. No. 2
[—5-42
5-17.39

I x32873

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE

BUREAU OF THE (:23.»605 9-43
FILED NOV 18

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

36343

State File No.

(!fouulq- ¢ity or tawn limits, write “AURAL'™ and pame of township)
{c) Name of hospital or institution: .

6581 Bradley

(I oot in hospital or iostitation, write street number or locution)

{d) Length of stay:

In hospital or institution.

Registration District NOS . ‘Primary Registration District Na. Yy Registrar’s N09844

1. PLACE OF DEATH:  "=*- - - . e L, T USUAL Risi’ﬂ'rﬂl‘(: OF DECEASED: 3t
(o) County.... . o )
(¥ Cityor townst.‘hui. _.'13-0‘1“ @ State...... Hiﬂﬂul‘l ---------------- ) County /7

-

St. Louis

{If outside city or town limits, write “"RURAL")

7

{¢} City of town.........

..6583_Bradl

(d) Street No....

(ll' rurnl rive location)

Ro.

- - - ———

name war. No

‘ 5. Colorir &, (a) Single, widowed, married,

| (Specify whether || (¢) Citizen of foreign country? (Ve}or No)
In thia community '
yéars, months or days) \ if yes, name country
. MEDICAL CERTIFICATION
3 (0 PRINT  DELLA ‘NDLYR-FISHER o oth
20. DATE OF DEATH: Montn. NOYGRDBOP . .
3. (¥ If veteran, 3, () Social Security ar 1943 Lour inute 20 A, M
¥y H i )

from.

Fes )2

21. Wreby certifty that I attended the decea

wh

{CiLy, tuwuy, ur county) + (Btuta ar fureign country)

10. Usual occupation ‘t hom’

e . .

4. Sex Fezale race te cedwido'ed that I last saw h alive on 19..‘.{.13
6. (1) Name of husband or Wife...coeeoeccmeern. G, (¢} Age of husband or wife if || and that death occurred pggthe date and hour ﬂﬂf-ed}bo“- Duration
ALV oo _years || Immediate cause of d /.
A on Lddom day
7. Birth date of decensed Auguat a0 1875 . A Yy 4 2 /
{Mooth) (Day) (Yeur) o ’., 1 . /

8. ACE: Years Months Days If icss than one day Due to CM’ % M—h /é’b’m W

67 2 | o T | 7 4

Dite to......7

o Birtholace ) _Missours )

Other conditions,
_ (Include pregoancy within 3 manths of death)

{Civy, town. or county) (Stata or forelxn country}

Informant. ... NRY.. M. NOlt @==nRon

Address.......... 5840 nard'; 51- Lo“i' HO L S
Burial :.! (&) Date thereof. 12-11-1943

(Burinl eremation, ;rmn!) &[nnﬂ:) {Day) (Year)
Bt. Poters Cexetory -

Signature of funeral director. . Hoffneister U, & L.

Addr &6{ ghﬁf&mj 8t. Louis, I[o-

(Date received local registrar)

Pla.ce: burial or cremation,

| 18. (a)

3

19. (a}

(Rumunr a sicnature)

1t, Industry or business SR PHYSICIAN
= ajor findings: -
8 [ 12, Name Jm. P, ,I(l.ncaid Of operations . - '
= D . Cor ' . : Underline
P> . . 0 Migeouri || ... the cause to
f= \ 13. Birthplace ; ; ( ; ; which death
jty. town, or county, State or foreign country, Of nutopsy ahould be
& [ 14. Maiden namr_hui lﬂ ick charged sta-
= O ......... tistically.
§ 15. Birthplace _Misgourd 22. 1f death was due to external causes, fill in the following:

{o) Accident, sulcide, or homicide {specify)
(d) Date of occurrence.

{¢) Where did Injury occur?
(City or w'n) {County) {State)
{(d) Did injury occur in or about home, on farm. in industrial place, in public place?

Co.

of placa)

While at work?.... Means of injury...

23. Signature........

Address

(Licensed Emhzlmer's Statement on Roverse Side)
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STATEMENT BY LICENSED EMBALMER ~ _
) ) . e N L LA ‘
-~ Ihereby certify that the body whose name is recorded on the reverse sjderoilth_is certificate was embalmed by me, ar by
ceeenlpeneens ! vy Regis_tered Apprentice No ' E—
- working under my personal supervision. g . )

W LR

.. .
YIox L]

” NI Ol - _
.Licensed Embalmer No ........ J ']/ .......................

P. 0. Address _73’/ 5//

Note: The above MUST BE SIGNED BY THE LICENSED EI\‘IBALI“FR ln his OWN HANDWRITING. (Fallure to comply with

. N “-

the above consututes grounds for revocgtmn of license.)

If this body is not embalmed, fact should be so stated above.
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N PRI S )

-




