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

DEPARTMENT OF‘ COMMERCE

BUREAU oF THE CENSY

Reg;stmuan District No

MISSOURI STATE BOARD OF HEALTH

STANDARD CEBRTIFICATE OF DEATH

_:Primary Registration District NOZ/\!—:- T et

28224

LT

State File No

Registrer’s No

LD sEp
1. PLACE OF Dm'rﬂ’ 7

2

USUAL RESIDENCE OF DECEASED:

76

(d?) County St._Louls (@) st Mlissouri .. 15) County........ S‘E “Louls. "
(b) City or town......... .._U.n.lv er&lt ...... c 3 1 iy S 3
(If outside city or town limits, lrm,n "RURAL" nod pame of township) (¢) City or town, Univprl Sitv Citv
(¢} Name of hospital or {nstitution: / It ouhin city or Lown limits, write “RURAL™) J"
275 Yale, Ave. @ Siet o T D7D ¥ Ave.,
(If oot in hospitel or institution, write street aumber or kocation) (" rural, give location)
(d)’ Length of stay: In hospital or institution NO
. (Specify whether || {¢) Citizen of {oreign country? L} (Yes or No)
In this community. /)
years, months or doys) If yes, name country.
3. (a) PRINT MEDICAL CERTIFICATION
FULL NAME.. Ma.gdalena S.. Nooter. ... Aug omth
3. (0) Ii vet 3. (o) Social Security 20. DATE OF [’5““’ Month : day. i
veteran,
name war none No none ymr_...:.!.-......‘g..:.z..-.__ ..... hour. 7 mmute...s..i ....... M.
21. [ hereby certify that I attended the deceased fper
s Coror 6 @ s widomet, maviea | lag 130 o (g 27 oK
4. Sex..Fe_ma:_l-eJ mcgwh.it.e ngomedﬁldx_oﬂed_x that I1ast saw h. %A alive on aﬂi 2 ‘] o 4 JJ- M- 198
6. (8 Name of husband or wife.......oooooeeeeeo.. 6. (¢) Age of husband or wife if {| and that death occurred on the date and/hour sfated above. Duration

John Nooter.,

7. Birth date of deceased. QG Lo

alive...

years

l&?z. o

oy
8. AGE: Years Months Days* If less than one day Due to... W AJJ“M Stbu-aa«.a
69 lo 14 hr. min. —
Ll Due to... M_AAM - s""L"*‘m
9. Birthplace AMS GETd M, Hollang .
(City. town, or county) (State or foreign country) i
. + Other conditiona

10. Usual occunatlnn.......tA..'.-.'.....hzg.mg................;...-_.-; et '(ltn:ﬁ;de pregancy within 3 months of death)

11, Industry or business R ﬁ i PHYSICIAN
= ajor findings:
& {12 vame...HERTY. Schnelder.. operations.. : : ~ Underine
3] .
2L 1s. Binnphoe AmSherdam, HQlla.nd.t_. L. : [/(( ¥ htch death

1¥. town, or ¢count ot foreign coun of t h 1d b
E 14. Maiden pame..... 5' .E.ﬁ.n& ﬁﬂ bm_ﬁs:E ®ressenessnsssares e iges autopey ! il / ;.}moll':cﬁ sta
tistically.

§ 15. Birthplace.. M%Ii;eg %nu) S— "(jg{?}f};iaxﬂodu;w) 22. H death way due to external causes, fill in the following: ’

6. @ twtermane Harry _Nooter. .. (@) Accident, suicide, or homicide (specify)

(&) Address 428 Sher\VOOd DI‘ . () Date of occurrence

17. s Cr‘ema‘tlo‘l - {b) Date thcreof_a.. 29"’,.4.2.. (e) Where did Injury occur? {Tity ar tawrd (Connin) {Stare)

. o (Burlal, cremation, or remaval), (Moath) (Day) (Year) {d) Did injury occur in or about home, on farm in Industrial place, in public place?

Y@ Piace: burial o cremauoﬂ_alhall& Lremai, ory.. .
718: (a) S:znaturc of funeral d.:mctor__c_gB.. I.L'u.p tQIl.‘..&....SQnS..... Wkile at “rk?____________._____ (Spm!'y(:}’pe n!;;l-;:t‘)ﬂ [niury;....u.m,.................. ~

(b) Addres.l..... 72.5,;5.. D e ! {
10 28 . - || 23. Signature_.l:i Al B e e L {M.'D. or other)..
) (Dnu rmﬂ.d hocnl rui.u-u T ~“{Regiatrar's signature -~ Address_.3 1930 R — Date signed <2/,

{Licensed

'/0/

almer’s Statement on Reverss Side)
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STATEMENT BY LICENSED EMBALMER

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

Reglstered Apprentlce No....... ,

working under my perscnal supervision. .
) ) " Signed m ” )%A/g'q-)

- - L:oensed Embalmer No..... ﬁ ? o /

POAddW&fi 7)&»

Note: The above MUST BE SIGNED BY THE LICENSED E\!BALMER in his OWN HANDWRITING (Fadxre to dmply with

the above constitutes grounds for revocation of license.) . S
. 4%

If this body is not embalmed, fact should be so staled above. .

SN ST




