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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
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lMARTMENT OF COMMERCE

ION ISR, o

Registration District Now.vro oo

MISSOUR] STATE BOARD OF HEALTH

STANDARD CERTIFICATE -Rfd)gATH

Primary Registration District No..ome—ervure

16601
40'79

Siats File No.

Registrar's No.

1. PLACE OF DEATH:

(a) County. -
ot. Louis

() City or town.
(If cutaide city or town limits, write “RURAL" asd naos of tawnship)
{c) Name of hospita] ot institution:

6109 Vermant Ave.

{If not in houpital or {nstitution, write stroes nomber or location)
(d) Length of etay: In hospital or instityd

(Bpecify whether
In this community.

2. USUAL RESIDENCE OF DECEASED:

Mo«

(a), State (») County.

St. Louils

(It cutside city or sown limits write “RURAL")

6109 Vermont Ave.

(if rural, give location)

/

{¢} City or town

(d) Street No.

18, (@) Informant CLYA e _Scharringhausen
@ Address_ 0109 _Vermaent Ave.
| (3 Date thereof.

17. (a) o=7=40

(Durin), cremation, or reworal) (Month) (Day) (Year}
(¢} Place: burlal or cremation DL o PANI1 T g Churchyar

I

4228 So0.

®)

trar’s signatirs)

18. (o) Slgnature of funeral w«mﬁgghammgr
ingshi hwa

:‘Le SWhlle at work?.

F’” B_QALM_M_L

yenrs, mouths or days) ' {e) If foreign born, how long in U. S A.7 years.
L W T MEDICAL CERTIFICATION
8 (o) PRINNE._Wllliam C. Scharringhausen ath.
20. DATE OF DEATH: Month JAY. day. i
8. (b} If veteran, 3. (¢} Soda! Security 1940 N ?, &?’ b
aame war None No N one year, O, of minut
|H21/I\h by ify that I attended the o d from
1 5. wo{ﬁlit 8. (@) Single. wldc:ﬂwed ;aiﬂedd \ 19, 4C AN 10. %06
4 Se:l__M_a;_Q._ ra e divoreed_ MATTL EC that T last saw b ™4 _glive on CQM 3 . 191&9:
6. {(5) Name of hushand or wif 8. (<) Age of busband or wife if || and that death occurred on the date and hour stated above. Duration
Anna Scharringhausen allve O eara|} Immediate cause of death
¢ it doce of doanng. . JULY 20 1869 A oA
e e fotont) Do) (Yoas BV Ao b W‘. GOOa K,  Aunflecny,
8, ACE: Years Months Dayw If less than one day Due to.
70 9 14 e, min £ : 0 J
el 1 [P/ LIV P &) UL YU = v o
9, Blrfhnlnﬁ- S t Louis : I‘AO kd Auih = . - - ! {-‘
S(Cu . town, or county) {State or foreign muntryi B d jf L] /F{
s alesama her conditiona
10, Usual occupation n > o(i;jrnd. ney witkin 3 monthe of death) I u ———
11, Industry or busi Prescott Co. L }f . PHYSICIAN
. H
€ { 12. name:Unknown Scharringhausen Jo|| Mojgy findinzx: | ARV T 7 —
. : Underline
% 15, Birthplace Germany 7 g{;f ich deata
& [ 14. Malden name Uﬂ:ku_h o50) M Stata or forsign comsiey) Of autapsy botnat i should be
. 2 tistienlly.
E { 15, Birthplace Ge 3"1"311'9' 22, If death due to external £ in the follgwing: d
3 (GCive. Vo, oo commy) [Btara or forelgn couatry) . eath was due causes, e follp '

{g) Acdldent, sulcide, or homicide (specify)
(%)} Date of occurrence.
() Where did injury eccur?.
{City or town) 5 {County) (3ta
{d) Did injury occur In or about home, on farm, in industrial place, In public pla.oel

(Specily lﬂn of place)

{e) eansofininn
(M.D.wothﬂi :l

Date

(Licensed Embalmaer’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

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

B

, Registered Apprentice No

working under my personai supervision,

P. O. Address

Note. The above MUST BE SIGNED BY THE LICENSED EI\‘[BAL\IER in his OWN HANDWB[T[VG. (Foilure to comply wj

the above constitutes grounda for revoeation of license.) |

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