1,

“emorial
Citizen of foreign cnllﬁy?[

10. Usual occupation. ... __P::opriem_»m____________

11. Industry o business.. 80 _Purniture Store

E { Mame......___John Ketolin..._ .2 Lo
13,

-/
= Binhpl:wL_.___.m&_______. 5
S{ 5.

=

16. {a)

county) '{Stats or forsign eountiy)
(0]

th. VYon.Sie
Savia . d
17. {a) _

12.

Mopiden name

Eirthplace

{City, town; or conaty) . (State or foreign emny)’
ratocmane—_-Mra.Mabel LaGrange - - =
Adm__mlmﬁhj.md.en.ﬂ.ﬁity;,ﬂb.__m

hurial (8) Date thereof ol
{Burial, cremation, or removal) ~ - (Moath) (Day) (YW)

() Place: burial or cremation.. - 0k Grove:
18. (a) Sigoature of funeral director... - Alexander & Sons
(®) Address: _AJOLG 3311948 6175 Delmr Blvd.

(Specify whather (&) (Yes or No)
In this community.
years, months or days) If yes, name country. —-.
MEDICAL CERTIFICATION .
349 PRINT Emil Katolin.la.Grange
e = PR - 20, DATE OF DEATH: Month__. ™ ug day Z29th
3. () 1f veteran, 3. (c) Sodial Security No. 9 48
. yeas. hour.__. 9__..__m.1.nu:¢-__5Q.._uM
name war
7 21. 1 hereby certify that I attended the deceased from_. S/ 26/ 48

O 5. Color or 6. {a) Single, widowed, mﬂfﬂed. 9., w________Aug._____z_g_Lh__. 19.. 45
s sefile | newhite | divoreed . mAYYied that I lzat sawh i Mhtive oo AUS.__..ZQ t‘hw" 19..48
6. () Nameof husbandorwife . 6. () Age of husband or wife if and that death occurred on the date and hour stated above. Duration

Mabel Calvert, alive__. years
7. Birth date of deceased.._.___ADT S
(Moath) {Day) (Year)
8. AGE: Years Months | Daya If less than one day
/ 49 4 16 b, mih
9. Birthplace ... . Y
(City; town, or county) (Stats or foreign country)

()

19. (a) ] ;

{Datas rectived kocal registrar) {Registrar's signaiure}

Other conditions.,. .. ; Ll
(Includs preguancy within 3 months of death) g: ﬁ/
PHYSICIAN
Mﬁofrﬁndinin L e f ' . —
operations.. ..
Underline
the cause to
e
Of auto shou e
oo . charged sta-
. tistically
22, If death was due to external causes, fill In the following:
(s} Accident, suicide, or homicide (specify)
(8} Date of occurrence
{c} Where did injury occur?

(City or town) (County) {Sta )
Did injury occur in or about home, on farm, in industrial place, in public pla.ce?

of place)  °
While at work? (¢} Means of injury.

(Licensod Embalmer’s Statcment oo Roverso Slde)




STATEMENT BY LICENSED EMBALMER .

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

Reg:stered Apprentice No

e ——— — e gt — — A

i Tl WW

Llcemed Embalmer No €5 7f T
] P. 0. Address ol T8

Note: The above MUST BE SIGNED BY THE LICENSED EMBALI\!ER in his OWN HANDWRITING (Fzﬁihi'e _to-c;tn-l;lf;;i'ﬂ; )
the above constitutes grounds for revocation of license.}

working under my personal supervision.

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




