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DEPARTMENT OF COMMERCE MISSOURI STATE BOARD OF HEALTH
THR
SARS Frares o T Cmms STANDARD CERTIFICATE OF DEATH
AN 1% iy iy
Registration Distrlet No..._«_J/{TD) ] Primary Registration District No
1. PLACE OF DEATH:¥1 /RAV/A\ 2. USUAL RESIDENCE OF DECEASED:
{a) County. C\lg j

() City or town Stg Louls

T outaide eity of town limits, write "RURAL™ and name of township)
(e) Nnme of b ital or institution:

ouis City Hospital #1

(l I not ip hospital or institutlon, write street number or location)
(d) Length of stay: In hospital or institution

(Specily whether

Inthis communlity.
yoars, months or days)

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.
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St. Louis

(¢} City or town

L/

{If outlde city or town limits, write “RUBAL"’)

(d) Street No, 2424 6019111&11 St.

L4

{¢) If foreign horn, how long in 1J. S. A.?.

_ {If raral, give tocation)

years,

s@emr  Jolm Schweltzer 9 f»

8. () If veteran, 8. {c) Social Security
name war. No,
5. Coloror 8. (a) Single, widowed, married,

4. Senglg.w
* Yargaret Sobweitzer

- 11 - TRRRR——

7. Birth date of dmmd.mA...ns____.. — z 1878

divorced..ﬁidngﬂe_z

8. (¢} Age of hushand or wife if

20. DATE OF DEATH: Month DG OINDAY day
1939 -

Jear.

MEDICAL’ CERTIFICATION

12

minute 20 B M.

21. I hereby certify that I attended the d

193

19

eetrred on the date and hour stated above.

Duration

{Month) {Day) {Year)

8. AGE: Years Months Dayn If less than one day s to

61 4 10 br. . _.__._min il

t
9. Birthplae ROBeﬂbGI‘ ) G
L (Cﬁu. town, or county} {Swate or forelgn eonntr? ot e
10. Usual occupation aporearxr q’ (l::,::.nw“z.mm P YR Y ————
11. Tadustry or businesn O VY OFf Ste louils bl PHYSICIAN
E 12. Name__HENTY Schweitzer (o || Molsy Sndings: A —
2 L1s. Binpince_ROSENbETE Germany , Ry
é 1. Matdon oame BEPUELE-WI1g Coeoromimeonis) || ofuutopey Rhouls be
Rosenber tistteally

g { 15. Birthplace g Goxm 2. 1 death was due to external eauses, fll In the following:

(b) Address

17. (o) () Date thereof.
{Buarial, cremation, or removal} (Month) (Day) (Year)

(e) Place: burlal or cremation calvary Cemetery

o) Slgaatire o wtor.CUllinane Bros
et 4710 W+ Orand Bivd.

19, b -
(a)(ﬂ registrer) ( {Rogistrar's dignatore)

bt o) Accldont, suielde, or homicide (zpecify)

(City or
{d) Didinfury oecurin or about home,

{c) Whera did {njury occnr?,

(Coonty} (State)

industrial place, In public place?

——, J |

‘While atiworly

23, ‘-_‘.“”L_
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(Liconsed Embalmer’s SulmWRé‘{ Side) V

(Specify typs of placs)
Means of infory
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STATE\IENT BY LICENSED E‘\IBALMER ot
*":f" TR T e ‘
I hereby certify that the body whose name 15 recorded‘ on the reverse side of this certificafe was embalmed by me, or by GRUTUORUERR—

, Registered Apprgntlce No
ou RO P

- N Licensed Embalmer No. 3[_.?“’ ..........................

working under my personal supervision.

-

o P.O:Address on
Note: The nbove MUST BE SIGNED BY THE LICENSED EMBALMER in lus OWN HANDWRITING. (Failure to comply wi
the above constitutes grounds for revocation of license.) . o e

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




