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"WRITE PLAINLY—USE UNFADING BLACK INK-——MAKE A PERMANENT RECORD
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MISSOUR! STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

J153
State File No.

_Pﬂma.ry Registraton District No._l.(....)..g..é_

1. PLACE OF DEATH:

(a) County.
() City or town

§t, Iouls

(If outside city or tawn Hmits, write "RURAL“ and name of townahip)
{¢} Name of hospital or institution:

De Paul Hospital

{1f oot in hospital or Enstitation, write strest number o1 Jocation)
{d) Length of atay: In hospital or institution

7

(Spocify whather

In this community,
years, montbs or days)

2. USUAL RESIDENCE OF DECEASED:

(a) sw:;_MLB_EQ.E.I«LM (8 County. :
St.. louls

{If outalde city or town limits, write “RURAL")

{d) Street NOW____QQ.QL_P Blvd o

(I:I' rural, give location,
(e) Tf foreign born, how long in U. 5. A.?.

&

(¢} Cliy or town

years.

8. {a) PRINT

FULLNAME__Anna Mary Damillot

8. (&) If veteran,

o 3. () SodalSecyry

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month.......MﬂIﬁ.h day_ 20th.
year_ ... 194_0_ ..............l.éﬂﬁ.......... minut.e...,...._.i.l.__M

-Garmany!. n.

Birthplan

22, If death was doe to external causes, fill in the fallowing:

Ar No.
T = 21. I hereby certify that 1 attended the deceased from ey
5. Color or 8. {a) Single, widowed, married, 1974, o s - [P 191?‘
i Sx. Female race__ W " divormd...D..i._.Y....'...__.... that 11ast saw BB T*- allve on_ I AtEsY o ] 9 19..‘.?_0,
6. (b) Name of hushand orwife...______.__ 6. {¢) Age of husband or wife if || and that death occurred on the date and hour stated above. _D—u;;mT
J_Qge Dh ngi 110 t Alive....rssere e, reeeeeyears || Immediate causg o death. . —
7. Birth date of decensed_____ 1EC e £5ths 1876 || .. M._J_ W it
(Month} (Day) {Year)
8. AGE: Years Months Day-a 1f lesa than one day Due t°“W_lw:_—
6 5 2 2 5 hr. min
D 0.
9. Birthplace Philedelphia, Pa, / ﬁ' -
(City, town, or connty) (Stats or foreign eonftry) {‘ g
10. Upual occupation HO uSGWO rk {6(?13- condi; [ 7 rz‘ & ( W L)
11. Industry or business . Sﬁlf ff‘ d‘a 5 PHYSICIAN
E . Name Jacob Egli /ﬂ Majsr f} M J—
I Underline
;f . Birthplace, SW i t 2 8(1‘1 Bnd. 5 —M:—— S — ::lheicl?lal:ato
an State or loreign country) 4 s ”
E { . Malden name..... jb_m _ﬁ_e ibel R 4 0‘“""2’3’ W - mnaf
,W..ml‘...om....m.. tistically.

]

16. (8) Informant ..
(b) Address...............

7. (@) . mﬁMi&L

(Burial, cremation, or removal

Blvd .
(®) Date thereot_ D= EB=40 . .
1.1

{Month) (Day) {(Yewr)

(¢) Place: burial or cremation
18, (o) Signatnre of funeral director.

(5) Address 3710 H. Grand Blvd.

f {City. town, or EW) Z (State or loan untry)

(a) Accident, suicide, or homidde (specily)
(b} Date of occurTence
() Where did injury occur?.
(City or town) {Conn (State
{d) Did Injury occur in or about home, on farm in Industrial place in public place?

(Specify type of place)

While at W(kwm [ 1] —
23. Signature # l {M. D. or other)......

Address A9 ?R W Date igned

{Licensed Embalmer’s Statement on Reverse Side)




P

STATEMENT BY LICENSED EMBALMER

i I hereby certify that the boedy whose name is recorded on the reverse side of this certificate was embalmed by me, or by m
working under my personal silpervision

5 Registered Apprentice No

e QG Szl

' - L:censed Embalmer No 5 ?{
. P.O. Addressj 170 71 5
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.

Ao of
) .
If this body is not embalmed, above space should be left blank . *

s A
i




