Wiz AL P LALINLATUCL VI ALFING DLAGDG IIVLW"VIANLRLD A FLINVMYIAINILINYE VDDLUV

;@nl x19511

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

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very impor.'_!_atnt.

DEPARTMENT OF COMMERCE
BuRpAU or THE C

“If ¥
Resl.!mﬂon glhtécjh%q_lﬂ _&.1__

MISSOUR] STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration Distriet No.__]_C)..O_B

PN e 1,
Registrar’s No.__.sgaa:

1. PLACE OF DEATH: - !

{a) County.
St.louls,lio,

(&) City or town
(If outaida city or town limlts, writs “RURAL" and name of towmbip)
(¢) Namae of hospital or institution:

Clity Sanitarium

(If not In hospital or {nstitution, write stroet number or looa D)

{d) Length of stay: In hoapitalor !nstitutlon_._z...«..Q..,A..__..._.ﬂ__.

2. USUAL RESIDENCE OF DECEASED:

(@ state_MlSsOUr]
St,louis 7
(If outalds city or town limits, write “RURAL") 4

5032 Emerson Avenue
(It ruza), give location)

(b) County.

(a) City or town

{d) Street No.

(Specify whother
Inthis nity. 70 years, ’
yoars, months or dayn) (#) II{oreign born, howlong in 1J. 8. A.? years.
. MEDICAL CERTIFICATION
s@pRve DEITA CHISS (20 . ;
FULL NAM 2]
P (:}LI IN - = 5 () Sostal Securlty 20. DATE OF DEATH: Month. MATGH _ay.. 318t
. vateran ‘ « L, O ]
' 1940 10 M.
name War, NO . No.__u_nkm whn year hour mmme——ﬁgj
21, T hereby certify that I attended the deceased from___lIﬂIl..L..,.lQ.éO
Femal 5. Color or te 8 (o) Stagle, widogpl, &mrﬂ oo || __Jan. X3, 194Q, 40 HMarch 31 1940
4. Sex ema.¢ race. * divorced.....— thatTlestsawh €Y ativeon .. arch 3lat 140 .
6. (b) Name of husband or wife...........eeeee 8, () Age of hushand or wife if || #nd that death occurred on the date and hour stated above. Duration
m,_.,_.DD,lJE;la g Crlsgs alive......o._____years || Immediate cause of death
7. Birth date of decessed_._Q.C toDer 2 1863 Chronic Myocarditis. |
(Manth) (Day) (Yeur) b T | V. N
LU X
8. AGE: Years Months Days If lexs than cne day Due to [i
i
) 76 5 29 [— | X min. . M
y Due to h I
0. Birthplace____P1ke County, Illinois = 754
(City, town, oz epunty) (State or forsign country) éf o *:—;’-,} -
10. Usual ocwpﬂ"ﬂ“ Hou S E“.vi fe - 7 021.121: e?nfhtjnm y within 3 ha of dlllh) / ? jl AR,
1L Industry or business g iy £ PHYSICIAN
B N Major ﬂndinzn ! —
E { 12, Name unknown £1 I oper ig tgnderltnt%
2 | 15. Birthpiace . ANKNOWN ! - which death
(ﬁ ¥, town, or county) (State or foreign country} Of autopsy ahould be
& ( 14. Maldon name. JIAKNOWN A ed st
E thatically.
S { 16. Birthplace I(EEASS wn Siete po— 22. If d esth was due to external causes, fill in the following:
)
18. (g} Informant's mmtwe%— (@ ;cddent. sulclde or homiclde (specity
®) AddrentS Z50 O ® w:“* °fd‘:;w- -
17. (a) ur. (%) Date there 9[0 ©@ ere injury City or town) s County) (Staze)
(Burial, cremation, or removal ) { (Day) (Year) || (&) Did {njury cceur inor sbout home. on farm, in ind: place, in public place?

(¢) Place: burial or eremation
18, (o) Signature of funeral director.

(b) Address. 28?&.“ L]

19. (a) (b)
{Duta raceived registraz}

~ark Ceta >

type of
(9 M

M

‘Whila st work?,

(Licensed Embalmer’s Statement oo Roverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certii’y_ that the body whose name is recorded on the reverse side of this certificate was embalmed by me, of by e

M » Registered Apprentice No

working under my personal supervision,

. P O. Address
Note: The above MUST BE SIGNED BY THE LICENSED EMBALI\‘IER in ]:us OWN HANDWRITING. (Failure te comply with

the above constitutes grounds for revocation of license.)

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