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

JA R DIVVIAINILNYN L IDLLUnLy
CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very importamt.
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DEPARTMENT OF COMMERCE
BUREAU or TEE CENsU8

1AUG 25 14 9] |

MISSOURI STATE BOARD OF HEALTH 23365

STANDARD CERTIFICATE] 6)6 gEATH‘ State File No.

Primary Registration Distriet No..

. : Repistrar's No..___.58:l__g__

1. PLACE OF DEATH:

(a} County.

{%) City or town St nLouiS

(¢} Name of hospital or Institution:

Josephine=Heitkamp Hosp

(I outaida city or town limits, writs "RURAL" and nams of townabip)

ipal !

Inthis 1nlty

(If not In Bospita! or institotion, mun.TTjum ar locatjan) [2
(d) Length of stay: In hospital or institution 2y

(8peclly whather

yoars, months or days)

3 (o PRINT 2 Robert A.Anderson 6' 5 {0

8. (b) If veteran,
FHEEEE

name WAOr.

8, (c).5ocin! Security
Nojz.¢ LC/ —

5. Caolor or
4. sex Male

Male | e JHilte
T

7. Birth date of decense

6. {a) Single, widowed, married,
dlvnrccd....l_._!;..a..;.;.‘i.er.g...

6. (c) Ageof liggamd or wife 1f
alive.. e . yoars

onth) {Pag} (Year)
8. AGE; Years Menths Days If leas than one day
63 -9 25 he. min,
9. Blrthp! Towa /
(City, town, ar county) (Btata or forsign country)
10. Usual ocevpation... LADOIEYT .
11, Industry or busitnesa W.P.A, Lj
E { 12. Nama_____Dﬂ_iﬁl_MIﬁm_*wﬁ
2 | 18 Birthpiace Unknowm f—
14. Maiden name. mg;yéﬂge“m—ne (Crste x frsin o)
E { 15. Birthpiace England

2 {City. tawn, or v {Sizte or lorelgn country)
16. (o) Informant’s Mlmml:ﬁkd_éim
(&) Address 1505 A Hi CkOI'Y St

17. () Burial (b) Date

(Buzial, cramsathon, or

thueoM

(Memhb) (Day) (Yesr)

(¢) Place: burlal or cremstio Hemorial Park Cemete

18. (a) Slgnature of funcral director.

Peets Brothers

3029

Lafayette Ave

() Ad

o 0 UL XU )T vl
(Date recaived loca) registrar) v

|

2. USUAL RESIDENCE OF DECEABED:

(a) Btate .. Mis S_Q!-Eis.m.. (4) County.
’/@) cuy or town. St .LCv‘lliS /Z 2\‘. b,
Vi (1f outslde city or town Umits, write “RURAL"}

(d) Street No.l.S-QS._A-qi ckarv St

{(rural, giva location)

(e) II forelgn born, howlong in T. 8. AT YOars.
MEDICAL CERTIFICATION -

20. DATE OF DEATH: Month i SO day  JULY
year_.__l%.Q.____hour....._....é.nm........r H migute.. . Fe. M.

21. I hereby certify that I attended the d d from.
19, to. 19

thatI{asteawh alive on N |-
nnd that death occurred on the date and hour stated above,

Immediata cause of dea COI’OI’I&I’ SG rosis _3'.'._'“_“'";_
with Chronic Interstitial Myocarditis
Contrib: Strepto-Staphylococcle

st oellulities of the Neck:

sl eodon i Do |

Due to
Other conditiona
{Inclode preguancy withic 3 gont! IS
i PHYSICIAN
Major Endings: —_—
'i)t b Underiine
the causy to
w
shouid be
Of autopay charged sta-
thatl
22, 1f d enth was dua to externat cauzes, fill in the followlng:
{a) Accldent, suicide or homicide (specify).
{b) Date of cccurrence,
1 ‘Where did {njury oceur?.
{ © ere (Cltz or town} County) (State

l {d) Did Injury cceur In or sbout home, on farm, in place, in public ?

Bpacify 1)
¢ S A oms o Injars

L=

(Licensod Embalmer’s Statoment &a_Beferse Side) T




rar

. -Hi_h;
. -1

STATEMENT BY LICENSED EMBALMER - .

.

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

, Registered Ai)prentice No

working under my personal supervision,

Licensed Embalﬂ;;‘oz_ ‘-/J
b.0. s EoA e Pt
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply witk

the above constitutes grounds for revocation of license.)
If this body is not embalmed, above space’should be left blank.




