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BIRTH NO. - REG. DIST. . o= ___PRIMARY REG. DIST. | no.__.__._._._..__ R:gmmr:No.......g% ........
I. PLACE OF DEATH 2. USUAL RESIDENCE (Where decstesd lived, If bnatitution: residence before
0 a. COUNTY 8. STATE  yre qq ouri b. couuwgt . -Loui.dmhtm
b, CITY (I outeide corpurate limits, write RURAL sod give ¢, LENGTH OF €. CITY {1f outelde corporate limits, write RURAL nnd give township)
N . tawnghip) STAYumu.phma:s OR . P . - - /
4 a vown S+, Lauis growN S&. Lewis . wellston -4 3¢
14 d. FULL NAME OF (If not in hoepital or institation, glve strent add or losatlon) d. STREET {If rural, glva location)
o HOSPITAL OR . . ADDRESS
Q INTIUTION  F'irmin Desloge Hosp, 1522 Kienien /
| 8 = NAME OF = 4 (Firs) b. (Middie) e (Lash) - COAE (dath) @) (vem
B (Twpe or Print) Jose ph L. Snyder pEATH  11-17-51
E 5. SEX 6. COLOR OR RACE | 7. #&%&B rgsvgﬁ MARRIED, | 8. DATE OF BIRTH ] 9.:“65 (lnr-).n & mom al;.‘:: * Geex b was
RCED (Soecify) . birthday, Hours | Mig.
Male Ol White Single v Nov 11,1906 | 45 | |
g |Da USUAL OCCUPATION (Giwekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or forelgn equntry) 12. CITIZEN OF WHAT
5 oe during most of working e, sven if rettred) DUSTRY . O UNTRY?
i Maching Operabor Leather Goods | St. Louis
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME $4. NAME OF HUSBAND OR WIFE
“ i Unknonw - Unknown Mone
i IS. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT" S SIGNATURE OR NAME ADDRESS
{Yea, Bo, or unkoown) | (I yes, Kive war or dates of survice) . NO. . . 5 [ A
- F [ Yo g -0/-~F2¢ $1 Coorgia Pannell- 1822 Kienlen Ave
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- Conditions contributing to the death but not s
- related Lo the di or eondition causing degth. s
19a. DATE OF OP_Ir-:IFEJﬁN 19b. MAJOR FINDINGS OF OPERATION | 20, AUTO
2la. ACCIDENT (Bpwcity) PﬁE‘BFINJURY te.g-Ioorabout | 21c. (CITY, TOWN, OR TOWNSHIP) . (COUNTY) (STATE)
h SUICIDE Iactory, sirest, office bidg., ete)
7z HOMICIDE
g 21d. TIME (Month) (Dar) (Yee) (Houn | 21e. INJURY OCCURRED | 21f. HOW DID [NJURY OCCUR? 2 -
~ i INJURY ' o | iorKk L "ATwoRk. aLZf 5 X
' E 2. I hereby certify that I attended the deceased from . .. . | 1979_, o , 19 , that I last saw the deceased
- alive on , 19 , ond that death occurred all /S m., from the causes and on Lhe daie stated above,
Ei. SIGNATURE {Degroe or title} | 23b, ADDRESS 23c. DATE SIGNED
"Wé‘ Lerey lat/ Covanet) 5 /Foo Clask g
E / %BN BURIAL. CREMA 24b. DATE v 24:. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Qity, town, or county) (State)
E, Kemoval o | %1-19-51 | Hemoriol Cem '..- Sts Louis,Co.¥pe
’ WWD BY ;G ISTRAR'S SIGNATUR k@ 25. FUNERAL DIRECTOR’S S| GNATURE “ADDREXS o
91956F Z«.f j«o‘ “| Aibert H, Hoope 4700 Washington
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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 by me, or DY et e

.......................................... _ ceeveeeeeey Student Embalmer No.
}:'orking urder my personal supervision.

Student sueesensnnas P N
Student Embalmer

P. Q. AdAresse v sesecrracmensrrenssaeaines

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.




