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1. PLACE OF DEATH,

(a) County .

2. USUAL RESIDENCE OF DECEASED:
;L' (s
[

(@ sae Missouri ... @ couny

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

Infnrm’mt M-rso Nellie Neunel‘ =

16.-{a)
(b) Addrgzs. ... 5305 St Louls,AVEa. i
17, (@) ) . {5 Date memf_glal Z _%H
{Buml.cre.mll.nn o romovel) / (Manth) (Day) (Year)
(o) Place: bumwmmunn_dﬂ VAR . A7
i8. (a) Siznalure of funeral director.. .S_u.lJ.i.Y Q.K_B.I:Q th ers. .
,(5). Addrus 2849 NOI' 'ty el Ave PR
19. (6) l; \_& ALl F
(Dlurowned " signatore)

5} City or to St. Tonis, Mo,
@ ¥ or towm {If autsido city or town limits, wiita “RURAL" and name of townahip) (&) Cityor tc\wn......S 't] . I_, Oui 5 ~ ’/_’ 7
.. (e} . Name of hospital or institution: (If outalde €ity ar town limits, write “RURAL } Lo 7
- . Barnes Hospital @ Street Now..0803a St. TLouis Ave,
=~ (I oot in bospital or institution, writa street number or location) (If raral, give locxtion)
(&) Length of atav. In hospital or institution =
- (Specify whether || (£} Citlzen of foreign country? {Yea or No)
In this community .. ﬂ
yeurs, months or days) _ If yes, name country.
. MEDICAL CERTIFICATION
3. (o). PRIN’I‘
FULL NAME...._ ] Charles Neuner
o ar.. + o Socal Secart 20. DATE OF DEATH: Month OSSP 1 zy 25
3. veteran, < al Security . 94 [
. N year hour minute...l.lr............. M.
name war, . N@QB-Q "65 2.'f> ¢
- 21. I hereby certify that I attended the deceased from
o 5. Color ot 6. (o) Single, widowed, married, -5 1048 o G 75 1wy
4. Sex. Male race W d.ivomed__M.a_I__I:_l.Q.d that I last saw h._L/¥a_alive on Q -2 19-_'4_9
6, (8) Nume of husband or Wifé ..o 6. (¢} Age of husband or wife if || 2nd that death occurred on the date and hour stated above. Duration
Nellie Neuner QEVE v years || Tmmediate case of death ol
7. Birth date of deceased..... _O_G_tQ ba I'W:ilst; - 1869
Mooth) (Year) Y
8. AGE: Years Months Days If lesa than ane day Due to._... M
74 10 24 o o )/
e ) q_, Due to
O. Birthplace /Gel‘-m&nv ~
(City, town, or counly) _ {State or foreign country) ii ! ¥ ! /
- b N d - . . y + ”l
10. Usual occupation Mechani ﬁ.'- s. Hel pEI‘ C::l;:lz:::“:::y within 8 monihs of death] {
: 4 I v,
1. Tndustry or business....o110€ I ndustry- - yTIPET - PHYSICIAN
] or findings: .
S { 12. Name . Unknow n Neuner _Of operations___.. Underline
= :
=1 13. Birthplace Gdrmany._,m':-!: . A ; ’m e e
(Cuf,rm'm or obunty) {State or foreign country) Of autopay... =% should be
. nkn nm n charg -
E{ 14, Maiden name....,. !’ ‘Moxvu.- ﬁ) Wnuj }W peiwe] °ﬂ;"‘
15. Birthplace Gé,:!mgg - s
g T ——rey T u_m If death was due to external causes, fill {n the following:

(a) Accident, suicide, or homicide (apecify)
(b) Date of occurrence.
(c) Where did injury occur?
{City or town) {Coraly) (State)
(¢ Did injury occur in ot about home, on farm, in industrial place, in public ptace?
(Specifly type ol' nhee
While at work?. 2. (e} 3 of in:ury e m e s e

WM-D or othﬂ)ﬂ -b

Signa.f.ure

il Addm-_._3_2 ___________________________

.o Y~ Datc signed_ 7 ......
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(Licensed Embalmer’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

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

, Registered Apprentice No eee '

Signe@...@%) §¥ J H_LL/I}M-)
T, 1+ Licensed Embalmer Nn-# Q— ? BO
’ P. O. Address. ,&T

Note: The above I\IUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to oomply with
the above constitutes grounds for revocation of license.)

If this body is not emhbalmed, fact should be so stated a.bove.

working under my personal supervision.




