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pplied. AGE should be stated EXACTLY. PHYSICIANS should state

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

N. B.—Every item of information should be carefully su

DEPARTMENT OF COMMERCE

BURRBAU OF THE Cmmus
U550 SEp 14 03 g @L STANDARD CERTIFICATE OF DEATH st e .

Registration District No..

1. PLACE OF DEATH:

@ Counzy___cé_%yrﬂﬁrsjz_iouis.____
(¥ City or town ouls

MISSQURI STATE BOARD OF HEALTH ' 2 7 7 7!‘4

Primary Registration District No.

Reptstrar's No.,m_mr;mz

{If oataide city or town limits, writa “RURAL"™ and namo of township)

(¢) Nome of hospital or institution:

St _Anthonys Hospital

(I oot in bospital or institetion, writs stroe numbﬁar location) M
{d) Length of stay: In hospital or lmitution__i_i_ﬁxs_.___

In this community. Ll fe

{Specify whether

years, months or days)

méﬁ

% FOLL NAME. Almua_ﬁ_..ljgglsmhgﬂg..m

3. (&) If vateran,

8. (¢} Socla) Security

name war. N&Q.a:‘.J-Q':S.QQl
5. Color or 6. (o) Single, widowed, n.nmled,
4 Sax_Mal_e_ rae d.lvorcedNIﬁr r];_e...i..

8. (b) Name of husbandorwife

Prim Hartman Bockerstetteauv... 29 _ jun

7. Birth date of deceaseL.__Jlm.e

6. {¢) Age of husband or wife if

2. USUAL RESIDENCE OF DECEASED:

(a) State I\"Ii Ssouri (&) County.
St Louis V0

{11 cutside elty or Lown limits, write “RURAL"}

{d) Street No. 4607 lgbadie Ave

(1f rural, give location)

{¢) City or town

{e} I foreign born, howlongin U. 8. A.? s years,
MEDICAL’ CERTIFICATION
20. DATE OF DEATH: Month AUE day._.228%
e, 1939 - 5’?a -
21. -1 hereby certily that I attended the d y

to._.. .__...2 L....}»-z... 19,
that] last saw l;l'm alive on —?”

and that death occurred on the date ard hour atated nbnve

use of death

01d Monroe Migsouri

j
[/ e

)

{Month) {Day) T {(Yean)
8. AGE: Years Months Daya If lesa than one day Due to.
31 2 9 hr. min, -
. . Dne to,
9. Birthplace_ Bt _LOULS Missouri Ol %‘
(City, town, or county) (Stata or foreign e-:wnln? 7 y
. {ons
10. Usual occupation mlac hm eSt O?m.? enl":_r:(nm:' within 3 monibs of deaib) —-- E’ )
11 Industry or business é _/ j PHYSICIAN
/2. xome Clom. Bockerstette MoBE operaionn \/W s v
5\ 1o, Bien Cincinnati Ohio i ¢ the cause to
Pt . place 7 | TS 6\ which death
o ¥) .{ nn Sta lérf’nmtn) Of autopey abhould be

34
14. Mafden nem E
15, Birthpiace

Ll e s
16. {a) Informant's own 1

22. If death was dne to external causes, fill in the follnfiléx:

® Aadm_éf;QLLab_aﬂisLALe__r_7__
1T (a)( Calvary ; (3) Date thereof 8/24/39

uriel, cretaation, or femoval

(e} Place: burlal or crematio Calv Cemete
18. (o) Signature of funen.l director.... ﬁ.u 0013 - Cgrroll

s o AU 27 193

(Date received local ruhuu)

(Maoth) (Day} (Year) "

[7{a) Accident, sulcide, or homicide (specify)
%

{8) Date of otcurrenes

(¢) Where did {njury occur?. o
{Ciy I (Coanyy} (Sta
(d) Did injury oceur in or about bome; o fargf, in industrial place, in pnhue phm?
i >~ 7
of place) ~—

(¢) Means of ifury.

23, Signature e . '.orother)w

Address_.4 . e Date ot ‘..57

R (Licensod Emlbnl *s Stat

t on h‘veru Side) !




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, 6r by. .. i

Regisiéred Appi-entice- No ,

Signed /@&m " -

- _ 7 2.2.&5"“*

Llcensed Embalmer No

working under my personal supervision.

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EI\'IBALMER in.his OWN HANDWRITING. (Fnllure to comply with
the above conatltutes grounds for revocation of license.) . . N

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




