DEPARTMENT OF COMMERCE
BUREAU OF THR CENSUS

+
i

MISSOURI STATE BOARD OF HEALTH

791 STANDARD CERTIFICATE OF DEATH

Primary Registration Distriet No.

sunree_ 34 31 6

Registrar’s No.___£854____
=

Registration District Nn.w

I, PLACE OF DEATH: L»J i
i

(g) County. .

(3) City or town St. Louis 3 Mo. v
{If outside ity or townlitnits, writs "RURAL" and noma of township)

(e) Name of hospital or institution:

Masonic Home of Ilissouri
{If not in hoapital or inatitatlon, write street nomber or location)
(d) Length of stay: In hospital or institutio

37 _years

< fada

WLJNg!Mv

{Specily whether

In this community.
years, months or daya}

2. USUAL RESIDENCE OF DECEASED:

(@ state__Missouri {5) County /

St. Louis

{1{ cuteide city or town Bmits. write “RUBAL"™)

(@ Btroet No......200l. Delmar

(3{ rara!, give bocstion)

{e) City or town

(£} If foreign born, how long in . 8. A.? years,

3.6 PRINT Chorles Hutchinson Castlen .24 3¢/
8. (b) If veteran, 8. (¢) Soecial Security ’
name war. No. D
6. Color or 8. {a) Single, wld'owed. marred,
4. Sex._ “‘ale rnce....!g.hu.]:.t...sm djvorced.....'iﬂ'..d....qp.gg_

MEDICAL .CERTIFICATION
26. DATE oF pEATH: MePChObEX IG, 0. -

SAT. I 9 59 hour, 6 1..._.@_9_____.. iy 2 O P a M.
» le—_H_—-.-
21. I hereby cortify that I attended the d d from ﬁ:éx ¢
h. .36, 0ctobexr I6, 439
that I last saw h alive on - 19,

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
N. B,~—Every item of information should be carefully supplied. AGE should be staied EXACTLY. PHYSICIANS should state

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

R XIo81

Rev. 5.17.39

6. (b)) Name of husband or wife.______ 8. (¢} Age of hushand or wife if || 20nd that death oceurred on the date and hour stated above.
Stella Deprez Castlen alive__ cars || Tmmediste canse of death : Duration
7. Birth date of docessea S UNE 7, 1860 —
(Moats} (®s7) (Foar) Chronic Myocarahtis - Al . yrs
1 R4
8. AGE: Years Months Dayn If lexs than one day Due to. / K ’ ;m . i
79 4 9 (/A7 X
hr. min, V o /( el
. _ R - Due-to.
5. Birthplace_ ~NeW_ Albany’, Indiana Cenility Y7 6 mths
(Cél.y. ]t_mm. or coanty) (State or forsign country} U
alesman Oth ditl o o o o Bl
10. Usual oceupation / (l::rI:::‘pru?:::cy within 3 months of d Flh) Remamen e e
11 Industry or businem_. WROLlESAlE _.H_émwar_e ..... - ki iintaty tututetsteis PITYSICIAN
& [ 12. Nome__ BNdTew Castlen Major flodings: =~ ====o-mme=ssso —
- { 2 nderline
e - New Richmond, Ohio e s m——— = ———— the cause to
o, 18, Birthp e iy [T v - - - —— i — - w'l‘:lich;igagh
- . or foreign coun au
B (14 Malden mma_—mﬁmmd N =2 Ofsutopsy :galr;eud me-
5] . tistieally
&Y 15. Birthplace Ilew f£lbany, Ind.
= (City, o p—— or foreign country) || 22+ If death waa due to external causes, fill in the folliw.i_n!_ e
18, (a) Informant’s own niu M %: Mht/ {a) Accldent, sufcide, or homiclda (specily)
® Addrm..é‘_ /g éé;g: . |é@g () Data of sccurrence T T T T

17. (a) Bur ial {b) Date thereuL.lQll%Q.._._. (e} Where did Injury cocur? (City o town) {County) (Sta

(Burial, cremation, or removal} (Month) (Day} (Year)

{¢) Place: burlal or er Valhalla
18. {a) Signature of funeral director M//ﬁru /I
(&) Address

19, {a) :
(Date received local registrar)

Voa,

{d) Did injury occur in or about home, on farm, in Industrial place, in publlc place'r

- TR S

= = = m = pacily ype of place), tojory_ =TT

-'--——--'—

QJ

{Licensod Embalmer’s Statement on Roverse Side) J




- - STATEMENT BY LICENSED EMBALMER

I hereby ce fy that the body whose name is recorded on the reverse s:de of this certificate was embalmed by me, or by.
...,",..,"._LM AA( i Registered Apprentice No Ny

-working under my personal supervision.

o - Signed A [(/m 7:‘)1/114/{7,@!4
. e ' ‘“ ._ ‘ :_ _ _ / Licensed Embalmer No 5 é‘5 ‘b
- e ) P. O. Address /-[)/1 B{WMWI

. - .. Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (leure to comply with
the nbove constitutes grounds for revocation of license.) TR

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




