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MISSOURL STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District No._ato...._._.

e
44658

22213

Siats Fila No

impor

Rez‘lstratmu District No.. Repistrar's No
1. PLACE OF DEAT? 2. USUAL RESIDENCE OF DECEASED:
{a)} County. Louis ‘3 / L
Tine Lawn @ swate Mi8souri (% County_._ b+ Louis

(b) City or town

{If outaida city or town Limits, write “RURAL" and nama of towaship)
(e) Nnma of hospital or institution:

Edgewood uLursing Home
(If not in hospital ur [nstitution, write strest number or location)
(d) Length of stay: In hospitalor {nstitutio .

Ll ( § :yw (3Becity whotber

In this community.
yoare, months or days}

Pine Lawn
(£ aueside city or town limits. write “RURAL")

(d) Street No. 4 203 (c.d%vlld /3(_

(#nrul give location)

(¢} Clty or town

(e} Ii foreign born, how long in T. 8. A.7,

pe properly classified. Exact statement of QCCUPATION is very

WRITE PLAINLY—USE UNF
N. B.—Every item of Information should be carefitlly supplied. AGE should be stated EXACTLY. PHYSICIANS should statel—

" CAUSE OF DEATH in plain terms, so that it may

A@TPe 1 K191

0V, U-Li-oF

Oshkosh-.7is.
(e) Phca. bnrlal or cremation

18. (a) Sigmmn of funeral dhamrwaw.-m H

(% Address.. < ;
5. (@ ﬁEc_JL.Z__Lgsg o
{Data received traz)

MEDICAL ruarion G -
s ey [Bareuthoy
A ON qu q an f
20, DATE OF DEATH: Mont
8, (&) If veteran, 8. (¢} Social Becurity
_____ - - year, hour... utp..
name war. No. :
21. T hereby certify that I attended the dm:en.sed fromil . .. = I,
F 5. Colohor 6. (g} Single, widowed married, . to
4. Sex emale co. hite divoreed.! dowed that I last saw !veon ] . .-—-/ 6
6. (3) Name of husband orwife_____.._. .. 6. {c) Age of husband or wife if and that dent occurred on the date and hour stated nppve.
AuguSt BliVe. e _yenrs || Jmmedizte cause of deat
7. Birth date of decensod July 29 1856
{Mosth) (Day) (Year)
8. AGE: Years Months Deays If less than one day Due to.....
83 4 17
hr, min
Due to.._.
:QTBhthplnc;_; -Oshkosh-.. -. . N - R PP | WU
H(Ciu. h“.ioi' conaty} (State or (onm conntry)
ousewlie ., .« CUH T e o 7k, 4| Other conditiona L st}
10. Usual occupation 1 M [’ (I:l:l;ud.a Pregnency dtbln‘{qﬂn of dﬂﬂly ‘M / IR —
1. Industry or business il { PHYSICIAN
o . Charlea A. M - Bfajor findings: &J —
E { 12. Name ar-es sissner. . 5 . Of operatio Underline
the cause to
= \ 13, Birthplace ... s 5 & ermany ?ﬂ_ wll;lgldﬂh
ty, town, or county, iate or locelgn coun shou ]
& ( 14. Malden nnme__ll(njf.ﬂﬁﬂn Gl autopay. \ ) " |chl-rtadltnp
tistically.
15. Birtbola Unknown x
. Birtbplace s e ——— (Biste oo Tarelza conntry) 22, If d eath waa due to externs! causes, fill {n the [ollawing:
Accident, niclda, or homicide (specify)
16. {a) Informant’s own signature D faltrdy gt (@ eo \
® Adggom 2040 Daesy Weo e @ Dacostoocum AN
17 (d) (5 Date thereof ec 19 1934 @ ere njury occur L
arial, cramation, or removal) {Month) (Day} (Year) plu in publle place?

(City or town)
(d) Did Injury cceur In or abotg bome, on hrm. in ind




STATEMENT BY LICENSED EMBALMER

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

, Registered Apprentice No

working under my personal supervision.

Licensed Embalmer No.»3.2.4

p.0. adtres £23E T A Gy,

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

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




