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5-17-39
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DEPARTMENT OF COMMERCE
Burgau oF tHE CENSUS

JILED DEC RIUB

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District Ne.......

36106
10218

Stats Fils No.

1002

Registrar's No.

1. PLACE OF DEATH:

2. USUAL RESIDENCE OF DECEASED:

=) {a) County M -0
— - S clagonry
8 () City or town St. Youis, Mi squr'L @ sate.Miasourd. ) County 37‘ 7
3 (i ouaide ity o own g, s "RURALY aad paimaot wwnmtn (&) City or town.. at.Louls ) 4
= {¢e) Name of hospital or inatitution: ; t. '.t al (IT outaids city o town Timits, writs “RURAL") “?
= Max C. Starkloff Memorlal 1819 8.14th St
" (d) Street No._—..hShZ . ¥ £y
l;-' (If act in bospital or jostitution, write street nomber or location) (If rural, give location)
ﬁ (&) Length of stay: In hospltal or institution _IMO..... 51:1& fé e .
5 A pocify whether || (¢) Citizen of forelgn country? {Yes or No}
In thi ity......
E nyeur!ls. c::::g.u :r d’;rl) -~ 1f yes, name couantry. A
. A . i MEIMCAL CERTIFICATION
= ol FPRINT  Josephine Balven
p j : : 20. DATE OF DEATH: Month.. NoV.6mber dy.. 20,
3. (b If veteran, 3. (¢) Social Security : 1042 8 _15 P
v name war___DODIE NE92~01-0194 year S hour..... Q.31 minute. . Llh.....
<t 21. T hereby certify that I attended the decersed from October
Ei ‘ 5. Color or 6. (a) Siugle, widowed, married, 15. .43 November 20, .43,
o 4. Se)LE..E_n..l.al_e_.__._ mc_m-liuhﬁ...... divorcecL._...DiY.OZ'.cB.d that I last saw h_SX _ alive on November 20 3 19.4.1:
Z 6. {6) Nome of husband 0F Wif€.....owommmnen 6o (¢} Age of husband or wife if || 2tid that death occurred on the date and hour stated above. Duration
2 ___GQQ;&B alive. ... ....T= _years || Immediate cause of death
o F
7. Birth date of deceased___._F ebruary 18,1 S
S ase of dec {Monih) l% (Year) f‘\ _/
= - i
o 8. AGE: Years Months Days If less than one day Due to ]jf
Z ; b)
E .'/ 51 9 2 hr. min a n
< O Due to ) av’ ’- |
= 9. Birthplace . Stgl‘o“&ﬂ l@.‘l.ﬂsouri ‘ ray !J'
% {City, town, or wunty) (State or foreign country) T ; ."’; E
i ) - - Other conditions = o Ay
= 10. Usuak occupation....... Q grr-‘ggator (1nclude pregnency wlthin 3 monibs of deutk) f U
&z 11. Industry or business . QayYord Container Qorp. N sz } . . FHYSICIAN
| = ajor findings: —_—
=] Of operations.... K-ttt
: z 12. Name....Adolph. Herbster Lo A-% ] o. ] ,o R Underline
z || =\ 13 Birthptace ‘ ‘?t- uig,____:___ i which death
town, n State or [oreign country, Of aut I h 1d b
5 |8 { 14, Meiden name... ATy UaSénover 7 e Coaroed -
= = U tisticaily.
& | 15. Birthpla nknown g - -
E S piace. e ————) [State os torsien soentry) 22, If death was due to external causes, 611 in the following:
E 16. (a) Informant MI'S, E H&wkenbem (@) Accident, suicide, or homicide {apecify)
B ® Address.—._..2acoma, Washington (&) Date of occurrence
17. (@) __Eremaﬁ.sm____ () Date thereot_11=23=43 _ {[ (0 Where did injury occur? ST e e e v
(Burial, cremation, or removal} (Mooth} (Day) (Yead) (d} Did injitry occur in or about bome, on farm. in industrial place in uub!ic place?
(¢Y Place: burial or cremation......
l?- (o) Signature of f“““-f"ﬂ%"x)‘:’; ------ While at work?............... .._.-.(ff:cir., hep. ‘i‘:{‘;:;:,of ;j%ry e meemreme e eearsereaes
(5) Address —A ML Ay S i
o 23. &mtmu%ﬁ(ﬁf_-_ . J(M —
1. (o) __Mlv__z_z 1943(» RS 7 (v o gr s e Adedress LILEE: favette Avenue, N mtﬂ

{Dsta received local reriatrar) llenar () ugnluml)

Date signed

{Licensed Embaliner’s Siatement on Reverse Side)
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T ke STATEMENT BY LICENSED EMBALMER

1 herelgr certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by.ocoeovoeoeeeeees
= . Registered Apprent:ce No. : ,

working under my personal supervision, -
- Signed. //D A —7<

d ed Embalier Nowgl /- fofoeeppop
P. 0. Address;:ﬁ:)_ 7, &) = S Y KA LA 1A

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI1 NG. L

to comply Wltr]-:l'

the ahove constitutes grounds for revocation of license.) B

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




