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INLY—USING UNFADING BLACK INK—MAEE A PERMANENT RECORA\

WRITE PLA

FHEU MAT 11 1949

BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEAT

REG. DIST. NO. 3\8

13997

Stuf Flh.' No... -

100 fmufm £ No: ,.388.9 ...... ‘

PRIMARY REG. D1ST. NO.
I. PLACE OF DEATH 2. USUAL RESIDENCE (Wbere decsased lived. 1f instltation: reskience befors
a. COUNTY a. STATE s b. COUNTY admissisn).
| : wissourl P
b. CITY (I outeids corpurate Limits, writa RURAL sad give e. LENGTH OF c. CITY (M oatwide corporate lizmits, writse RURAL and sive towmbipd  ~ .0 7
o . townahipl | STAY (in thia place) - .
TOWN St., Louis v/ TOWN S5t, Louis Lo
d. RILL NAME OF (If not in bosplal or instizntion, glve streot addres or location) d. STREET (It rural, give location) :
HOSPITAL ADDRESS - R J
NSTITOTION € Ty HospiTal No i, 5326 Sc. Compton Avenus ¢
3 NAME OF & (FIrsh) " b. (Middle) ‘ e, (Last) 4. DATE (Month)  (Dey)  (Year)
{ Type or Print) Robert dayer . DEATH April 28, 1949
5. SEX 6. COLOR OR RACE 1 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH - 9, AGE (1o yeara| If OmEm ¢ YEAR | F UNDER 4 mms.
o e WIDOWED, DIV?RCED Epecity) |, last birthday) Memh-, Days | Hours | Min.
dale (¥] dnite ZArried 7. |darch 22, 1895 54 |

‘Da USUAL OCCUPATION (Giwe kind of work

10b. KIND OF BUSINESS OR IN-
DUSTRY

“11. BIRTHPLACE (Btate or forsign country) 12, CITIZEN OF WHAT

COUNTRY?

nxgl moet of working Life, sven if retired)
arteander 3rown Derby St. Louis, Missouri

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSEBAND OR WIFE

George deyer 3ertha Hoff Selms Mayer
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{You, orunknown} | (If yes. xlve nrf lelfl servios) l’{ NO. , .
es dorld §2-05-/739  |drs, Selma Meyer 5326 Sg, Compton Ava.
18. CAUSE OF DEATH . MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enteronly onaceuseper | |- PISEASE OR CONDITION OHSET AND DEATH
Line for (a}, {b), and (¢} DIRECTLY LEADING TO DEATH ()
«This docs ot mean | ANTECEDENT CAUSES @ ot O\f: ), L

the mode of dying, such | Morbid conditiona, if any, gising PUE TO (b) 7‘

as heart failure, asthenia, rise ¢o the abope cause {a} stating . -

cic. It means the dis. | ¢ underlying cause last. @ ¢ j / /

rase, injury, or Iica- DUE TO (c) . - }

tion which ecaused death, | 11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but nol
related to the dizease or condition cousing death. .
19a. DATE OF CPERA- | 15b. MAJOR FINDINGS OF OPERATION e 0. AUTOPSY?
TION i .
- ves D w []

(COUNTY) _ .

21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (s.g..tnorabout | Zlc. (CITY. TOWN, OR TOWNSHIP) 3
SUICIDE home, farm, faotory, streat, office bldy.. e10) * é.u
HOMICIDE

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

- - WHILEAT[] NOTWHILE
INJURY = | “work AT WORK 6‘72' 9

22. I hereby certify that I dttended the deceosed Jrom

i
, 18 , o , 18 , that I last saw the deceased

alive on , 19

and that death accurred al F 445 A m., from the causes and on the date stated above.

Va‘m_ ZB/D/ADDRES 62 : ‘z

23¢,, DATE SIGNED

WY 15

a. BURIAL, CREMA-
TION REM?VAL (Bpeciiy)

240 DATE

Mgy 2, 1949

24c. NAME OF CEMEFERY OR!CREMATORY

New St, iareps Cem,

24d. LOCATION (Oity, town.oroount;d ¥ (8tate) l/

DATE REC'D BY I..OCAL

4 I e~ s~

St, Laonia. da.-
_S_CL- Grand

K,p;u(n:m L?t?“ igstuuwu 1;05 ADORESS

%E lf"u

(Ticensed Embalmer's Statement

on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

~ , Student Embalmer No. oo

working under my personal supervision.

| SEUBONt vurnenrreearnennes eeraeneraraaens S:g'ned"""_.._.[w& (9\ \/Lf‘/[/"/’g@x.

Studmt Embalmer

Licensed Embalmer No 3 9 [ 7

P. 0. Address L AR

Nou. The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (lem'e to comply with
the above constitutes grounds for revocation of license.)

I this body is not embalmed, fact should be 10 stated above.




