. 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.

N. B.—FEvery item of information should be carefully supplied

PAET,MENI HOP(\COM MERCE

OEC 19 B 291

Registration Distriet No

MISSOURI] STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration Distriet No

Stals File No.

37631

reitrare Mo QALY

1. PLACE OF DEATH: » H
{a) County. . -_?1
{8) City or town ot. Louis

(1T outside city or town limits, write “AURAL" nnd pame of township)
{c) Name of hospital or instltution:

204435 Adelaide Ave

(If not in hoepital or institution, write street number or locatjon)
(d) Length of stay: In hospital or institution

{Spocily whether

2, USUAL RESIDENCE OF DECEASED:

Missouri (® County

{a) State.

/
St. Louis

(¢) City or town

{If outside city or town limits, write “RURAL™)

2044a Adelaide ave.

(d) Street No

{1{ rural, giva locatinn)

In this community. Unknown Birth.
years, months or days} (e) 1f forefign born, how long in U. 8. A.? —re FEATH,
. MEDICAL" CERTIFICATION
b opENT  Frances A. Anderson & 3. 4
~ 20, DATE OF DEATH: Mornth dny.
8. (b} Ifveteran, 8. (c) Social Seeurity 1 . R 4 o P o
None N NOI’IP year. OUT. minuta
e a 21. T hereby certify that T attended the d amom_ MBY 13,
8. Cotor or 8. {a) Single, wid.owed, married, 108 . to__ Nove. 4 19.59
esatemale | ndfhite divorcedl 1. AOW that I lastsaw KSX*._ aliveon Novae 3 1.9,
6. (b) Name of husbend oF Wif@wwcrsee. 8. (£} Age of husband or wifg if || 2nd that death occurred on the date and hour stated above. Duration
Peter Anderson uliveDe_Q_eﬁ_S adn Immediate cause of death i
" Binth dsto of dcemsod. 2TV LD/ 27/ P G ¢ \MItral Insufficiency 4 /|18 Mo.
(Month) (Du) (Year .r‘/a‘
NG
8. AGE: Years Months Daya Il lezs than one day Due to, / /‘\fﬂ [
69 11 ] 13 br. mio. || '}f §7 1 7
. e to. :
o. Birthplace__ 9L o _Louis Mo. Y
S awLre e Hypertdhsilon
Oth ditd 2
10. Usual occupation T (l::l::fpr:x:::oy within 3 man ddlﬂ.‘) e .
11. Industry or business s PHYSICIAN
E{R.Nmm Henry Schroeder £y || My Gndin Undertine
2 |15 Birthpaeo__ St - Louis Mo. : the cuuse to
14, Maidon name._ LONTEE “BEr 5 i g ¢y formisn oomtr Of autapsy should be
E 5 Warrenton, Mo. st
15. Birthplace (City, 22, If death was due to external causes, fill in the following:
16. (a) Informant's own slgnatyre (a) Accldent, suiclde, or homicide (specily).
) Addr ﬂ (5) Date of occutrencs
11, (a} uria (&) Date therect. 11-7-39 (6 Whers did Infury occur? (City or town, (Cosrty) (Stata)
(Barial, cremation, or remova Valhal Moatk) (Day) (Year) || ¢d} Didinjury cceur in or about home, on larm. {ndustriat place, {n public place?
{¢) Plzce: burlal or eremation Ma na };a emetery No 5
f place;
18. ( Slgnatureof Jpore) divgetor Fagh Ane rmann & Son While at work? (s"d"(‘-i"ﬁe:m of injury.
air ve.
23, Signa {M. D, or other)
19. b . - B -
(a)(D-n rocelved Local raglstrar) @ Afipfistend’s signataze) Addresa B2l N, Er Oﬁ dway Date mei_l_ll .65
P e

{Licensed Embalmer*s Statement on Beverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by. e R

—» Registered Apprentice No

-working under my personal supervision.

. . : Licensed Embalmer No,.= / / 9 C

. P. 0. Address.,. bs“{‘cg""’-‘%

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply wit

the above constitutes grounds for revocation of license.)

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

*




