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USE UNFADING BLACK INK—MAKE A

Pl'\MANEN T RECORD

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.

WRITE PLAINL

<E3e T X19511

DEPARTMENT OF COMMERCE

Bugeau or TiB CENSTE
Bl

ﬁzSSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH State ¥ils No

504 .

Repisirar's No

204

(If outside city or town limits, write “RURAL" znd name of p)
(¢) Name of hospital or institution:

BARNES HOSPITAL

(Ef not In hoapita) or Institution, write street number or bocation}
(d) Length of etay: In hospital or institution.

{¢} City ot town S -r

Registration District No. o Primn,, tion Distrlet No..

1. PLACE OF DEA LL\LU ) ) =0 L7 (@4PPUAL RESIDENCE OF DECEASED:

(a) County. b “a .

3 ity on romm B 1IN 8y, [0 @ seataL20isS0uR L ) Couny

[owrs

&

(If ontsida city or towan limlts, write ™

@ streot No._ 44 5 7 7 4 Fre i

RURAL"}

{11 rural, give location)

18, Birthplace Unkhown Greece /
{City, town, or county) (Bata or foreign mnfl)
16. () Informant’s own signature. Mrs, Al ma Tirles

4877a Page Ave.
(b) Address
17. (@) Buriﬂ-l (b) Date thereot. 1/1 8/40

(Burlsl, erematlon, or removal) (Month) (Day} (Year)
(¢) Place: burict or cremation 8t.Matthews Cem.

18. (a) Signature of funera! director, 1bert HjiHo
| @ Addrens 4700 Wesh}ngt_qn_m._
19. (@) %' 1940 o) !

22, If d enth was due to externsl couses, fill in the following:

(a) Aceident, suiclde, or homiclde (specily).

(&) Date of occurtrencs,

(Speclfy whether
Inthis community.
years, months or days) {¢) Ifforeign born, howlongin U. S;: A.? years.
—_ MEDI CERTIFICATION
3. PRINT —
FOLL NAMFL.N...I...%Q.E&.i_.._l..l.m.é@m_ : 18
8. (8) I veteran 3. (2 Soctal Securlty izo. DATE OF DEATI  Mont 7 31 )
nsme wor..._ NO4 0A97-03- 408k v llEOsow 7. R .
21. I herchy certily that I attended tke d =
5. Color or 6. (a) Single, ?7 owed, married, " 2 7 19_‘/_Q
i
4. Se-_,lis.ﬁ.lﬁm..m.. mcaﬂb&.j:..t...@.. divoree vl that I lust saw h.AtY).. alive o 18 jl“q
8. (8) Name of husband or wife—————_. 6. (¢) Age of husbhand or wife if | and that death occurred on tﬁﬂ b Duration
Alm a8 Tirles alive.._. Y L yeam n?ediate cause of d&
7. Birth date of 4 o Dec. 6 94 uj’ et
{Moath) (Day) {Yoar)
8, AGE: Years Moenths Dayn If less than one day Due to
45 1 g br. min 7
- Due to LI -
9. Birthplace, Unknown - Greece ] ﬁ P
N {City, town, or county) (State or foxuign conntry) j H," T
10. Usual tion Bartender Other conditions _ “,.,
i ¥ (Inetade within 8 ths of déa o —
Grand Cafe 7 I
11, Industry or business. y { PHYSICIAN
- Maujor fndings: * —_—
E 12. Name Gus T i rl e8 F ) ! operations Underline
£ U o lnoms__ _Brecce 7] e —
Citz, town, M
E{ 14. Malden nam Nl Eina ﬁ‘ﬁﬁw % E‘i‘ku%'dty“:

(¢} Whare did Injury occur?.

(City or town}
{d) Did injury occur in or ebont bome, on farm, in !ndmtrs.n.l

unty}
place, In puhlle ace?

{Specify type of placa)
While at wor Mea.nno“njury-f——————-——-—
23, Mtw% (M.D. osothonie ...
satrem_ BARNES HOSPITAL o aignedd /L= ¥

y (Licensed Embalmer's Statement on Reverse Side}




e e

- 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

» Registered Apprentice No ,

slg,,e/ e ,LM/ = f%/ @z/ﬁa,_,

V4
T Licensed Embalmer No Q ? L/

P. 0. Address.

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.) !

working under my personal supervision.

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




