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JUNFADING BLACK INK—MAKE A PERMANENT RECORD

-
'A

WRITE PLAINLY-USF

DEPARTMENT OF COMMERCE

STATE BOARD OF HEALTH OF MISSQURI

STANDARD CERTIFICATE OF DEATH

oh 6 1o
JudAd

U ¥ THE,
F“_Eﬁ T-zgé é%. State Fils No
Registration District No...;... ........... " Primary Régistration District N§. M MND Registrar's Na......-...._.......gﬂ.s._....
1. PLACE OF DEATI‘I: 2. USUAL RESIDENCE OF DECEASED, o ;
(a) County St 6 e (@) State Missouri ) County ./ /
(b) City or town 2 us t Loui
(!.'ouulda city or own limits, write "RURAL" and namo of township) (&) City or town...... S . 'lllS l ‘7
(¢) Name of hospital or institution: {1 autaids cicy of town limits, write “RURAL"™) ¥
628a Osage (&) Street No 2628a Osage St.
(1t not in boapital or institution, write street number or location) ' {1F raral, give location)
() h of H i inatitution
(@ Length of stay: In hospital or fnstic (Specify whother || {¢) Citizen of foreign country? (Ves or No)
In this community.
yoars, months or days) If yes, name country.
3. (&) PRINT F rank St llle r MEIDICAL CERTIFICATION
FULL NAME Jan. 27
3 G Moeens Py " 20. DATE OF [TATH: Month 3 day 15 P
“viorld war #1 * IB0T0EL111R e —1 25
g i | I YU | hereby certify that I attended the deceased from . _f< J—.?"“éjf
s. Coloror 6. (a) Single, widowed, married. 19 tor Y v N _(é?"
e se Male [Z7.  White| Fy.. Married T 7
. Sex - TACE. vor that 1 last saw hocwwe. aliveon. g o, 19_3=0
6. (b) Name of husband or wif e 6. () Age of husband or wife if and that death occurred on the date and hour stated above. Duration
——Eleanore alive__a8...........years {| Immediate cause of death -,
7 Bith dave of deceased Jan. 1 1892 || 2o, oelnat
{Month} {Day) (Year) \ ?’
8. AGE: Yc.nn Months Days H less than one day ;s!k_‘_f; | Cfestn,
5 2 0 26 hr. min. D L‘:
: . v ue to
o. Bihplace ST s LOuis “ S
. {City, t-ownlm' cout {Stats or I'nr:ig country) l] ’l r,' .?/
i m Oh nditions A
10. Usual occupation Llec rlc erson Pr. ([nccirudc:’wunlncy within 3 months of death} U l g
1t. Indnstry or business MBChlnist TPt PRYSICIAN
Z( 12 Name Jacob Stiller 51 aperations i —
£ Urknownm P | Underine
=1\ 13. Birthplace £ - which death
{Cit; -, {State or forelgn country) Of aut
& ¢ 14. Maiden name MEM - Th1 . autopey llhou:f?slt;e
= 7 tistically.
e . nk wIi :
% 15. Birthplace Cit}jw-n 22“ 3 (Stoe or Toreign mnm’ 22. I death wns due to external causes, fill in the following:
16. (&) Informant Leona B St iller (@) Accident, suiclde, or homicde (specify)
@ adaess___ 20288 0Osage St.- (5) Date of occurrence
@ _Burial ®) Date mm.,.._g_i}l'lc__l 1 944" Where did Injury occur? Tty o towa) . (Comotd) (%)
{Burial, cremation, or remor ﬁ 1C (M““‘) (Day} (Y"") Did Injury occur in or about home, on farm. in industrial place, in public place?
{¢) Place: burial or crematio e%%na ege 'ﬁg AO .
8. (o) Signature ggnem d]rector....mc.fl_m_ ﬁ While at wprk?.___......_.._.__f_s_’f_’ l'f);)ul -Bl:lila.;? of lnjuryQ___________ S
) Addrm
" : ; ni j— f 23. Slmture-.._.Qﬁ‘l_'... g | _.___.. other)_ ..
. (e bttt ot 4. 4
{ Diute received lncal ruinrn) (ﬂvth(rnr s signatore) 'N.Qddﬂ‘t!.....z-g.z-(....&z?-.. B ivitarti il ¢ s Date -dgned..f(.... —W

{Licensed Emhalmer‘s Statement ou Reverse 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, oF by e

Registered Apprentice No

working under my personal supervision. .

Ce P, 0. Addr

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR[TINC. (Failure to comply witl
the nhove constitutes grounds for revocation of license.) - :

If 1this body is not embalmed, fact should be so staied above.




