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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 QCCUPATION is very impor
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tant.
FEN

DEPARTMENT OF COMMERCE

MISSOUR1 STATE BOARD OF HEALTH

1 BUREAU OF TRE CENSUS :}8080
pEc 1y g O D0 STANDARD CERTIFICATE OF DEATH e

Citv InTirmary Hosnital.

In this comrmunity.

{If not in bospital or Inatitution, weits strest number

location)
{d) Length of stay: In hospital or institution Deo GI’;{)BI' na . 19

B\rrs R {Specily whether

years, months or days)

§

Registration District No.___ ‘qg} Primary Registration Distriet Nowo . .. Regtstrar's No. _991__9_
L. PLACE OF DEATH: o 3 / 2. USUAL RESIDENCE OF DECEASED:
(a) County. St. Louis L . 11 S5t L i
(3 City or town ot. Louls, ilO, {a) State 2:0. () County_ . 22Ue JOULS,
{If outaide city or town limits, write “RURAL" and name of township) .
(¢) Name of hospital or Institution; (c) City or town St. Louis, / 3

{If aatside city of town limits, write “RURAL")

5800 Arsenal Sit.

{d) Street No.
{If rural, give location)

(e) It torelgn born, howlong In U. S. A.7 years.

8. () PRINT
FULL NAME

Minnie Dieves. /2-(*)

3. (&) If veteran,

B. (¢} Social Security

DRMEe WAar. No.
5. Colo) 6. (a} Single, wid ed,
esec Female | o Hiitte dive ed__}_ _éi;T

6. (b) Name of hushand or wif

6. {¢} Age of hushand or wife if

MEDICAL CERTIFICATION

0. DA + Mont| // Y—B’- SZ
znz:ﬁ mub‘f_ﬂj—:'.%ooﬁ“ /pu

21. 1 hereby cortify that I attended the deceased fro i embe
24, 1936 .o dovember 4,,0

that Tlastsaw b OL _ ativeon uovember 14, _ =9

19.......;
and that death occurred on the date and hour stzted above.

Duration
Immediate cause of death.

Unknown.

14. Maiden nama,
16. Birthplace

(b} Addreg:).

=5 (City. towa, or %nly) m&n conntry)
16. {a} Informant's own signature. L L

. 5800 arsenall S

18. (o) Siznatu.rao

{Burial, cremsation. or removal)

17. (a} / 5 e cad () Date thm&lﬂy_&]._ 1939 .
£’

{¢) Place: burla! or eremation

o Penrenlin o

(b Aﬁﬁu
v 21_19@
19 (d)(D-u roceived local resietons

allve... ... ears o Ny
7. Birth date of d sduly 8, TETS& I | [— e [
(Month} (Day) (Year) Yt e O A i
8. AGE: Yenra Months Days If less than one day Due to Wj, j
88 4 6 hr. e min 4 I /,’ ;’ -
N . _ . i |{ Due to. "
9. Birthplace i MM" I\ zf ‘0’1’/
(City. town, (ojr county) ‘L {State or foreign umntn] ’ ‘/,/j,
I CoCUuUDnatTlion. Other conditions,
10. Usual occupation RAY D (,i (etade prexnaney withia 3 wonths of §o Ejm\ WI a—
11. Industry or buxiness X - : : {4 PHYSICIAN
E 12. Name v/illlam Dieves. ) - Major E:gi'gﬁn“ . , ;—-—“
A — ; the catse to
& \ 18, Blrthplace (mUn ¥n 9}'.1%’].' . - i'“? ; wgﬂch ldg.gh
PHAT L e D e N
2 v RRSEIS b te  RFBULT= = || otsutopsy ahould be
E tistically

22, If death was due to exteroal causes, fill in the following:
{a) Accldent, suiclde, or_homiclde (specify)

(b) Date of oceurrencs,.,.
(e) Whera did Injury occur?
{City vr town) rty} (Sun
{d} Did injury occur {n or about home, on farm, in lndustr{ul p.lace, in publlc place?

{ (Bpacify type of place)
(¢) Means of {njury.

T 2 (M.D.orother) .

Date sigoed .. _

(Licensed Embalmer’s Statemeont on Revarse Side}



STATEMENT BY LICENSEﬁ.EMBALMER'

[N N

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by ine, or'lgy

: » Registered Apprentice No L
working under my personal supervision. ‘ IR R . '

. R . Licensed Embalmer No

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F: mlure to comply wit}
the above constitutes grounds for revocation of license.)

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

LR TR




