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fied. Exact statement of QCCUPATION is very important.

N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state
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CAUSE OF DEATH in plain terms, go that it may be properly class
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1. PLACE OF DEATH:
(a) County. St-LOU_iS
(0} City or town Uverland

{17 ontside city or townlimits, write “*RUBAL" and nama of township)
(¢) Name of hospital ot institution:

8802 Vindom Ave.

(I oot o boepital or institution, write streat number or location)
(d) Length of stay: In hospital or institution

2. USUAL RESIDENCE OF DECEASED: l
@ state.. kS s0Ur 1 @ County__ SLalouis
Overland

(¢} City or town
{If outaide clty or town limits, wrlte “RURAL")

8802 Widom Ave,

{1t rural, give locoring)

{d) Street No

{Month) (Day) {Year)

Valhallg Cr emator'sr

{Burial, cremation, or removai)
{¢) Place: burial or cremation
18. (a) Signsture of fune

umﬁﬂgfgg%?¥%m

18. (a)

{Data received local reglatear)

{Specily whether we
In this community. 30 years ‘\r
yenrs, montha or dnys) {e) 1I foreign born, how long In TJ. 8. A.? z, years.
% @ Frnr/, /n 5’3 Charles F. Armstrong MEDICAL CERTIFICATION
20. DATE OF DEATI: Month..._.._...J_‘..l.J.sI.._._day 6
8. (b) If veteran, 8. {¢)} Social & ity
/C“-rl year. hour, minute. A M.
name war. No.
21. I hereby certify that I attended the d d from.
8. Color or 6. (o) Simglopsmidewed, married, .
Hale : Married e i
4. Sex raca divoascd..10 1 thatT lastsaw h allve on 19___;
6. (b) Nama of hustmnd-or wife. 6. (¢} Age of husband or wife if || and that death occurred on the date and hour stated nbove. Duration
Agne s W, Armstr ong alive_. 20 yenm|| Immediate cause of death
7. Birth date of d d July 3-1866
(Monib) (On) ey || . Chronlc myecarditis
8. AGE: Years Montha Days I{ less than one day Due to.
'?5 o] 5 hr. min P K
N K . Due to.
" 8. Birthplace. Troy - New York L-r/ w
(City, town, or county) (State or forsign cenntey, / \!‘ &-
10. Usual oceupation S ale L , OE‘?::;:‘;’G“S::;:::G" within 3 montha of death} 3 s e
11. Industry or business S tation Lis t Pub. Co . ? PHYSICIAN
-] Major findings: . N —_—
H J 12. Name Unknown . - ] [ operations Underline
) / th to
= \13, Birthplace ( Unknown ( p) which death
City, town, t . Stata of foreign country, should be
& ( 14. Maiden pame Unithovm O watopsy ey
m |tist y
5 15. Birthplace Unknown :
5 (Clty, tomm o7 cousty) A or forelgn pountryd 22. If death was due to externn! causes, fill in the following:
16. (o) Informant's o xignatar / C E | -&» (a) Aecident, s}llcido. or homicide (specily)
(b Address g . (b) Date of occurrence,
3 ! Where did {nfury occur?
17. {(a) Crematlon (b} Date thereof /= 8 59 @ er (Clty or tawn) (Connty) (Sue)

{d) Did Injury oceur in or about home, on [arm, in industrial place, In public place?

A

(Specify t
e

. D. or other).

nor of Stoiouis County.Jo.

v {Liccnsed Embnlngr‘- Sl.nlemcnt(na"ﬁoverae Side)
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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 by,

, Registered Apprentice No

working under my personal supervision.

- M@,@@ ................. Wt tia ]

Lmensed Esnbalmer No.... 30 9

i POAddresa

Note: The above MUST BE SIGNED BY THE LICENSED EI\IBALI\IEH in his OWN HANDWRITING (Failure to comply wit
the above constitutes grounds for revocation of license.) -

If this body’ m_n_ot emhx’:lqu, above space should be left blank. ‘ '

- ot - . 3 I )

Y

~
~




