Mo, 300
10.48

FILED AUG 5

BIRTH NO. ¥

THE DIVISION OF HEALTH OF MISSOURI
{919  STANDARD CERTIFICATE OF DEATH

REG. DIST. m%_

100 4 6692
PRIMARY REG. OIST. Registrar's No.oo e morememenns e

25143

State File No......

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceasad Hved, If institulon: residence before

a. COUNTY a. STATE Miﬂsouri b. COUNTY St. LOII‘B lcd:;iutﬂ.
b. CITY (I outside corpurate limits, write RURAL and give c. LENGTH OF c. CITY (If ourmide oorporate litaits, write RURAL aod give township) -
Q townahip)f STAY (la this place) OR N 2
Town  St. Louls ToWNClayton R
d. FULL NAME OF (M not in boapial or Satitution, give streut addross or locstion) STREET (If rars!, give location) " -
- HOSPITAL OR i ’ DD?
INSTITUTION Jewish Hospital /f 831 Wesitwood Drive
3. NAME OF b. (Middl Last 2
DECEASED i -.u-(. . ” - ! u) & DSEE (Month) — (Da3) (Yair) 4
(Typeor Prie)  Albert V. Lu¥eon Munyon peatn August  lat 1949
5. SEX 6. COLOR OR RACE | 7. xARRlEB, giE\yEchSRRIED' 8. DATE OF 8IRTH | 9. lI::GE [lnd.;vu)ln IF UNDER 1D|‘un ¥ UNDER u HRS.
. (Bpacky) t Y. Months H Min.
Mels/ > Widomed = "L | Nov.léth 1863 ‘ ge [ o | Eem|

108. USUAL OCCUPATION (Give kind of werk
done during most of urhnl I.U. sven il retired)

Retired

10b. KIND QF BUSINESS OR ][:l

11. BIRTHPLACE (Btsta or foreign aouctry)

Viroqua s Wigoonsin

12. CITIZEN OF WHAT

FENE 4,

13a. FATHER'S NAME

William M. Munyon

Sarah K.

13b. MOTHER'S MAIDEN

(Yes. 0o, or unknown)

No

I5. WAS DECEASED EVER IN U.S, ARMED FORCES? ’ 16. SOCIAL SECURLTJ

(If you, give war or dates of service)

Nonse

NAME R 14, NAME OF HUSBAND OR WiFE

Hmhrex . Octavia Schewrsall

7. INFORMANT" S IGNATURE 0O,

ompaan 853, e fmopd Tﬂ-"l“ss

Mrs. George T

18. CAUSE OF DEATH

. Enter only onscause per

line for (a}, (b), and {(c)

*Thiz does not mean
the mode of dying, such

I. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® ()

ANTECEDENT CAUSES

Mortde conditions, if any, gleing DUE TO (b} _
rise to the above cause (a) stating -

MEDICAL CERTIFICATION

; . 2 ; ONSET AND DEATH

INTERVAL BETWEEN

A o e 72

ae heart fallure, asthenia, 2 ’ - ?
cte. It means the dis- the underlying cause last, t" = €
case, infury, or complica- DUE TO (c} o
tiom which caused death. | {1, OTHER SIGNIFICANT CONDITIONS N ?'.

Conditions contributing to the death buf not —_— .

related to the disense or condition causing dealh,
19a, DATE OF OPFE)APE 196, MAJOR FINDINGS OF OPERATION 20. AUTOPSY?

YES N | #

2ia. ACCIDENT
SUICIDE

2ib. PLACE OF INJURY (e.g.. ln or aboot
bome, farm, faglory, street, offiee bldg., esa.)

2Ic. (CITY. TOWN, OR TOWNSHIP)

HOMICIDE
Zld TIME L, (Month) (Heoar) 21e. INJURY OCCURRED 211. HOW DID INJURY OCCUR? : .
! . WHILEAT[ ] NOT WHILE / 7 ‘7
INJURY WORK AT WORK
" 7 7 v £ F %
2. I hereby certify thgt I atlended the deceaud Jrom __,43_%/1923 !hat I last sow the deceaced
alive on Y5 G and that death occurred ot 1/ ., fro uses and on the date stated above. .

{Degree or title)

L

23b.MADDRESS

t5ee, /ﬁuz y

23c. DATE SIGNED

2

2. sia‘u% ' W %xﬂ

BURIAL. CREMA

TIOHBU%V& (Bpwedly)

/fmc. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (City, town, or county) 7 (Styfe)

St. Joseph , Misscuri

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

.._h

TEREC'DBYLOCAL

1 18 ™

RAR'S SIGN

RE

25, FUNERAL DIRECTOR' 8 S|GMATURE ‘ADDRESS

W. A.Stock 2117 E,Grand St. Louis Mo,

(Licensed Embalmer’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 bymmerorby. M-'

—y

. - Student Embalmer No........ et elrrasscannaa .
working under my persona! supervision.

Sigﬂ:{m
Signed......... .51.-.....-...... ----------- Licensed Embalmer No 42) 5\3
udent Embaimer . % .
P. O. Address ‘a z e W

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wii
the above constitutes grounds for revocation of license,)

.

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




