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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

=

DEPARTMENT OF COM
BURRAV OF THB Crnsu

Registration District No?___g__]___da(

MISSOURI STATE BOARD OF HEALTH 203"‘10

STANDARD CERTIFICATE OF DEATH Stats Fite No

Pr{mary Registration District No. ]_0_0_3 Registrar's No. 5288

. 1. PLACE OF DEATH:

(a} County.

() City or town_... e She Loui

r.3
{If outsids city or town limita, m-lu “RURAL" and nams of m-n.!n%H

(¢) Name of hospital or fnstitution:

4763 Greer Ave.

{1f oot in hospits] o¢ Lugtitintion, write strewt number or location)

{Specify whether

(d) Length of atay: In hospital or Imstitution
In this community. .. . _Q.l ___Q_ttn__m n 8

years, months or deays)

4

2. USUAL RESIDENCE OF DECEASED:

@ Smtcm.ni&ﬁm—_ (8) County.

b @FUNT . August H, Amsingor & S

3. (¥ If veternn, 3 (6 Socm.lSecu:ity
name war. NO Nn s 7
6. Color or 8. {(a) Single, widowed, married, I

s sex BBl o ma-__ﬂhm..

dlvorceds.i.nsla_

i b
{¢} Clty or mwn_._g.tj.!_lﬂm
(If catgids ity or towa [imit- writs "LURAL"™)
(d) Street No 4763 "Greer Ave.
{f rurat, give bocation)
{¢) If forelgn born, how long In 1. S. A2, years.
MEDICAL TIFICATION
20. DATE OF DEATH: Mon day. ,/
7 year. /? o ;mn y minute, 4@. M,

21, I he:eby cu—ﬁ!y that I attended the deceared Iro

Jo44R, m——r —ty

that I last saw haVFM.. alive o

{Buorfsal, cremation, gr removal)

~  {¢) Place: burial or czemation

Calvary Cemgtery

(Montk) (Day) {(Year)

18. (a) Signature of funeral director. ,

&) Address_ 4834

19. (aym#m. &

hac)

(Rexistrar’s siguatare)

8. (%) MName of husband or wife 8. (¢) Age of husband or wife if || and that death occurred on th date and hoar stated above.
7. Birth date of deceased _J BOUA 18
(Manth) {Day) (Year)
8. AGE: Years Months Days If ices than cne day
51 5 0 o b i —7 mm&ﬁm‘ Vi
- F || Due to K
8. Birthplace St. Louis, Ho. - .- S ¥ 1
{City. town, or coanty) (3tate or forvign munir? ] m v
; Maker: . : .|l other condition B /'57 4
10. Usual Mcumunn""’_msg——'— or (Indu:g':!wmng; within 3 montha of ¢ th)j
11. Industry or business._........S5O¥E G Fi PHYSICIAN
a3 . A . Wil Major findings: . . . - . —
E { 12. Name_.__.__q_e_ b of A T Of ' operationa.” : 5 Vndert
nderilne
& L1a. mirthplace....—.—. ( ) ( il lnoiﬁi,. i the cause to
City, anty) Sists or torelgn comntry, b
E { 14. Maiden name MAXY ",ﬁetltng Of autopsy Y T 5};:{%?'5:
tistically.
g 18. Blrlhplace__._____%tt.’ town, or county) {State or forelgn ouatry) || 22 If death was due to external causes, fill in the following:
16. (@ Toformant 4 88_EIma._Amsinger L () Acdent, sulcide, or homieide (speciiy) =L
0 Address____ 84763 _Creer Ave, () Date of occurrence
- Where did injory occur? :
17. {&) ial (b) Date thereof June 20 1940' @ oy {City or tawn) {County) {31a1a)

{) Did injury occur in or about home, on farm. in iudustrial place, in public place?

Specifr t f place)
( mhg place

Vg
' Whﬂen!wo 7. ; {e) Means of injn - _ .

(Licensed Embalmaz’s Statement on Keverse Side)




STATEMENT BY LICENSED EMBALMER.

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

Registered Apprentice No
working under my personal supervision. o o

Licensed Embalooer No.— 3525 &
P, 0. Address

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 emhalmed, ahove space should be left blank.




