N. B.—Every item of information should be carefully supplied. AGE should be-staté;l 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 COMMERCE
Buapau or TER CENSDS

JAN 12 1940

Registration District No.

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No

Siats File No 4 1 1 5 7
Registrar's m__.‘l_QZBLl

/

1. PLACE OF DEATH:

(a) County.
9t. Umuls, Missourl

(%) City or town
{If outslde city or town limlits, write “RURAL" and pame of $owaship)
(¢) Name of hospital or institution:

City Sanitarium

(If not in hoapital or institotion, writs strest anmber
(d} Length of stay: In hespital or lmituﬂoM&d
29 yrs8 mog.ll day §rei e

In this community.
years, months or deys)

2. USUAL RESIDENCE OF DECEASED: V)

(s) State.. »f_....l“ sm;' ry (4) County.

{¢) City or town. st . Louls 5
(1f outelds ity or town limits, write “RURAL™}

706 Soulard

(1f raral, give location)

2.3

A3 Street No.

(#} If foreign born, how long In U. 8. A.Y. yoars.

o MEDICAL CERTIFICATION
3. (o PRI Emma Fortner 3 s :
TR o So:i—nl — 20. DATE OF DEATH: uonth_N_CL‘é_ _day...30th,
. veteran, L (¢ ecurity year 1979 hou L) minute_ BT np,
name war. No No. No
21. I hereby cortity that I attended the d d from.

1 8. Color or t 6. {a) Single, w I;u;;?imenrél.od July 13- N 19_3_&,. Nov, 30th 19“3_9
«safemale race e avorciterried that Ilasteawh QI aliveo ¥ — 1P
6. (b) Namae of husband or WHL.!W_ 6. (¢) Age of husband or wife 1f || and that death oecurred on the date and hour stated sbove. Durasi

H!At ghle Fort ngl" alive__ 2 years || Immediate eause of death "
7. Birth date of decensed.__ % 19 1900 Paretle Selzure
{Month) {Day) (Yoar) 7 RQ 3
8. AGE: Years Months Days I! less than one day
39 P 11 eneTal Paralysis “of the Insdne
hr. min
“|| Dua to T 20
9. Blrthplace st. Lous I‘ﬂis Souri e T ‘,/ /2}1
(Ciry, town, or connty) {Srate or foceign vountry) ﬂ Ip

10. Usual aipueewlfe L Other conditions. A o,

P 1] (Include pr within Ay ezo( Iz * —
11. Industry or business - PHYSICIAN
E 12, Name_08WA1d Bauer (|| Moty todinax: 74 —
& \13. Birthplace St. LOU. is Missouri (/ \} i‘.’hl:[cegm&;
3 ¢ 16, atton sume EIRE “ETHTODLE O monwsans) (| ot autpey fhosisbhe

{m Birthpl 8¢%. Lpouls Missourl
(City, to

wn, oF Stats or lorsjgn cotntry)

16. {a) Informant's own mmma&%
(%) Address SFOL Bptanna le oI

17. (a) __ () Date thereot__12/4/ 39

(Baria!, cremation, or removs)l)
{¢) Place: burial or crematfon

(Month) (Dmy} (Year)

(d) Address
19. {a)

H (¢) Where did Injury eccur?

(Dute

22. If death wee due to externsl causes, fill in the following:
{a) Accident, suicide, or homiclde (specily)

(%) Date of occurrencs,

iy or town

(Cl (Sta
{d) DIdinjury occur in or about home, on farm, in lndunrlal place. in publie plm'r

jury.
[ (M.D.orother)_____

Date signed ... _
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S
. STATEMENT BY LICENSED EMBALMER et |
‘1 hereby certify that the body whose name is recorded on the reverse snde of this certificate was embalmed by me. or by___:_-._---__" ....]
: ' : Reglstered Appreutlce No

workmg under my personal supervision. ) .

Slgned
S

' ' _ ) _ . . Lu:ensed Em Ipter Noyz
. . N Co . s P. O. Address m )
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hia OWN HANDWRITING. (Failure to comply wi

the above constitutes grounds for revocation of license.)
If this body is not embalmed, above space should be left blank,




