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

FEDERAL SECURITY AGENCY

MISSOURI DIVI'SION OF HEALTH-

28016

ﬁﬁﬁﬁgeéf ‘afﬁ“’i% STANDARD CERTIFICATE OF DEATH State File No e
!- ——
Registration District No. .-4434& Primary Registration District No.......cc..cocoreud %fg Registrar's No. 769 Z
1. PLACE OF DEATH: s RS 2, USUAL RESID! ; ECEASED; 10
(s) County ST [6G1E - - v r (@) State Mo ® County &-4;, et
(5) City or town ® . . e i
{1f outcids city or town limits, write “RURAL” and name of to!rnnlup) () City or town St . Louls_

(¢} Name of hospital or institution:

DePaul Hospital ¢
(If nat in hospital or institution, write street number wuﬂa
{d) Length of stay: In hospital or institution. oo a.Y S

T Spediy whether

In thia comtuunity.
years, months or doye)

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

(d) Street No. 4647 Eeglon Ave.

/ L (If rural, give location}
{e) Citizen of fdreign country?

If yes, name country.

!
d
]

(Yes or No)

{2 PN B1izabeth Maurer

3. (&) If veteran,

No None

ﬂ' | 3. (¢} Social Security Nao.

name war.

6. {a) Single, widowed, married,

Married/

6. (¢} Age of hushand or wifeif

5. Color or

s s LEMALE /f e White

6. ' (3)- Name of husband or wife......

John Maurer

divorced

MEDICAL CERTIFICATION

Aug . 30'&1‘

DATE OF DEATH: Month

20. day
year. 1248 hour. 4 minuh-_ 5Q_ B_..M
21, I hereby L‘ez.’tify that I attended the d . d from b ” e
19 ?r to. Ty " ) Q.,. — 15.K, &
that 1 last saw h.fd " aliveon.__ y S‘

and that death occurred on the date and hour stated lbove. D
rrati

Pagchedag-Henke -
2825 N, Grand-Biy

----- { Reg.-:hl.rur'- signature}

Signature of funeral director.
Address

18. (a)
(&)
19, (a)

alive ... yeara
7. Birth date of deceased. ... _! Julle l.}_ l8 ____5_._._..._._ e eaemennnan [..
(Manth) (Day) i (Yeary
8. AGE: Years Monthy Days If less than one day
/ 82 2 129 b, min
0. Bisthptace.. Ste Charles, Mo. N o N
i (Clty, town, or coanty) T (3tate or foreign country) (A}; F
i  Other conditiong V
10. Usnal occupation Hou Sework - {Inclode pregnancy within 3 months of death) h W
11. Industry or business S U PHYSICIAN
or findings:
E 12. Name. Unknown i Lt .Of operations.......... ' i . s
3 4 q ’ o - . T Underline
= 13 Birthplace th:.‘zmm
= . i 'whichdeath
o (c'"'ﬁ"lm;n“““) sy (State or foreign covatry) || .. Of autopey...s...t [should-be
14. Maiden name. .. wa_ charged sta-
E z.-[tistically,
g 15. Birthplace A P p— 22, If death was due to external causes, fill in the following:
16. (a) Informant. John Maur er . (a) Accident, suicide,’or homicide {specify)
o Address 4047 Easton Aves ) Date of cesurrence
127 (& Bllr lal R (b) Date thereof ert * 2 2 l Where did injary occur? (City or town) {Coanty) (Sta
(Burial, Gromation, ar removal) . i (Month) (Dey) (Year) (d} Did injury occur in or about home, on farm, in industrial place, in public plaoe?
“{¢) -Place: burial or cremation..: National Cemne tery

ey -

" ‘While at work? .

:23 S:zuzct\.v.ri9 ‘ l

-e- Gpecfytypaalplace) .. - 4 -
} Meams of .

AR {

(-I—)ﬁ-ee' e

(Li¢ensed Embalmer’s Statcment on Reveru Side)




T may

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.

istered Apprentice No ,
working under my personal supervision. %z/ @
Signed f WW :

. sed Embalmer No. . jﬁﬂ‘
P. O, Address %@M S

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 bedy is not embalmed, fact should be so stated above.




