.
C

ormation 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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DEPABTMENT OF COMMERCE
BUREAU oF THE CRNSUB

JAN 12 300\ g

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Regiatration District No.

e 1659

Rtvidl"nf'l No._107 2

1. PLACE OF DEATH: J_Lbdé'jj

{a) County.

/
(b) City or town._s_t_l._L_Qlli.ﬁ.&___MiB sourl

{If ontsida city or townlimits, write "RURAL” and name of l.nwnlhin)

(©) Nazmo of hospital or & ““"“Hogpit al, #1

. (If not in haspital or institotiun, write strest pu her or Jocation)
(d) Length of stay: In hospital or lnnituﬁon_.lLMS_____

(Specily whather

In this community,
yoars, months or days)

2. USUAL RESIDENCE OF DECEASED:

(a0 stato llissouri
St. Louis /2.
{If outeide city or town Hmits, write “RUNAL")
5028A Delmar

{If rural, glve location)

/‘,

(b) County.

(¢} City or town.

(d} Street No.

(e) If foreign born, how long In U. B. A1 vears.

8. (a) PRINT
FULL NAME

Phillip Meyer &6 %

8. () If veteran, 8. {¢) Boclal Becurity

e o mmmm————— n294-10-"7924
5. Coleror, 8. (a) Single, widowed, married,
4. Sex liale e itL d.Ivnrced_..__..S...i..g.g.:.l.‘.g

8. {(b) Name of husband or wife._..... 6, (¢} Age of husband or wife if

MEDICAL CERTIFICATION
20, DATE OF DEATH: Mompid@CEIIDEr . 16,

mr__.......ls.s..a..__hour._..____&:_li___m(‘ nut.e___.___A.._l. M.
21. T heraby certlfy that I attended the d 1 rom DO COMbeEr
IQZIQ to..Dﬁc.&ﬂ.bﬂr....lﬁ.,.
that I last eaw him, alive un..__.____._DB_c_embﬂLlﬁ_!_.. 19;'.’29.

and that death occurred on the date and hour stated above.
- Duration

- AUV s Immediate cause pbdeath
7. Birth date of deceased Oct. &, 1900 _.__._.ﬁmmr&faa&m,__ IS
{Month) {Dey) (Year)} Y
8. AGE: Years Months Days If lems than one day Due M—W_MM [
39 A 14
[ I— . min, Due t
Iy M a to.
9. Birthpnace_ 4 dieville, Illinois =~ . .
. " (City. town, or county) {State or foreign ¥} :

10, Ul'llll occupation IhaChl S 7 Other conditionn ’ }} f ’M

- (loctude preguancy within 3 months of death) /i U ! —
11, Industry or busines. Elac tric 8.1 ’.- ) . ! y PHYSICIAN

d M findings: _—
E { 12. Name Be ;‘_nard ' I:fa L2 ajoo{ OWDM Underline
2\ 18, Binhotaco_ Addioville, I11. ¢ eileh death
8 ¢ 14, Masden same_ L BETE “PHzel po s i Pwmind || of sutopsy phould be
E{m Birthol Addie V1b1@n P - : —
3 Cier - apegnty) W AT . eath was due to externa) causes, fill In the following:
16. {a} Informant’s own A‘; AY /l 7L /4’/ /1 (@) Accldest, suicide, or homiclde (specify).
o st Bolleville, I11, i @ Dt ot occumanc
Removal @ Dato-thoroot__ L2/1.6 /39 _|| © Whero did tajury occurt P T e TP

17. (a)
(Burial, cremation, or removal)

tion

(=) Place: burial or eyor
18. {(a) Signature of lunernl diractor-
(b} Addrem

w “ﬁsc:i:&:i&&&.—

"z

A llﬁﬁuﬂin:ﬂ (Your)
M__

{Hegistrax's signatnra)

(Cisy
(d) Did injury occur in or about home, on ll.rm. in industrial place, in publie p!m‘!

While ot work?

(Specify 157&
28. Signat /wz 070221'}
Address - 5 afayette. Rj

{Licensod Embalmer’s Statement on Heverse Side)




ST %
<

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 ...........

, Registered Apprentice No

worki'ng under my personal supervision. o, \

" Licensed Embalmer No g ‘7 —? &
. , PO Addreéo.

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

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

. .




