a Yo

nﬁﬁ%ﬁ%gﬁ“

Registration District No....... S0, ST—

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Reg?stration District N a.‘é.?..?b

sue e o 22817
Regisirar's Nu. - % 1..%3,...._ /

1. PLACE OF DEATH:

2. USUAL RESIDENCE OF DECEASED:

(a) County t.Louis (8) State Missouri (3 County S“M,ZQJ
() City or town Jafferson Barracks St. Louls 7
(I outside cil_y or town limits, writa “RURAL" and name of township) {¢) City or town s
(¢) Name of hospital or institution: . rmn..m- ¥ or town limits, write nun.\L")7
Veterand Administration Hospital /T @ Stzect No O. éth Street
(If mot in hoapital or institution, write street mu:nlg u%nhs . {1f cural, give Jocation}
(&) Length of stay: In hospital or institution No
(Specify whether {¢) Citizen of forelgn country? {Yes or No)
In this community_____2'7_yEArS
years, wontha or days) 1f yea, naipe country.
MEDICAL, CERTIFICATION
Full Name.___ JANTZEN, Al
AME. oys N.
N ? ~ — = 20. DATE OF DEATH: Month_ DeCember ., 27
3. (b) If veteran, I 3. (5} Bocial Security No. 1945 2:00 .
name war World I Nana ear..._.dHO ___ hour. al\N . minute.... o P
21. I hereby certify that I attended the deceased from
s. Color or 6. {a) Single, widowed, mamiedil| _June X, . 10 A8 w_December 2%, _ 1048,

4. Sex MBJ.e d .

6. (b} Nameof hushandorwife. ..

divorced _ S1NE
6. (¢} Age of husband or wife if

ace

WALLE FLALINLI==U2LE UNFALNIING BLAUVAR IINR—NVIAKRDL A FERNMANBNL BRECOURD

that Tlast saw b LBative on_DOGeMber 27 ’

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

1948 ;

Durati
- aliven .= years || [mmediate cause of d&LWQmTIQ ur;mo:
7. Birth date of deccased.......J UN1Q 23 1830 Unk
{Moath) (D7) Y ||Contributory canse:
8. AGE: Years | Montha | Days If less than one day 'k . Hypertensive Cardiovascular . [ ...
58 6 L . " Disease, Nephrosclerosis, Gastrice
T min.
, S, 6. Tlcer i
9. Birthplace Webster Groves, Missouri L : '{ l 6-— Km T
{City, town, or connty} (Srats or fareign country)
10. Usualoccupation —_._._.Onipping Glexk 0 7 | o i i) ,7‘ W _,
11. Industry or business SR A PHYSICIAN
5 Name_- va@cob ‘Jantzen’ - . -7 W TS operations H- S
= ﬁ v . Underline
=1 13. Birthplace - France ~_ gnhelg_lués; t‘g
- Maid ‘ ﬁermia”&.pckqnbeﬁ“““'mm sosatey) of numpsy..-__....ﬁ-_nmopﬁm.:pﬁrformadzm..---..~..__. z!l::r:elg‘gf
2 S Rerman . % uEE&EW . (See cauvss of death.) .. ... [y,
§ . Birthplace i e - it o e 22. If death was due to external causes, fill In the following:
16, (@) \Infnr;aﬂ; o Registr&r_‘ VA \Hospital\ {a) Accident, suicide, or homicide (specify)......J1ODE
® Aamwu.leiiﬂmqn_ﬁam‘acka,_MQ o |[ & Date of occurrence
v, @  Burjel _ (5 Date thereof., Dne.cw.ﬁ_l_;lﬂ_‘if (e} Where didinjury occur? PP Ty =
T %>, =~ {Burial; cremation, or rgmara) - " Mooty (Day} (Year) {d) Did injury occur in or about home, on farm, in industrial plaee in pubhc place?
“(c) Place: burial or cremauon..._.H_.at__l.- Q.Qm_-_sleﬂnﬁkﬁc.h@m O
18." {a) Slgnam:'; é:ﬁfjl:neénl d:%cmr.glﬁgiﬁﬁﬁiﬁmn_n)m While at wurk? .
() Address/O1h 0 B t.Lo Mo, s
g _ _ . i [} 23. Signature. . usi %fcggm&__
19. wl(l)amre%é?hc%?&rﬁ (e - (Tlexul.r;;-l—u}utma » j Address.. | VA HOSD'_ ?Pfoﬁﬁ ﬁ _______ = BAC ROy
.l-l:-

{Licensed Em.glmer 's Statement on Reverse Side)




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.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITIN
the above constitutes grounds for revocation of license.)

If this body is not emb:ilmed, fact should be so stated above.

(Failure to comply



