—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

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

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of QCCUPATION is very important.
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RN
DEPA'RTMENT -OF C
BUBEAU OF THE CERS

Registration District N°--?~q——1——-

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

9093
2576

Stats Fila No

Registrar's No

Primary Registration District NO...MM_—

1. PLACE OF DEATH:

{z) County.
(b} City or town

St. Louwis. Mo,

(If cutside city or town lmits, write “AURAL" npd pame of township)
{e) Namo of hospital or institution:

Lindell Thpa_tne_é;éll_h_,_(}paadz_
(1t sot i hospital or instltution, writa t number or location)

(d) Lenztl_a of atay: In hospital or Institution

(Specify whether
Inthis community.
years, months or days)

LR
2. USUAL RESIDENCE OF DECEASED:

@ State-. M1 880UPL . ® County
(e) CHY 0F toWhmm D e Lo

(lfouulﬁ:%lyormwn lhnlh write “RURAL™)

J)Qreat No. _§5lLL~Shena.{l, voral, glve locatio

(e} Ifforeign born, how long In U, 8. A.?

A

years.

8. (a) PRINT

FULL NAME . Anthue. Jobn--Baglg

8. (b) If veteran, 8. (¢} Social Securlty

name war NgL- 0% ~&5 2
5. Color or

6. (o) Single, widowed, married,
4. SeMa'_l._.e.._.._.._._._ ra t e

4 A
darried
6. (b) Name of hushand cr wife.

divore
6. (¢} Age ofbushband or wife if

18.1"& Baals alive_. 9 & years
7. Birth date of d d Mav 29 18 LL
(Moath) {Day) {Year)
8. AGE: Yaars Months Daya If less than ome day

45 LA A T,

% Birthplace t‘r—%%un. T count. ?— (Bsats or farsign mﬂ{l.‘;]y)

16. Ususl occupation-_‘_-_-s-t-a-ﬂle-_ﬂand— e
11, Industry or budnen__lJ_lIlae_lLTheﬂm__/___

{12- Nams...3€ 0o WoBaals
13, Birthplace. W
{State or loreign comntry)

S/

(Siate or foreign country)

/)

(Clty, Im.rn. ar county)

:
&
& ( 14. Maiden name.__ [)3] io
g { 156, Birthplace .-«-«-—S-t—l——LQ-u»lswﬂw-MD

(City, w %‘nnt:)

16. (a) Informant’s owao signature.

(5) Address
i (b) Dete thereof W“
o, & rezaaval) (2) Date freo ﬁ'hl ¥l u¢) (Yoar)
1€ ‘ﬁ‘l“y*"‘

17. __C_P.em
(a)(Bur.m , ErAIna

(¢} Place: burial or cremation
18. (@) Sizn.ature_ u_! funeral director.
(b} Addresa

{Date received reghtfall

MEDICAL CERTIFICATION

16th

20. DATE OF DEATH: Month. MaT. aay

yenr.._...._leg’.Q hour. 7 H 12 mlnute‘.......E..(.......‘__M
21, I hereby certify that I attended the d d from
16 to 19 f

that 1 last paw b alive on.
and that death occurred on the data and hour stated above.

Immediate cause of denth_gﬂn_wsmt_ﬂmm} Lé.gfr_
gelf Inflicted In areawya on the nort
eide of the Lindell Theater 3511 No.
pwe . Grand Blvd., on March 18th] 1940,
at_about 7:12 P.M,

Due to. L

{
Other conditions. !

(Include pregnancy I?I.n 3 mf- n?nlh)

19___;

PHYSICIAN
Major findings: .
Of operatio v I Underline
the cause to
! I Thouid be
shou
Ot autopey charged sta-
’ tistieally.
22, If death was due to external causes, fill in the following:
(a) Accident, suicide, or homicide (spectly) suilcide
() Date of cccurren M mm

S L

(¢} Where did Injury occur?, v e
- {City or town) rsglounty) (Siate)
(@ Did injury%gcu: fn or about horme, on farm, 1n {ndust place, in public place?

‘M. D. orother) ...
Date mnem &




,ééﬁ‘:‘n%_fé /&Z7
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STATEMENT BY LICENSED EMBALMER

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

, Registered Appreatice No

worlking under my personal supervision.

Sigoed

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wi

the above constitutes grounds for revocation of license.)
If this body is not emhbalmed, above space should be left blank.

Licensed Embalmer No

P. O. Address.




