DEPARTMENT OF COMMERCE MISSOUR! STATE BOARD OF HEALTH . 3 0 9 8 ]

BUREAU OF THE CENBU?‘? @ﬂ ~STANDARD CERTIFICATE OF DEATH State File No.

$ . . 8024,
Reg:strggl D;!réi IJE%,“ ’ﬁ.\,‘;@@ Primary Registration District No.———..o—oooooeore.. : Registrar's No

PHYSICIANS should state

1. PLACE OF DEATH;: : P
{a) County
@) City or town St. Louls

{If outsids cit¥ or town [imits, write “RURAL" and nama of township)
(¢) Name of hospital or institution:

DePaul Hosnital

(If not in hompital or institution, write strest number or location)
(d) Length of stay: In hospitalor Institution

'3

2, USUAL RESIDENCE OF DECEASED:

(a) Stabe.......I_'I..i.S..S,Qllr_i_......l... {b) County. Y
(¢) City or town St. Louis /_ﬂ

(If outside city or town limits, write “RURAL*) = -

(@ Stroet No.... 3408 _Bircher Blad,

{If rural, giv. location)

o that it may be properly classified. Exact statement of OCCUPATION is very important.

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

N. B.—Every item of information should he carefully supplied. AGE should be stated EXACTLY.

CAUSE OF DEATH In plain terms,

o1 xien

ARUY . AR ST

{Spocily whather
Inthia ¥,
years, months or days) {e) II foreign born, how long in U. 8. A.? Years,
- MEDICAL CERTIFICATION
3. BINT -
FOLL NAME Byron L. Achdown. .R.: S 5th
' ' 20. DATE OF DEATH: Month. S804 . day. 15%
8. (b} If veteran, 8. {¢) Social Security 19 .39 . -3 ot 50 P M
name War. NO No.. 1O Yyear. L our, 1. minute, a
21. I hereby certify that I attended the de: d from__. 20A 4k
5. Color or 6. (a) Single, widowed, m_z]trried. s to, / 5
4 sex. . Male | race_WNIL LE divoreed .} S_lng—_f%_ that I last saw b &Y alive on M
6. (b} Name of hushand or wife_.___.___.._ €. (¢) Age of husband or wifeif || and that death accurted on the date and Bour stated above.
alive. .. .__years || Immediate cause of death
2. Birth date of decessed—__DEC . 25%h, 1869 Y rasah.
(Manth) (Day) (Year)
8, AGE: Years Montha Days It less than one day ‘Due to. {6
49 8 9 kr. min,
Due to
9. Birthpla.ce._.._........ﬁ.t..;.....l—.-'.Q.lllﬁ.......,............_ MO '} /fj
I(?m town, or county) (inu or htdgnmnm)
- A, + N % || Oth nditions.
16. Usual oceupstion anu f? t urars g1 en (r_\_ (l:;::c pregnancy within 3 months nfhthy // —
11, Industry or business........,oLeal Engines M PHYSICIAN
o = *|| Major findi —_
& { 12. Name. George D, Ashdovmn - l&r o:a:flsons. - Inderline
B [
Sl ma__ St Lowls Mo | fiont
to t: tate country,
5 (14 Motden name. ELTEEEEER MG BRI~ Of mutopey. - ehaned sta
{ __S t_‘ I r {O |tistically.
E 15, Birthplace ... ";’ tawn, o m’g‘})li‘s‘_ (Btate or £ .I em-trv) 22. If death wan due to external causes, fill in the following:

16. (o) Informant’s own signature

17. (a@) Burisl (%) Date thereof...
(Barial, crematicn, or camoval) (Moatbh) (Day) (Year)
(#) Place: burial o7 crematio lvarv Cenet erv
18. (a) Signature of funeral director, 74-444—/
() Addrexs 1905 Uni On/B.lVd . _

19. (a] (b)__%. . AV —

(Date roceived registrar}

{a) Accident, suicide, or homicide (specify)
(8) Date of oteurrence.

did injury 1
(e) Where il City or town) 1 County) tate)
(d} Did Injury oceur in or about homa. on farm, in in phce. in pnbl!c placa?

(8 of place) /

While at w - . (t) M of Injury.
23, Sigmat oroth m

QOJ—_M Date sign 7

& {Licensced Embalmer*s Statemont on Reverse Side)




AL- )

STATEMENT: BY LICENSED EMBALMER

P &
" -

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

, Registered Apprentice No._:

working under my personal supervision.

S e ////):sz/

. Llcensed EmbA No 2 2 2 e

Yoo ' S P.O. Address ,./f_} y/_;,f_,'c—c,_,{_

’ ]
F - -1

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

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




