E UNFADING BLACK INK—MAKE A PERMANENT RECORD

=1 e

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

H

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

DEPARTMENT OF C
BUREAU OF THB

Registration Distriet No.

Censug

OMMERCE

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registretion District No.. v Regitlrar's No

- M,.Z_Zé@éi_

I‘ PLACE OF DEATH:
(a) County.

1003nser 14wy

(&) City or town

St. Louis, Migsouri

(1t oulsida city or town limlts. write “RURAL" and paine of township)
{¢} Name of hospital or inatjtuticon:

Jewish Hospital

{If not in hospital or institution, write streat number or location)
{d) Length of stay: In hospitalor institution

Inthis commaunity.

ays

L6 years

{Specily whather

years, months or days)

2. USUAL RESIDENCE QOF DECEASED:

(@) state__. Missouri (6} County / _
St. Louis / L’ )

{1f outalde city of tawy [itaits, write “RURAL™)

3915 Fairview

(If rural, give location)

{e) 1f foreign born, how long in U. 8. A.? ["6 Jears yaars.

{c) City ot town

(d) Street Ne.

3. PRINT

$OSNTe Mrs. Sophia Carlson . (ethZ:

8. (3) If veteran,

8. (£) Social Security
No

name war.

4 gexr_ _Temale

6. Color or

rnce_Nnite

6. (¥} Name of husband or wife......

Qdcar Carlson

7. Birth date of d

(a) Single, widowad, married,
divorced. MEYTied

weinen G, (€} Age of hysband or wife if

alive.._._.g___..__yearu

August (Month) 2/

(Day} T 86 (Year)

MEDICAL CERTIFICATION

20. DATE OF DEATIH: Month. AUEUSE _ aay 2n0d

year 1939 hour, 12 minute 20 A s M.
21. I hereby certify that I attended the deceased from.%c 43, /ﬁé/
18.. ..., to,

that X [est saw h & fR,.. alive on Awqg [ ’F : méz

and that death occurred on the date and % stated above,

Immedjatn cause of death

Prewd e Ol Pt leﬂ:.a

Duration

8. AGE: Yeara Months Days If {ess than one day
69 11 S
hr, min
9. Birthplace___FBlkenberg Sweden
{City, tawa, or county) {Stata or foreign country)
10. Ususl occupation__ Household 2
yG
11. Industry or business A
-1
= { 12. Name___ Bengt Carlson 77
Eq x
£ \18. Birthplace ; (SSWEd:er!L 2.
¥, or county, tats or COUpLTy,
14. Malden name, Un% izt t
15. Birthpl Unknovm
{Clty, town, or county)} (Stata or forsign eotntry)

16. (o) Informant's own signature.

() Addrem

Y.

3657a Bunnica

17. {a) Burial

{Buorial, cremation, or removal)

{¢) Place: butial or eremation

18. (a) Signature of funerll d.irecto:r s ¥
6 St. Louls Avenue

{b) Address

1. (@) ... £n 3z

{Dateroceived Ioellz

(%) Date thereof.

v

Dua to //crru,. s ANye /Imnwé dettK_
Ly etre ~

Dus to l‘f—wc-lhb{ Aoy Ul 7 L)

A NE, i

Other conditions. R l / ]l d’ v /

(Include pregnancy within 3 months of death) l/ ()} \/ —
PHYSICIAN

Major ﬂndlnz‘u —_—— , —_—
Of operationa Underlina
the cause to

E :!, ( which death
Of auto ’ should be
Py ey charged sta-

I fa L Jsicany.

1 { 9) Where 2id injury occur?,

(Month) (Day) (Yeas) ||

Concordia Cemet
7 =

{Megistrnr’s signature)

22. If death was due to external causes, fill In the foflowing:
{s) Accident. muicide, or homicide (specify)

(3) Date of occurrence,

(City or town) {County) p?x
(&3] Did injury oceur In or about hgme, on farm, in industrial place, In public ca?

! (Specify typa of place)

While nt qu___ ﬁ%ﬂu of injury. -
23. Signature. > :' f : w .D. oroLbér)___

T
Addr /78 Date signed

(Licensed Embalmer’s Statoment on Roverse Side) 5[ W /tﬂ\\—-




STATEMENT BY LICENSED EMBALMER

1 hercby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

.......... . Registered Apprentice No.......

Signed '_—_//Z’ZW ) ﬁ/ Zgmr”

Lu:en/ Embaimer No 3 "/f 7
P. 0. Address /Q:?u/% /émz

working under my personal supervision.

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

If this body is not embalmed, above space should be left blank,




