3 i,
DEPARTMENT OF
Bomeao or e PRI OCT 23 350
< -

ISSOURI STATE BOARD OF HEALTH

DARD CERTIFICATE OF DEATH

State Pile No. 3 U b. 4 1
Registrar’s No._____rzg;.i_a

<
Registration District N, ..9,.3_*_'........... Primary Registration District No1.

_|| 2- USUAL RESIDENCE OF DECEASED:

1. PLACE OF DEATH:
(a) County.
() City or town.—_Sle_

(If outaids city or town limits, write "RURAL® and narme of township)
(¢) Name of hoapital or [nstitution:

t.. Louis City Hoapital #1,

(i1 not in hospital or inatitution, write streat number or local._lon)
(d) Length of stay: In hoapital or lnst!tutiun___.._._:..aa..n

Spocify whether
In this community.

Mo.
St.Louis, / 9’

(If outedde city or town limits, write “RURAL") 7

3@99 Olive Street.

; (If rural, give location)

() State (& County.

(¢) Cityortown

(d) Street No.

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

. or )
16. (o) Informant} Mr é?ﬂﬁa??’ Huether.
& addrens.. 045 NoJSoring Ave.

17. (a) Cremation (b) Date thereof 9-24-40
(Burial, cremation. or raoval) Manth) (Day) (Year)
{c} Place: burial or m-valhalla Crematory,
m‘l -1:" el

18. (o) Signature of funeral d

T Q

(&) Addr
19, (a)

{ Date rece )

ytars, monthe or days) {e) If foreign born, how long in U. 8. A.? years,
MEDICAL CERTIFICATION
3. (o) PRINT ~Hazel Reed
FULL M
Teve 20. DATE OF DEATH: MonnooP bember . 20,
3. (b) If veteran, 3. (0 1 Security [ year 9 hour. 3340 T Pe
name war NofL. Q—..Q,}:J_E__I
7 7 21. I hereby certify that I attended the deceased from_.A.Qg;lﬁ:t .....................
5. Color or 6. {6) Single, widowed, marrled, 9y 10110 ., September 20, ,d10.
4. Sex Female mce White djvom“““g‘r"‘l‘:“i"g"‘d“. thatIlasteawh _gYraliveon tembar 20, .., ID_AQ
6. (8} Name of husband or wife__ ... 6. (¢} Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
Harr}[ Reed - ali years Immedjate canse 9[ death - — -
7. Birth date of deceased 9 UNE 9, 1886 . mtﬁm C.Wb
(Month) (Day) (Year)
8. AGE: Years Months Days If lesa than one day Due to / 4
54 3 | 11 ot N—a
Due to. . F RS
o. Birthpace..... L11inois. _ A WL Vs
. (Cizy, tofn. of county) {Stats or foreign enuntry)[ [ T { 3 fu.._'.'r
10. Usual occapation..... 2 EWLNE . | (l;:!:'-"gﬂﬂm within § monthe of *"T) g
11, Industry of business. W.P,A. ! / A PHEYSICIAN
E 12. Name_ . bIEnown Johnson / Malor findings: | Lk —
' Ohio. I ' \ 'V Underline
2 L 13. Birthplace hd s the cause to
(‘? , town, or county) {Stata or l’wdn country) of to i W‘Eﬂchﬁilﬂh:h
14. Maiden name..... Na . R autepsy. ‘ srped sta
>
15. Birthplace Ohio, ! tatically.
= (State or foreiga country) 22, 1f death was du# to external causes, 11 in the following:

(8) Accdent, suicide, or homicide (specify)
(¥ Date of cocurrence
(¢) Where did Injury oocur? -

{City or town) U{.Cfnnty) {State) .
(d) Didinjury occur In or about home, on farm, in lx_:dm place, In public place?

{Specify type of place)
(£} Means of

piury... -

23, Signaty (M.-D. of of
st Dt s 27 10




SO -

STATEMENT BY LICENSED EMBALMER"® T

I hereby certify that the body whose nameis recorded on .the reverse side of this certificate was embalmed byme, 0T BY ]

Reglstered Apprentice No...

<

working under my personal supervision,

MWLJR

A ’ i e - : Lu:ensed Embalmer No... -28 2_

S POAddmslI'aHOMT_;'

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fn£l"ure to nornp
the above consntutcs grounds for revocation of license.) L

- If tl:us deY is not embalmed fact should be so stated above. =~ - . . K \

a - . ! -~




