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DEPARTMENT OF COMMERCE
Bureay or 188 CENSUS

Registration District No..._...lg_l__.

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration Diatrict No.._l_gg_g

16625
4104

State Fila No,

Registrar's No

i. PLACE OF DEATH:

{a) County.

(b Cityor town.....,............b__..l:l@&lﬁ
(If outeide city or town Hmits, write “RURAL" and name of township}
(¢} Name of hoamta.l or jastitudon:

De Paul Hospital

(I not in hospial or Institution, writs atrest number or location)
{d) Length of stay: In hospital or Inatitudon

(Specify whather
In this community. :

2. USUAL RESIDENCE OF DECEASEh
Missouri
St. Louls

{1 ontstde city or town limit: write “RURAL™}

(d) Street No_ 4629 E]I!lba.nk Ave.,

(1f rural, give kcation)

{a) State () County.

1

(¢) City or town

"~ 7" (¢)” Place: burlal ‘or crematio:
18. (o) Sigoature of funeral director_.

& Address 3834 Natural Brid

Y 7_ 1984,

rewivud Moce! registrar}

19. (a}
{De

yeary, mouthy o daya) (e) If forelgn born, how long in U. 5. A.?. Years.
8. (s} PRINT L’L 50 MEDICAL CRERTIFICATION
"FuLL NAME...... BUMA PEEL
= 20. DATE OF DEATH: Month LAy day___Bth
8. (¥ If veteran, * 3. (&) Sodal Security .
ym..,.....lm ho! ___11_._____ utLls_..Aa_.M.
name war. - Np... == -
21, 1 hereby certify that I attended the d !rnm O !9'
5. Color or 6. (2) Single, widowed, married, 1 M & 19 ¥4
4 Sex.._.FemﬁlQ__ moLﬂh.ltnﬁ‘..‘.,. dlvoxedt.mmg'__ that 1 last saw b=l _ allve on AL [~ 1w4n
8. {3 Name of husband or wife ..o 8. () Age of husband or wife if || and that death occurred on the date and hou.( stated nbove,
.......H..,.GQ.OI' gae W, Pael . plive.....t= - years
'l' Birth date of deceased September 8 1870
{Month) (Day} (Your)
8. AGE: Years Months Dayy If {ess than one day
69 7 29 hr. min.
Due to C“ i
=9, Birthplace.__Quinoy, ... e creJ1llinofis-ff o B ernn ommia o b= Bops oo
{Ciy, town. or connty) (Stlhor forsign oonm:?) ‘l = £ 3 o
ok Other conditiona, L4
10. Usual occumdon_u_mw {Inclode prognancy within 3 montba of desth) v i
11, Industry or business_ ) PHYSICIAN
E { . Name Leon-Kriner - N R A §£ %dd:._w | —
( ti nderling
& Us, Birthplace _(SEIBB..Q Conwcia L "'L thecauseto -
tats or forsign count; - -
*"Of aut, should b
E 1i. Maiden natoe Eiii&bwmms oy Tipom o, A e . ‘m lm’
‘ tlstically.
16. Birthplace (City, tows, or couzty) u - (Bu?-%ﬁ%&?— 22, If death was due to external canses, fill in the following:
‘18, () Info ¢ (dlnad. )? OI A < () Accident, suicide, or homicide (specify}
® Address 4629 Elmbank Ave., () Date of occnrrence
Wkere did injury occur? :
17, @ __Bur "1 (8 Date thereof ..8,.-1940_ (| © j {Clay oz tows) (Caunty) State)
{ ({Burial, eremation, or removal (Moath} YD-:'J (Yoar) (d) Did injury occur in or about home, on farm, in industrial plat:. in m:lbh:: place?

. {Specify typs of place)
Whﬂe at wor| ’ : Means of !njlry_..i.....__..._.........__
23, Slgnature ;E {M. D, or othRkr),

Address 8{’ ﬁ M f"bbwﬂ'-lh&ef Date siznedii\?_zb

’ L4




STATEMENT BY LICENSED EMBALMER
iy

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

.. Registered Appreatice No.

working under my personal supervision.

Signed....

. P, Q. Address_.
: n
Note: The above MUST BE SIGNED BY THE LICENSED E’\IBAL“ER in hu OWN HANDWRIT[NG. {Failare to comply wl1

the abovo constitutes grounda for revocation of license.) | . ‘, . |

| () thla body is not embalmed, above space should be left bla:_lk. )



