R LT

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.

DEPARTMENT OF SOMMERCE MISSOURI STATE BOARD OF HEALTH «_‘; 8 4 O (
vaeav or 7z Ceave 1y ) STANDARD CERTIFICATE OF DEATH AL AL SIR

Registration District No. __bz 2 Primary Reglstration District MHJz{gZ_ééf Registrar’s No 7 é

1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:

(a) County. Jefferson /

(¥ City or town Fegtusg {a) Sta (b) County.

{If outsida city or town limits, write “RUNAL* and name of township)
{¢} Name of hospital or institution:

(If not in hospitel or [nstitution, write streat number or locatlon)
{d) Length of stay: In hospitalor Institution

{3pecify whether
In this community.

St, Louls

{¢) City or town

{If outalda city or town Hmits, write "RURAL")

(@ Street No.. 2278 _Junita

{If rural, givs location)

Ste. Genevieve Migsouri

{ (City, towao, or county)} (3tate or forsigo conatry)

15, Birthplace

22, If desth waa due to external causes, flit In the followlng: ,

yoars, manths or doys) {e) If [oreign born, bow longin U. 8. A.7 yeoars
“ MEDICAL CERTIFICATION
S e T Holena Reich oA ek Ie
% o I 3 Social Seewtit 20. DATE OF DEATH: Month... day.
. vaoteran, . (£) Socl e v vear L I3 9. hour, / z A \j‘o .
name war. No No Nons M '2/
21, T hereby certify that I a.ttem!ed decegsed from
5. Colar or 6. (a) Single, widowed, married, M g/ 1w P,
. sex Fomale race. WN1tO givorced... Widdowed || kA alive W, 7374 1
6. (b) Name of husband of WHou.emmmmmmms 6. (&) Age of husband or wife if || and that death occurred on the date and hour stated above. Durati
v uralion
August Reich LU SO, 1 - R
7. Birth date of d ad November 15 1880 2
{Month} (Day) (Year}
8. AGE: Yearn Months Dayn 1t less than one day
[
b8 10 23 I .} 3 min. ‘
. . . - Dus to. 1. 0
9. Birthpl Ste. Genevieve Missouri A [ B
{City, town, ot scunty) {State or loreign country)
i Other conditions
10. Usual occupation__ HOUusowife | A Sy g oYY
i1. Industry or business, A " g |PHYSICIAN
: i &l s A
E 12. Name George Ge £ Q! operationa.., e Mt | llgnderline
@ cauvse Lo
2 | 18, Bithptace - ) (germin? ; which death
1y, n, unty tats or {orelgu conptry, shou ]
& [ 14. Malden name Larv r-v Otautopsy. charged sta-
=i 1 tistically.
8
=

16. (@) Informant's own signature Mrsg. ¥illism Reéch
@) Address_... Fostus Migsourl

1. (@ ...Burial (8) Date thereat 10/12/39
. (Barial, cremstlon, or removal) (Month) {Day) (Year)
(¢} Place: burial or cremation Festus Migs O}lri
18. (a) Signature of funera! director 9-141-424 & U'——-\A“-—‘(
{d) Addr 0
19. @ L2 )
(Date Ived locat registrar)

{a) Accident, suicide, or homicide (specily)

(b} Date of occurrence.

(¢} Where did injury cccur?
{City or wowa) lsfloum’) (8
(d) Did Injury cecur [n or about home, on {arm, in indust place, In pub.li

:;?:ce'l

(Specify type of place)
{¢) Mea

Date =ign

eans ¢ [njurym___—
M( ). of othgr)

PiJ




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certlﬁcate was embalmed by me, or-by:_ .................

4[ 4, U Wv\ﬂ-ﬂp( : . Reglstered Apprentice No

working under my personal supervision. :
Signed W" oL L““

/ [ LAY
Licensed Embalmer No___ 3.2 /€

T B0, Address FZJJ’ZJ'}’V—'O‘

Note: The above MUST BE SIGNED BY THE LICENSED EMBALM.ER in his OWN HANDWRITENG. (Failure to comply wi
the above constitutes grounds for revocation of license.)

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




