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t

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

DEPARTMENT OF COMMERCE
E_‘axl«u | OF  THE C

PRS2 15

Regigtration District N’o.?._g...l__.._..._.

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District No.:!.OOB_

675
6'7o

State File No.

Registrar's No.

1. PLACE OF DEATH:
(s} County.

() City or town....

-8t.Louis
(Il’ outside ¢ity or town limits, write “ILURAL"™ and name of township)
{c) Name of hozpital or Institution:

Faith Hospital H

(If not in hospitel or uuut.ul.mn, write street number or location}
(d) Length of stay: In hospital or institution ,

{Specify whether

In this community.
yoars, months or days)

B ¥
2, USUAL RESIDENCE OF DECEASED:

@ sate_ Mimsonri o comty ﬁ Q

Bunker )7/ | o0

(If outside city or town limita, writa “AURAL™) 0

{c) City or town

{d) Street No.

(If raral, give location)

(e) If foreign born, how long in U. S, A.P..

3. (a) PRINT
FULLNAME. . ___

. Infant Bay

3. (5 If veteran, 3. (c) Social Security

MEDICAL CERTIFICATION

20, DATE OF DEATH: Mont

&' b

year.

?

name war., No. No._ NOne. ...
2. 1 hereby certify that 1 attended the d
5. Color or 6. (a) Single,.widowed, married, 5 o _‘/_._._ L 10 gé/
4. SCI-‘..M-al n......_.. . race__ﬂh.i_g.e. diver £ Inf.an.t..._. that 1 last saw hﬁ_ aiive on _7__ / —— !#—__[‘;
6. (&) Name of husband of Wife.....mmmmcrsree 6. {¢) Age of husband or wife if || and that death occurred on the and hou.rltated above. Dration
Infant Al e yeats ‘7dla.te cause of death :
7. Birth date of deceased Jan, 21 1841 M [ 7 V4
(Month) ) (Voar) 4
AT
8. AGE: Years Months Days If less than one day Duye to } . ! g} &
0 N 0 0 3 hr. min f’ ) Fi
i Due to
9, Birthplace.........8b.Lonis . . A i N
~ ©7 7 {City, town, o county)” © '{State or forelgn country) lhd!l
C . L Other conditio:
10. Usual occupation Infant Lt . (Inchads proguansy wiihin 3 afutin of doath)
11, Industry or busi : di' PHYSICIAN
E 12. Name Robert Bay. . . . i b e o
nderline
=113, Birthplace Runker sy Missouri.. the cause to
ot “+  (City, town/or coengy) > (Stata gr forelgn conntry) of 'w}lllichl%enbl.h
g { 14, Maiden name.__ ene. 4 S autopey %,%E:udmf
- X 2 st V.
§ 18 mnhpm_.%gn?:;;a ........ -—D(Suuu foredgn country) || 22. 1f death was due to external caudes, fiil in the followlng:
16. (o) Info t___._.....m..B.Qhﬁlt B ay (s) Accident, suicide, or hormlcide (specify)
(®) Address Bumker T.E O, (&) Date of occurrence
17. @ ,"._BJ.I " () Date thereof.... 1. |} 9 Where did injury occur? e s —
(Borial, cremation, er removal) (Manib) (Day) (Yeas) () Did injury occurinor about bome, on farmm, in lndum-ln.l plm:e. in public place?
(<) Place: burial or demaﬂon__.ﬁ]lnkﬁx,’uo » -
18. (a) Signature of funeral director. Albe:t‘ﬁ H..Hﬂpp.e_._... While at work (Specify E’)"'\‘}f" “) ury. 3 .
iz || 23 Slmtur- (M_. . orother). i
1. b . = W = 2L
(a) {Date received bu}ruisu @ (Heglatrwr’s alguaturs) Address 4 ‘93 2 q Date_signed. £ ‘2} —"/')

(Licensed Embalmer’s Statamont on Raverse Side)




.ot

<t

STATEMENT BY LICENSED EMBALMER - , -

I hereby certify that the body whose name is recorded on the reverse sn:le of this certificate was embalmed by me, or by-_---..-

Regtstered Apprentlce No
working under my personal supervision. ) . ’ ‘ ' . e

Embalmer No:

. P. 0. Address :

Note: The above MUST BE SIGNED BY THE LYCENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wi}
the above constitutes ground.s for revocation of license.) . - Lo .

If this body is not emhn_lmed, fact should be so stated above.




