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N. B,—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS shonld state

CAUSE OF DEATH in plaln terms, so that it may be properly classified. Exact statement of OCCUPATION ig very important.

DEPARTMENT OF COMMERCE
Bunpat or THB CENSUS

8 L 41840 STANDARD CERTIFICATE OF DEATH State Fils No
RezMnﬂoanLﬂ Primary Registration Distriet Nowooooooo Registrar's No. 182

MISSCURI STATE BOARD OF HEALTH 1 8

2

1. PLACE OF DEATH: L“{ 'VE@)
() County. Ste IRL)QQ"N ‘Ul

{4) City or town
(If ontside city or town Iimits, writs “RURAL*’ and nama of towoship)
{¢) Name of hospital or institutfon:

268864 Dover Pl

{if not in hospita! or Institution, writs strest number or location)
(d)} Length of stay: In bospitalor institution.

In this community. 23 Ye ars
years, months or days)

(Specify whatber

2. USUAL RESIDENCE OF DECEASED:

(@) state... Migsourl . & comty

{¢) City or town Stn Loui a8

/

(If outaide eity or town limits, writs “RURAL")

(& Sereet No__2308768 _Dover Pl

(If roral, give Jocation)

(¢) If foreign born, how long in T, 8. A

ycars.

S (o PRl e . Apthur Ssuter 2 L./

8. (b) I veteran, 8. (¢) Sgclal Security
name war None No.?? = o'ﬂ?_’f
B. Color or 6. {a) Single, widowed, married,
4. Sex__l.ﬂﬁ.lﬁ_._..__.. nce.mtﬁl diverced M&]"T‘j ed
6. (b} Name of husbandor wile___________. ____ 6. {¢) Age of hushand or wife it
_Lillimmsmmm alive........Aﬁ.........yem

7. Birth date of deceased ________
(Menth) {Day) (Year) (

B. AGE: Years Months Days If leas than one d; b
57 5 [ > T P— T X ...,......JI; '}'.I_iq.

10. Usual occupation . Offica Manager

/]

9. Birthplae I -
{City, town, or county) {5tate or lorei}n

. Industry or business_..iO0 2. Wiles Biacuif
{12. Name___d@boC Sguter == | oef
18. Birthplace

_ __Garmdny __
'wn, or county) {State or forelgn eoﬂ:mry);
{ 14. Maiden ma_.ma_shham_mmﬁ..

0
16. Birthplace : .__Gﬁmanﬁ_

] {City. town, o7 county) {Bzate or lore!m countrr) -
16. {a) Informant’s own mtmwm_
(b) Address.

MOTHER FATHER &

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month ____JAT . day

8 Pnt
vear_ 2940 o X e QO AN

21. I hereby certify that I attended the d d from
19. to 19__
that I last saw b, alive on 19
and tha h occurred on the date and hour stated above.
Duration

Impfediate cavse of death

1. @ (5} Date thereof—__1 a_ 4

, cremathon, or remaval) (Mgnth) {Day} {Year)

(¢) Flace: burial or crematio

18. (a) Signature of funeral director_ KX 38 gshanger JInd (o

2 )

! .4"
PHYSICIAN
Major ﬁnd.inﬁa: —_
Of operationa Underline
the cause to
) ahonid ba
shou
Of sutopey. | eharged sta-
|isticaity.
22. It d eath was due to external causes, fill in the following:
(s) Aceident, sulcdde, or homicide (specily)
(b) Date of cceurrence,
{¢) Where did Injury oceur?.
(City or town) County) (State)
(d) Did Injury occur {n or about home, on farm, in indus place, {n public plgee?




STATEMENT BY LICENSED EMBALMER - ;-

.
L 3

1 hereby certify that the body whose name is recorded on the reverse slde of thls certificate-was embalmed by me, or by ............. PR

Regmte_red Apprennce No

s.gned..W ﬁ/ er%w»
Licensed Embalmer No.. 3595_ ...................

P. O. Address

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

If this body is not cmbalmed, above space should be Icft blank.

working under my personal supervision,

3 N ae *



