F"_EB FEB i/l[ 9 THE DIVISION OF HEALTH OF MISSOURI ';-"—")‘)8
. No.300 1 48 A S i adt
.48 ST ANDARD CERTIFICATE OF DEATH 5888 File NoO.ovooespmssssssscsiononen
' » CUREY
! BIRTH NO. REG. DIST. uo.i/_fJ_ FRIMARY REG. DIST, m)oé- 3 Kegistrar's No "‘"-1-3':9i
1. PLACE OF DEATH i 2. USUAL RESIDENCE (Wher d d lived. If institasion: residence befors
a. COUNTY . a. STATE b. COUNTY - 1 iplaslon).
| 9t, Louia Mo, - JM
b. CITY {I outalds corpurate limits, writse RURAL and give ¢. LENGTH OF €. CITY (If outslds corporata limita, write BURAL and givé townahip) /
é oR vowasbip)] STAY tin 1bie place) OR
- TOWN Femn TOWN St. Louis
d. FULL NAME QF (If not is hospital or Lostitation, give strest address or loeation) d. STREET {1t rural. give location) ’ .
HOSPITAL OR ADDRESS :
WSTITUTION__Enn1l Nuraing Home 5720 Potomac 8%, /
3. NAME OF a. (First b. (Middle} = ¢, (Last}
DECEASED (Fiest) I 4 Dg}'ﬁ (Month) {(Day) (Year)
{ T¥pe or Print) + DEATH J
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRED 8. DATE OF BIRTH 9, AGE (In years| IF INOER | YEAN | 7 WeteR u Wes.
wi DOWED DIVORCED (Bpacify) : birthday) |Montha l Dy Hours ] Min.
_femnle fl white | ‘married / - | May 24 1873 | 78 |
10a. USUAL OCCUPATION (Givekiod of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Bute or forelgn sountry} | 12, CITIZEN OF WHAT
dona during moss of working 1i{s, even if retired) DUSTRY - COUNTRY?
Home | Swedénn
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14/ NAME OF HUSBAND OR WIFE
; on .
i5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17 INFORMANT' S SIGNATURE OR NAME ADDRESS
{Yos. 0o, or gnknown} | (If yes, give war ot dates of sarvics) NO.

Chaa, B, Linquist 5720 Potomac St,
MEDICAL CERTIFICATION INTERVAL BETWEEN
:nﬁoﬁ;::zm 1. DISEASE OR CONDITION . ONSET AND DEATH
lime for (83, (b, s (o) | PURECTLY LEADING TO DEATH® () -/ % con
o This docs mot mean | ANTECEDENT CAUSES ZE/- fm\ W
the mode of dying, such | Morbid condiliona, if any, g{duq DUE TO (b} £ e,
| e teartfasture, asthenia, | rise to the atome oaune (a) sating MW&Z«,V Alnal péu,.,qr Vi
ete. It means the dip | ihe underlying couae last.
caxe, injury, or phica DUE TO ()]
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS ) 4 Ly ) Pttt i e 7 .
Conditiona contributing to the death but not W e ﬁb“de“ ani,

reloted to the disease or condition causing

192, DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION ’ ” 1 20. auTOPSY?
K e =
- - ) ) e T YES D NO

21a. ACCIDENT {Bpecity) 215, PLACE OF INJURY (e.x.lnorabout | 2lc. (CITY, TOWN.' OR TOW (COUNTY) (STATE)
SUICIDE home, farm, lactory, strest, office bldg.,eta}
HOMICIDE

21d. TIME (Month}, (Day) {(¥Year) (Hour} 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

WHILEAT NOT WHILE
WORK AT WORK.

22, I hereby cegfify that I altended (ke deceased fram:i?ﬂi_& 19,’&: to that I last saw the deceased
alive M%& _’i? and that death ocurred at om the couses and e date stated above

2a. SIGNATURE egree or title) | 23b. ADDR%‘/ 23c. ?GNED

e T e D Aib | $251 o A (171 | 1/21/%7

24a. BURIAL, CREMA- | 24b. DATE 24c, NAME OF CEMETERY OR CREMATORY. d. LOCATION (Olty, town, eTéounty)/ /State)
TION, REMOVAL (Bpeafr)

DATE REC'D BY L%CE%L REGJSTRAR'S SIGNATU
e _
wénsed Embalmer’s Staternent on Reverse Side)

INJURY

WRITE PLAINLY—USING UNFADING BLACK INE—MAEE A PERMANENT RECOR

25 FUMERAL DIRECTOR'S SI1GNATURE AODRESS
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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 byme,orby .. __
- LR b e b b e om et oS8 A2 e+ A28 e S cee s e e omt e e ee e et een et e s et o b ren . Student Embaimer No.
working under my personal supervision.
Student ...... avsonrens E;"I”""” ....... Signed W Q éﬂ/‘f&
Student balmer
Licensed Embalmer No \3-}—‘3 /)
' P. O. Address

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., e, -




