—Lvery ltem of Information should be carefuliy supplied. AL shouid be staled EAACTLY. FPHYSIUIANDS should state
CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.

ANDARD CERTIFICATE OF DEATH

State File No 3 J U 7
s ve__BA6S

(o) County.
(b) City or town

St Louls, Mo

(I outaida city or town limits, write "RURAL" and oame of towmship)

(e} Nemae of hospital or inaif{_ioyn: Infi rma I‘Y HOSP it.al .

{If aot in hoapital or inatitutiun, write stzeat nomber o ocatien)
{d) Length of stay: In hospital or institution Fovember l 191"

(Spoc[l‘y whether

DEPARTMENT oF COMME MISSOQOURI STATE BOARD OF MEALTH
/ BuaBau op THB CENSUS E ST
Registration Distriet 11\'; 9 Primary Registration Distriet No._
1. PLACE OF DEATH:
St. Loulsl /

2. USUAL RESIDENCE OF DECEASED: /
(a} State Missouri. ®) County_._ S EOTCER.
{¢) City or town St. Louis ) we. ! /j;

{d)’ Strest No.

(If cutside clty ar tawn limits, write “RURAL"}

5800 Arsenal St.,

{If rural, give location)

17, {a)
(B

. cramation, or removal
(¢} Place: burlal or cremat,

18. () Signature of funeral
(b} Addrexp

19, (a)

{Data received local registrar)

Inthi n 38 yeers.,
i ru’r:o:::l:‘:orydnn) (e} If forelgn born, how long in U. 8. A.1 GG rmany' Years.
. MEDICAL CERTIFICATION
. RI ?
o o prcr Louis Miller. 4J September 20
20. DATE OF Month y. )
8. (&) 1f veteran, B. {¢) Social Security ng% N 5¢ 45 By
zame war_ JAKNOWI No Unknown year our. * ﬁg$emher
211 herebiccrtily that T attended the deceased from
Mal 8. Color or Je. (a) Single, widowed, married, ’ 10.3%._September 20, 39
o Sex e race avoreoa SATELO || L en A September 20, 39
8. (b} Nama of husband or wif 6. (c) Age of husband or wife if || 2nd that death occurred on the date and huur stated ahove. Duration
alive. e, years Imm s cause of death r
7. Birth date of decemd__.]'g_!_;ﬁal‘? 1 2 1858 /"WQM_
{Monoth) {Day) (Year)}
8. AGE: Yesars Months Dayn If less than one day =
”~
8l 8 |//® b, o %‘WA o
8. Birthplace.._. ~_Germany, - Foreigner T2 Tt
(Civy, . of connty) (State or foretp try)
10. Usunl occupatd "“ﬁa“ke . . o nwn.: - Other conditiona. d LLM o
) 1pation (0 {Inclode pregonncy wiibin 8 eontha of desth) o \ , —
11. Industry or business X " \ i \.// PHYSICIAN
. . T
5 12. Nome - Tudwig Miller \{’ Mljof Tﬁ{n? P;’,"., g‘f% | Underling
L th
& \18. Blrthplace (City Gerganvyv 1t Toffign cheitry) A B wéfl fﬁ‘lé}".sﬁ
. %ror ol ;
ﬁ 14. Majiden name, ﬂoph Q a ot Ot nutopsy ,// i :L!;:‘:rilef 'f—l:
& t y
£ 15. Birthplace Germany 27 114 G :
3 {City. town, or conmex) . eath was due to external causes, £ll in the following:
16. (a} Informant’s own signature_ L (a} Accldeat, sulcide, or howicide (spocify)
(%) Addrems (b} Dats of oceurrence.
{¢) Where did Injury occur?
{City or town) {Conniy) {Srate)

(d) Did Injury occur in or about home, oo farm, {n industrinl plue, in public ploce?

pe of place)

é $feana of lniury_...__i__
®(M.D.orgthenyd ___

[ {Licensod Embalmer’s Stotement on Rovarse Sido)
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. : . STATEMENT BY LICENSED EMBALMER "™ +'.°
¥ ‘

I hereby certify that the body whose name is recorded on thé reverse side of tgi_s,certiﬁcate wag etpbalmed byme,or by

Reglstered Apprentu:e No
'.I{h_.l Y LI

TR

working under my personal supervision.

gy m—

. Slgned .

AN e

e LI ey Llcensed‘ Embalmer No

P. O. Address.

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

If t.hm body is not embalmed, above space shou!d be le:_l't blank.
S ’ s :
* s 2

(Failure to comply




