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

DEPARTMENT OF COMMERCE
BUREAU OF THE Cnvsus .

MISSOURI1 STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

15

Siate Fils No.

5Ap

R’Jllm MAXI L215 = Primary Registration District No... LA Registrar’s No 7 JI/ )"
1. PLACE OF DEATH:/ 2. USUAL RESIDENCE OF DECEASED:
(@) County. St. Louis County R
(%) Clty or town_____ (o) State Mﬂf’. ) County. L LS
{If outaide city or town limits, write “RUBRAL" and nams of f.owm!up) Y
ital or institution: I

(¢) Neme of hoy .

Vetorans Administration Facility,5
(IF not in hospisal or institotion, writs sirest number or locatipn)
(d) Length of stay: In hoapitl or institotio ﬁz.o.....
'y whother

unknown,

(&
In thiy community.
yoars, months or days}

{¢) Cltyortown.. .. _
(11 outside city or tawn limits, writa "HURAL™) (’f

(d) Street No §930 Marwinette,

{11 vural, give kocation) i
(e} IF forefgn born, howlongin UJ. 8. A 2. ... years,

-]

. (g} PRINT
FULL NAME.

William J, Neels

3. (&) If veteran, 8. (¢) Social Security

MEDICAL CERTIFICATION

DATE OF DEATH: Month Mey day 18th

.__._.19,43..__11 __._lhm____ndnute___.__.ﬂ...u.

20,

16 (a) Informnnr

| @ Addggs cnnicai Clerk, mF,Jeff.Bh.,Mo
urial 5=-21~-42

(Bn.rnal.mm:hn:'orr‘unofll); (Month) {([tay). {Yexr)

17. () (b) Date thereof.

name W_H“Qtl.ﬁ,..ﬁ&!;;l&]&;m No. noneg
21. I hereby certify that I attended the d d from.
C 5. Color or hi 6. (@ ‘zll'nxle. widowed, mme& m!ay 11, 1\;;!_& , to. ky 18, 19__4_3;
+ s Male race._White fivorced . Marrded il . st sawndm _avveo : o 19
6. (5) Natne of husband or wife_. Gma___ 8. (0 Age of oshawdsor wife if || and that death occurred onjthe date and hour stated above. Duration
alive__,___,_ﬁ__ym Immediate couse of death
7. Birth date of deceased October 9,  1896( _Hemiplegia, left, incident to
| (Month) Der) . | aersbral vascular diseess, |Abt. 7
8. AGEs Years Months Daya If less than one day Due ta and days
46 % e . || e Axteriosclorosis, general, with
- 7 Pa 11 7) || Pue to.....8evere arterial hypertension, Abt. 4
" 9, Birthplace. : rmi 16, Mo, £/ T T : Yroe
{City. town, or connty) {State or foreign country)
. Oth ditd -
10. Usual occupation Drugglet {inclode pecenancy within 3 months of denih] 2
11. Industry or business - ( : ? ] i PAYSICLAN
ot 3 . Y.
E{IZ Name Edward J ® ne..e..l,g.,..m-___# Mn’g{ finpl-i-‘rr:ln%?nnq' - d Lj ﬁL—' Undert
! H nderling
& L1a. Birrholace -..Bolland/ the cause ta
= {Cit wn, or county) {31ate or lorelgn coubtry) méumm_m'mmﬂ oOp8Y e rhould be
g I“’ Maiden name______'ﬂma_nou (/ B m;z..
i ’ » -
g \( 15. Birthplace. {City 7} spaty) " (Sm;uj'::ig}:ﬁ“) 22. If death was due to external causes, fill in the following:
! - 0

{0} Accident, suicide, o1 homicide (apedify)
(b) Date of cccurrence,
(¢) Where did Injury occur?

(Cie t7) (State)
(d) Did injury myorWﬂn ln lnduat.rial Dlacc In public placat

{M. D. or othen)

0] Place: b'u.rla.l or c;ema:lo e epls
"18, (o) Siganture of funerai-director.. Souther
{3 A -
19, (o) 0 ﬁm _1942 mC' e,
Dnummvedlom!rmnru) (nuhmnsimtm)

adtress___hief Medicel OffICOT, D sgmed 5@8242

/0’/

-

(Licensed Elq__ulénr s Statement on Reversn Side)
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= STATEMENT BY LICENSED EMBALMERSY !

I hereby cer.tify that the body whose.name is recorded on the reverse side of this:certificite ‘was.embalmed by me, or by

» oy :'n- P4 . .
RN , Registered Apprentice No

prod oo

M @?M%«—:/\
RS- PRC A Tl £ ﬂ
n'sed‘Embalmer Noo.__. é/ﬁ\ 7 I‘F

P. Q. Address.... AWW

Note: The above MUST BE SIGNED BY THE LICENSED El\lBALMER in his OWN HANDWRITING. (Failure to comply with
the above oonstatutea grounds for revocatxon of license,)

. . If this bodyia'act cmhnlmed, above space should be Icft blank. _ N S S L
L IR TINENIL pelie’l 2328 .
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