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TieY MAY 13 1
DEPARTMENT OF COMMERCE
BUREAU oF THE CENSUS

791

Registration Distdet Now oo .

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District No..................li- } ( ' 3

. State File No 12885
3325

Registrar's No.

1. PLACE OF DEATH; .
(s} County.

Stenlopis.
5t., Louls, Mo.

(17 outside city or town limits. write “RTJRAL" and name of townskip)
(c) Name of hospital or institution: c i ty Inf 1I'IIIB.I'Y . 0

(If not in hospital or inatitution, write street pumber or location}

() Length of stay: In hospital or institntion GPtembGI 171

(Specily whether
In this oity. 65YI‘S .
years, months or days)

() City or town,

2. USUAL RESIDENCE OF DECEASED:
Mo,

00 v

(5) County. St. Louis.
St. Louis. f/f_?

{If putside city or town limits, write “RURAL")

5800 Arsenal St.

(1t rural, give location}

.American. /)

{a) State.

(¢) Cityortown

Bif7 Street No

{¢) If foreign born, how long in U. S, A.? years.

August Bruno.

3. (a} PRINT
FULLNAME.

3. (b)) Ii veteran,
name war.

Cannot say, 3 (9 SocklSecuity
No.

uale 0 " Phite

6. (b) Name of husband or wife..... oo

& @ Seee e e

divoreed... 00200 T L
6. {c} Age of husband or wife if

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

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month..........p.”- ,i.l.»....,.day
yw.__lg_é_l______‘honr g H 00 a ) M.

21. T hereby certlfy that I attended the deceased from....2 € Lamber..
17, B2 w0 Epril 8 4l

that Hast saw b A1 _ ativeon April B, 10.41
and that death cccurred on the date and hour stated above. 3 .
uration

8,

minute

{ . Maiden name.

Birthplace

22. If death was due to external causes, fill in the following:

oiv;___o_m Immediatg)cause pf death
7. Birth date of deceased september 5, 187
{Month) {Day) (Year)
8. AGE: Years Months Daya If less than one day
70 5 7
hr. min
Due to.
o Bisthoace Illinois, American .!q
- (City. u'iﬁ nty) - (State or forejgn coantry) T
orer . || Otherconditions. g
10, Usual sccupation LK (Inctode pregnancy within 3 months 1
11, Industry or business PHYSICIAN
B { 12. Name Unknown. .. . Major nding: ¥ e
' i derli

S " & S 4 ronderline
B \ 13. Birthplace........ iy o - LF.2 W fwhich death
o (Clsy, towh ormflﬂh) (Stnte or forelgn conntry) Of autapsy. 7 . ;; d should be

g e . ed sta-

2 tistically.
=

18,

19.

(a) Accident, suicide, or homidde (specify)
{d) Date of occurrence
(¢) Where did Injury occur?

(City or town) (Coanty) (State)
(d) Did injury occur in or abont home, on farm, In industrial place, in public place?

(Specify type of place) A
While at work? M ot' injury.
4&1// e
23. Signature ; D}arothe:r)

Date afmd_y

Address 5-& Q2

|7 L ¥

(Licensed Embalmer’s Statement on Reverse Side)




- - STATEMENT BY LICENSED EMBALMER S,

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

Registered Apprentice No
working under my personal supervision. '

Signed

Licensed Embalmer No

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fallure to comply
the above constitutes grounds for revocation of license.} ; .

If this ‘body is not embalmed, fact should be so stated above. L




