AU IADRD A DEIUVIAINVLING DBRCUCOUONRND

I xigam

N. B.~-Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of CCCUPATION is very important.

DEPARTMENT OF COMHERCE

FECV AU 11 1939 ¢

Registration District No......comeessoseesinssnn,

1. PLACE OF DEATH: ms

{a) County.

MISSOURI STATE BOARD OF HEALTH 2 '3 /7 5

STANDARD CERTIFICATE OF DEATH State Fila No

79 1 Primary Registration District NOwooee o Reglstrar’s No, 6048

@) City ortown 2 ba__Tuouis

(If outside clty or Lown Jimity, write “RURAL' and name of towmsbip)
{c) Nama of hoapital or institution:

1803 S. 9th St.

(it not in hospital or institution, write street number or location)

(d) Length of stay: In hospitalor

Inthis community.

institution

60 Yeprs

(Bpacify whether

yeoars, months or days)

2. USUAL RESIDENCE OF DECEASED:

(a} state...issonrpd £b) County ' -
(¢) City or town St . Louis 23]
(If outside city or town limits, write “RURAL™)

() Street No.. 1803 S, _9th ot

(11 rural, give location)

8. (a) PRIN’I‘

LNaME.._Mary. _Bur.genmseibﬂ..ml.m____.

8. (b) If veieren,

name war___ O

8. (¢} Social Security
No Na

5. Color or 6. (a) Single, widowed, married,
4. Sex....E.e.ma..lﬁ._‘ raca..ﬂhirtﬁ_ divorced.mr.iﬁd.

6. (b) Namae of husband or wife....-...cce.

6, (¢) Age of husband or wife if

{e) If forelgn born, how long in U. 8. A.? years.
MEDICAL CERTIFICATION
20, DATE OF DEATH: Month JRLY _ aay 7
year 1939 hour 2 mingte P

21, T hereby certify that I attended the deceased {
1952

that I last saw Maliv{onm

and that death occurred on the

" 19..:3_.‘
7 3%

and hourdfated ahove.

Duration
Charles alive__ eam || Immedintacause of deat
L
7. Birth date of decensed.... MOV emher 27 — S | p— M
(Month) (Dly)"——“ {Yenr) }
8. AGE: Years Months | Days If less than one day Due to__.. MM?‘
74 7 11 hr. 3 min v il
. Due to.....m. "X F. __"__—rmw___ PSS N
0. birhpince. LOUAgVille  Kentuckv ! o
(City, tawn, er county) {State or forelgn conntry)
’ Other conditions. 2
10, Usual ompat[unmﬂm I (Includs pregrancy within 3 months of desth) ( i —
11. Industry or business H PHYSICIAN
] Major findings: —_—
12. Name__. dO0M_Wink q aé)f aperations j v derll
v ] { 4 tthI: Cruze to
2 |12, Biribplace_ IMNlMoym - which death
City, ln'n or eounty) (Stato or forefzn country) Of auta should be
# [ 14. Maiden name Unicn ad ‘ ~{charged sta-
E Hstieally.
= 18. Bmhplace...._,'g City, m or Count X tate or foreign mn",) 22, If death wra due to external causes, fill in the following:
18, (a) Infurmnnt nown dgmtu;a (6) Accident, suicide, or homicide (specify)
v /‘/}#/%ﬂ-vi R —
occur?.
17. (a) ..BllI' (b))Date thereof,.mgé.&g_m {e) Whero did injury {City or tow) County)
Borlal, cremation, er removal) / _ (Monoth) (Day} (Yeas) || () Did injury oeeur in or about home, on farm, {n Ind place, In pnbﬂc pzn.ce'!
(c) Place: barial or cremstion o LGN
Speci| [ place,
18, (a) Slgnature Of faneral directo While at work?. ¢ r’(‘ﬂwﬁe:m 31 injury. !
- ]
23. Signatur 2 (M. D. or other
A Dsxta sign £
[4 [4 T

{/ (Licensed Embalmer’s Statement on Reverso Side)




et

.L -
.

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body wl@name is reporded oz the reverse side of this certificate was embalmed by me, or by
i
Regmtued Apprentice No
working under my personal supervision. . % W

Signed

’ 5T

.Licensed Embalmer No

: P.O. Addmssm—[}‘(

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

1
[

- If this body is not embalmed, above space should be left blank. . ' B




