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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
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DEPARTMENT OF COMMERCE
BUREAU oF Tor CENSUS

MISSOURI STATE BOARD OF HEALTH

201 STANDARD CERTIFICATE" QF DEATH

Stals Fils No

38243

T o
Registration Dhtrlct No....._..._._zp_,qt::_ —~ Primary Registration Distriet No, ? &ﬁig _ Repistrar's No..lmgg_—
I. PLACE OF DEATH: = 2. USUAL BESIDENCE OF DECEASED: /

{a) County, )

@ Cityortown___ 9% Lauls Mo / (a) State..MQ (¥ County.

(1T putsida eity or town limits, write YAURAL" and nsma of towoship)
(¢) Name of hospital or institution: (¢} Clty or tow o)
Deeg Paul Hospital 2415 n Ki ngs (If oatelde city o town lmite, writa "RURAL") ]
{If ot [n hospital or Izstitation, write streat number or local s_;r
() Longth of stay: In hospitalor fnatitutto hwa @ streot No. 1501 Faragut 2wl
Specify whether rural, give location)
In this community. 29 __Years
years, months or days) {s) Ifforelgn born, howlong in 1. 8. A.T___..__2 ol ... YGR.

er 53’1\(:’)

8. 4a PRINY . Thersgésia Ung

N. B.—Every jitem of information should be earefully 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,

Rov. 5-17-39
BB 1 Xt

8. () If veteran,

8. {¢) Soclal Security

MEDICAL CERTIFICATION
. -~

20. DATE OF DEATH: Mont

ym....Li..iﬂmhom_..._J_O_

aay_ e ndis

=
SO mlnute_...'...a.....t....... M.

{ 15. Birthplace Austria Hungarlia
(State or forejgn comotry)

292. If d eath was due to external causes, fill in the following: *

name war. No. NO ne .
T 21, &Fsreby cer;tfy‘ ¢ I attended the d d Li::,f —
5. Color or 6. (o) Bingle, widowed, mifred, Ty ko A9 2y,
v s _Famale | meWhite avorcccMaried that I last saw E¥er__ elive on. et 2.8 T oy 152
6. (b) Namae of husband or Wifewouoee.. 6. (¢) Age of busband or wifc if || and that death occurred on the date and hour stated above. Duration
—.Peter Unger . attve. 56 _ I te cause of death
7. Birth date of deceased._cline .8 TH_ 1878 e -
{Month) {Day) {Year) > ﬁ : "‘-7 A '—g : g ?
8. AGE: Yoars Months Dayn If less than one day ﬁ
lerdlr
61 - e 5 - 18- hr. min - //
Due to.
9. Binbplace A28t 18 )/
é(.‘du town, uria?u) (Btate or foreign c;u.nr.ry) P ‘ hd
w Oth ditio
10. Usual occupation. ouse e / :[:;:::: ne, o) popr } P——
11. Industry or business, . ’,: ‘JO PHYSICIAN
[ Mnjur findings: _
E 12, Name_.o .o Mi ke s Ohrame l / Q! operationa, [ - Under!ins
5 Lis. Binnplaca___Austria Huncaria 27 obich daath
11y, taprn, or coun (State pr forelyp cotory) Of auto N — g should ba
E 14. Malden name ungf "7 L T charged sta-
]

(City, town, ]
16. {a) Informant's own dxmtma__%p ? dcrack) Lot

® Addr : Faragut Str 1939
1a

17. (a) (3) Date thereal. NOTQG‘ Th
(Bml crematlon, or removal) (Momb) (ay} (Year}

(¢} Place: burlal ar eremation Calvary .Cemetery

(o) Accident, sulelde or homicide (specify).

(&) Date of occrrence.

{t) Where did Injury occur?

(Ci
(&) Did injury oceur in or nbout bome, on fnrm. in indu:tril.l plue. In pnbl!c pznce'!

‘While at work?

(Bpid!r
18. {o) Slgnature of funeral director. - (c) Mnns f lnjmy._T_,m
(b) Addrems. 6 N LJ 1 Th Str 21 g T!_" t
23. Signal
19. (a) ()] /_’ M A o {
( B2al ) s signotare) d:al_.‘Lk_;.Lb Date sign
! V (Licensed Embalmer’s Statement on Reverse Side)

,/_;Q
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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, Of DYoo

Registered 'f\ppreniice No ,

working under my personal supervision.

. Licensed Embalmer No
o POAddressy/ﬂé’ﬁM“/

Note: The nbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITH\G. (Failure to comply with
the above constitutes grounds for revocation of license.) _ .
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" If this body is not embalmed, above space should be left blank,




