THE DIVISION OF HEALTH OF MISSOURI
e ALED MAY 26 1949  STANDARD CERTIFICATE OF DEATH e rie s TOOIL
P | mIRTH XO. REG. DIST. NO. 2 (o rrinay REG. DIST. NO. @22 O Registrar's No 5/2
3 I. PLACE QOF DEATH 2. USUAL RESIDEMNCE (Where decsssed lived. If inatitution: residence befors
a. COUNTY Nallne a. STATE Mis s OUI‘i b. COUNTY Dall-as lllm!a-!nnl-!‘

b. %1';\' (1f outolda corpurate limits, writs RURAL and give

¢. LENGTH OF <. CITY (If outalds oorporats limits, write BURAL azd give township)
township)[ STAY (in this place)f] -
. - JOWN " i} TOWN B]]ffalo Bural" \\
-d. FULL NAME OF (If not in boapital or lostitntion, give wtrout sddross or location) d. STREET (1f rursl. slve location} W
©  HOSPITAL OR ADDRESS - -
~ INSTITUTION -
3. NAME OF . {First b. (Middle ¢ (Last
DECEASED 8- (First) ¢ ! ¢ ) I & Dg;'r: (Month)  (Day)  (Yea)
f T‘m or Print) Alphonse leveaert oea™i  May 22, 1949
D 6, COLOR OR'RACE | 7. MARRIEDD lgF‘yEgcrélgRRiED 8. BATE OF BIRTH 9.[:?51'(‘!: yeara| o UNDER | YEAR | oF unDER 2 Has,
(Sn-dfrl day) |Moathe] Dy Hours | Min.
Mal® White EGGL March 8, 1871 | 78 a7l
10a. USUAL OCCUPATION (Givekindotwerk | 10b. KIND OF BUSINES70R IN-'| 11. BIRTHPLACE (State or foreign country} 12. CITIZEN OF WHAT
done during mout of working life, even if retired) . DUSTRY COUNTRY?
Retired farmer Belgium . S.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

(Yes, o, or ynknown} | {If yes, xive war or dates of service)

3 7 .
| Ferdinand Reygaert | micnomm o

5. WAS DECEASED EVER IN U.S. KRMED FORCES? ‘ 16. SOCIAL SECURHI’J 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
Unlnown— . \Unknown | Emll Reygaert Buffalo, Mo,

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD’ WO

=
18, CALSE OF DEATH MEDICAL CERTIFICATION IgTERVAI;‘%rgEEN
 Enter only onecauss I. DISEASE OR CONDITION ~ g . —_ }_- NSET Al TH
limo for (8), by, and (o | D'RECTLY LEADING TO DEATH® (5) N .\~v,,\ XCugerl Z Q P P o
—— T TEr\peSaliyen B $))
o This docs mot mean | ANTECEDENT CAUSES *e \p\_ ) %W
the mode of dying, ruch | Mortid conditions, {f any, giring DUE TO (b}
*as heart fallure, asthenia, | rite to-the above canae (o} stating - T - : : e
fe. It means the dis- | ke underlying cause laat.
caxe, infury, or complica- . . DUE TO (&) - --
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death but mot . o)(
related to the dizease or condition causing death. }
13a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION . ’ o " | 2. AUTOPSY?
TION
. . M .. ves [ ] wo D
21a. ACCIDENT (Bowciiy) 21b. PLACEOF INJURY (o.x..inorabout | 21c. {CITY, TOWN. OR TOWNSHIP) . (COUNTY) - {STATE} -
SUICIDE boms, larm, factory, stirest, office bidg..o1a.)
HOMICIDE
2id. TIME (Mopth) (Day} (Yesx) (Houn) 21e. INJURY QCCURRED | 21f. HOW DID INJURY OCCUR?
: WHILEAT[™} NOT WHILE
INJURY m. | “work AT WORK
22, I hereby certify that T attended the deceased from , 18 , o , 19 , that I last saw the deceased
alive on , and that death occurred al _______ m., from the causes and on the dale stated above.
Ha. ATUR (Degmﬂ or title) | 23b R Z3c. DATE SIGNED
io.&L @) % ary) @m g, 5-33-4%
24a. BUREAL., CREMA- | 24b, DATE 24c. NAME OF CEMETERY OR CREMATORY' 24d. LOCATION (City, town, or county) (State)
TION, REMOVAL (Hpecify) -
Removal 5=24-40 5t., Vincents Cemeteny LaSalle, Illinois
DATE REC'D BY L%%AL REGISTRAR'S SIGNATURE g o 25 FUNERAL DIRECTOR'S S1GNATURE ‘ADDRE 83
S - M .%,,&.Zg L. B, Jones Buffalo, lMeé
(Tice [T, -y i

» Staternenst on Reverse Side)




RECEIVED

District Haslth Ofoer No, |
. Disteics Silo Humbw-.’f-‘.?f.f.;:ﬁ

Date Filed oo Bz R Pntid

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

- , Student Eabdalamer No.

working under my persona! supervision.

Sifme.

2 Wal 34 ‘

ST gnad . cversaacresoscnnasarsnnsacsssnacnssncasn Licensed Embalmer No

P. Q. Address

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

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




