DEPARTMENT OF COMMERCE
Bungav or THB CEXSUE

491

MISSQURI STATE BOARD OF HEALTH

STANDARD CERTIFI

State Fils No. 3 4 3 'j 2
Repistrars No.___88‘_‘2()_

IE OF DEA]
Al DEAE

Registration District No. Primary Registration Distrlet -
1. PLACE OF DEATH; [5¢)

(a} County. — . /

{b) City or town Dt . Louls

{If outsids city or town limits, writa “RURAL"™ nnd name of township)
{¢} Nama of hospita! or institution:

St.Anthonys
{11 not In hoapital or Institation, write wizeet dar location)
{d) Length of stay: In hospitalor institution 3. %

(Specify whether
In this community.
yorrs, months or deys)

2. USUAL RESIDENCE OF DECEASED:

Missouri (%) County Jefferson

Rogk, . Creek miral u&ﬁ

{I1f ontalds city or town limits, write “RURAL*}

Valley Park lio. Route 1

(11 rural, give location)

{a) State

{¢) City or town

{d) Street No.

yoars.

{e} If toreign born, howlong In . 8. A.%

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

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

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

=T 1 x19311°

Rev. 5.17-39

S e Emma,_Brouk 4620
8. () I veteran, 8, {¢) Social Security
name war. No
B. Color o 6. (a) Single, widowed, marrie
4. Sex female race rhlte d]vorced........a,...r....r 1
6. (3) Namj-thunhn wife.. vemrreene B (£} Age of husband or wife if
Tou: alive__" "~ __  vears
7. Birth date of deceased Peb 16 1875
{Monoth) (Day) {Yoar)
8. AGE: Years Months { Days If less than one day
64 8 1
o hr. min.
8. Birthplace. Ro cl\ CI‘E el’ I“'IO Y

{City, town, or eoiqty) (S1ate or foreign country)
e

holisew

10. Usual occupatien

a

MEDICAL CERTIFICATION

FIFt
20, DATE OF DEATH: Month e’

yesr_.é;i

21, I hereby certify that I attended the decensed fro

—hour .

193, o £.C, - 15T,
that I last saw h_%_ alive on /6 1 ]
and that death oceurred on the date and‘gour stated above,

Duralion

Imm te cause of death
....Ml_ IMMJ 5

Due to

L1
;}7 XY
[%
Other conditions /;
{Include pregnancy within 3 months of death) U

Dua to.

+11. Industry or business " PHYSICIAN
‘fé { 12. Name Jacob Becker A T Speracia y. ' Underline
& \ 13. Birthplace - unknc_nwp I . - 21;1 :I:‘:is; :g
2 (16, sten e VB DESE s ot connt) || O putopey..., A ersetae thes idbe
fs! i "

§ { 15, Birthplace (G;,,Eﬂinﬁxm S ey mennyy || 22, 11 denth was due to external eauses, fill in the following:

i8. (a) Inlormant’s own signature, () Accident. suicide, or homicide (specify).

@ Address___+:0CKi1-Cneek Ko, (b} Date of occurrence. . ————"
17. (a}) buri al {b) Date thereol. 1O/lq/3q (e} Where did fnjury occur? — or town}

(Burial, eremation, or removal) {Moath) (Day) (Year)

() Place: burlsl or cremation_ oW1 S€1 Burial Park
18. (a) Slgoature of funerat director_o€nANEth We Koch

® Add:m_rB.E%
19. (a) _.n.cl_____

(Dats receivad local registrar)

{Ci {State)
{d) Did lojury oceur in or about home, on fnrm. in Indmtml—p!nce. in publie pzu.ce'l

{Spocify Lype of plyce) ]
M. of Ipjury.

™

(Licensed Embalmer’s Statemont on Reverse Side)




-

STATEMENT BY LICENSED EMBALMER

-

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, Sr-ey

, Registered hpprentice No

S,MW ///

@mensed Embalmer No ’JOJ/ 7
P. O. Address Lf—‘ ,//

Note: The above MUST BE SIGNED BY THE LICENSED EN[BALNIER in his OWN HANDWRITING." (Fa.llure to oomply with
the above constitutes grounds for revocation of license.)

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

working under my personal supervision,




