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

DEPARTMEN EDOFA(B)EI M2EI}CE1 gdj

2917

Registration District No.

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Reglstration District No.

State File No. 8 8 2 b
1003 Repistrar's f_o__:__ggBO

1. PLACE OF DEATH:

(a) County.
Saint Louis, ‘Missouri.

(&) City or town
(I outsida city or town limits, write “RURAL" and name of township)
(c) Name of hogpital or [nstitution:

Deaconess. Hospital., O
(If not in hospital or [nstitution, write ytreet number or location)

(&) Length of stay: In hospital or Institution
In this community.

(3pecity whether

2. USUAL RESIDENCE OF DECEASED:

(o) state __Misgouris ) coumy

Saint Louis,
{If outside city or town limits, write “RURAL")

3535 Wyoming Street,

{11 rural, give location) b

(2} Cltyor town

{d) Street No.

(Burial, cremation, o {Month) (Duy) (Year)
{e} Place: burial or eremation_SURBET Burial N
{a) Signature of funeral directo 2 @Mﬂ’/ -
&)
o MAR 1018

(Dahncdved local registrar)

18.

19.

{ Reglstrar's dignatore)

!

years, manihs or days} {e) _If foreign born, how long in U. 8. A.7. Years.
MEDICAL CERTIFICATION
3 R Me  Dr. Oscar R. Engelmann,
20. DATE OF DEATH: Month March oy Sth,
3. (3 If veteran, 3. (¢) Soclal Security year. 1941. bour. S — O P M
name war. No. QMG 2r
21, I hereby certify that I attended the deceassd from
O 5. Color or ) 6. {a) Single, wid'owed, man'locd 19'5,_{__‘ ‘o f. lg_ﬁ{:
4 Sex Male © | e WBilte _ divorced_S 4084827 that I last saw b »a=y alive on 2 9t
6. (b) Nameof husbandarwife . 6 (c) Age of husband or wife if || and that death occurred on the date and hour stated above. Durati
alive _..years lmmem Fg) i uration
7. Birth date of d d April Sth, 18844 || v - [P
{Month) {Day) {Year) . 7
T -— - . i N
8. AGE: Years Months | Days If less than one day Due to CWYf-f)w 74 ,Z‘, s £ P
56 0 | 29 A §—
hr. min. D s - ’j
to.
0. Birthpiace Unknown {) Missouri. e
r—-. e - - “(Clly.wln.oreonnty) T - (Su“ﬂwﬂm"’) i = R - B 7," = ﬁjr = a— =
" . Oth diti " [} -
10. Usna! occupation. Phys ic im.. T e e - "(I::lﬂc::-p'e:n’::x, witbin 3 months of death) 5
:. Industry or business 0’ j PHYSICIAN
B {12 Neme -.Bdwerd H. Eugelmann . __ |} Mejor findings: = /AN —_
T O ’ T I v Undertline
21a Birthplace Unknown Mi ssouri. : "ifxé'ﬁﬁt;ﬂ
(W)
& ¢ 14. Malden name P Tie T irnenst eln = oo o) Of autopey. A =:[sboutd be
place nknown isgouri A LA : ! listicany.
g{ 1. Birth u town, or county) A —gnuu Toreign : 22, If death was due to external causes, fill in the following: ~
16. (s} Informant gg / W {a) Accident, sulcide, or homicide (specily)
(4) Address 5535 Wy’oming Stffeet . (b} Date of occurrence
17. (8) Buria]’ A (b) Date thereof March 1 1-194 :) Where did injury cocur? {City or town) aty) (State)

{d) Did injury occur in or about home, on farm, in ind phoe n public place?

., 7 (Specify type of place) /\
While at o (e} N of injury. 4
23. Signat ...‘.".... . (M. Dnr.nl-hul........_
'Addrm..._&_‘..._..‘......

Date dmed_éf_gggr

{Licensed Embalmer’s Statetnent on Reverse Side)




.. .’ )
e e ’
1 i -
) TRy A :
- o T - . .STATEMENT BY -LICENSED EMBALMER 1t *-v - . & 0.0 .o

R hereb-y certlfy that the body whose name is recorded on the reverse side of this-certificate Wa.s embalmed by me, or by___.._..' ............... |

Remstered Apprentu:e No

-_wm:king under my personal supervision,

e et “ .-.License:iEmbalme;No\?Q?-g O
' ‘ . -poAddmsiéi\z. At Lol 7%

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hm OWN HANDWBITING. (Failure to comply wi
the above constitutes gmnnds for revocation of license.)

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




