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1, PLACE OF DEATH 2. USUAL RESIDENCE OF DECEASED;
(a, Count Eﬁ LOUiS, Mi j. Lo . ﬁ z ﬂ
® Ciryors 5%, Loiis (@) State 330U @ County.. St oZOUiS L7
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{II oot in hospita) or institution, writa street nWr or location) \7 ¢ ree o (lfrurn], give location) B amnabianib :
(d) Length of stay: In hospital or Institution yrs
(3pecily whether || () Citizen of foreign country? no (Ves or No)
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N yea hour, 4 minut&®. ® :..M
name war. o
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8L 2 |29 BT i
Due to 4 £ . 7
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16. {¢) Informant... LV 14 paoh (6) Accident, sulcide, or homicide {specify) =T = m T ome
) Adgress. 5351 Delmar, St..Lo _H| ® Date of oocurrence e o
17. (a) B:AIMJ- .. {8} Datg thereof.. 5{ ?_ () Where did injury oocus?.. TR B SR L m R -:,,- v
(Burial, cremation, or remaval) ( (Yetu) 41 Did injury cccur in or about home, on farm, in industrial place, in pablic place?
{
{¢) Place: burial or cremation F S ——
18, (a) ,Slgnature of fun?alédlrec:é M = \S M, (Spf.lfy(:})'mﬂe%];?if injury...
(6) Address.. e L0 et 23. Si (M. D. cxithosimezmrn...
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