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

t

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS. .

FILED NOV.204%8

THE STATE BOARD OF HEALTH OF MISSQURI

STANDARD CERTIFICATE OF DEATH

Primary Registration IMstrict No....ca..g._é..e.._._

State File No .38"76
Registrar's N o._.ﬂj_gzz__—_ﬂw

1. PLACE OF DEATH:

(a) County St . Louis
(3 City or town...._.....Bichmond Heights

(If outside city or town limits, writa "RURAL" snd name of Lowaship)
{¢) Name of hospital ot institution:

St. Hary's Hospitsl

2. USUAL RESIDENCE OF DECEASED:

(@) State..  Missoari. . . _ (4 County
St. Louis

(Lf outsids city or tlown limits, write "RURAL")

3719a N. Taylor Ave,

bl i
17

7

(¢) City or town

{1f not in hospital or institution, write strest number or location) /U {d) Street No. {11 rural, give location) 7
{d) Length of stay: In hospital or institution 4
. (3pecify whether |f {¢) Citizen of foreign country? No {Yes or No)
In this community. Life l
years, months or days) If yes, name country. ¥

Ful?, RAME. Pora Astroth
3. (5} 1f veteran, 3. {¢) Social Security
natte war. No No._.None
5. Color or 6. {a) Single, widowed, marriegl.
4 Sex..Femgle..| mne. Yhite. 2 divorced Y[ 1 A& A

6. (4) Nameof husbandorwife.. ... 6 (¢) Age of husband or wife if

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month _NOVEmber ..  10th
year__ l%&...........hour........._....lz.:.Ql_._minutc_..._...Ea.,._...M.

21. T hereby certify that I attended the deceased from ﬂu-q - AS
19“.“,

10léd oo e Id,

that T last saw h-£4 _alive on Mo (o _..195%;
and that death occurred on the date and hour stated above. ,
Duration

........___......-..ﬂﬁ,d.,.a.ﬂtn.ﬂth._._.__..m.. alive_ ... years Imﬁm cause of death &
7. Birth date of deceased. ... AMERaY. 28, 1880 .|| e = q=-
(Montl)  — " (Day) - - (Year)~ - ~'%64 - - |
8. AGE: Years Months Days I lésa than one day Due to
5 9 2 l z hr. min o Q ‘)
. . . 7 Due to 'V\
9, Birthplace St. Louis, Missouri J q
{City, town, or county) (Stats of foreign country) { l\ ‘-/
A Qther conditions.
10. Usual cccupation Housework. = = {Include pregnancy within 3 months of death) v ‘
11. Industry or business oo i PHYSICIAN
or findings:
g 12. Nameo... o GEOrEE: SCherer OF operations
. 0 e
& L 13, Birthplace . St..Louls, Missourd wehich death
{City, town, or county)’ . {Stats or foreign country) ah 1
A Of autopay.... ould be
5 14. Maiden pame..... Blizabeth Hinksl charged sia-
T Z T L U Ry S sticaliy.
= . - -
g 15. Birthplace T ve———t Gerg“a'f’» &";-‘:;"-u-n_u,) 22, If death was due to external causes, fill in the following:
16. () Informant Mrs, Elsie Duignan T {a} Accident, suicide, or homicide (specify)
() Address 3719a N. Taylor Ave. {8) Date of oceurrence
17. (@) e m’““‘*“"‘* """" ) D:'xt.e thereaf. ) 8‘3.13313440 (¢} Whete did injury oocar? {City or town) {County) {State)
(Burial, cremation, o7 removal) o b} (Dax) (Year) || (4) Did injury occur in or about home, on farm, in industrial place, in public place?
{¢} Place: burial or cmmation_....s.t,,o.,.JIths..,G.Emﬁ.t.ery_ ________ —
18. {a) Signature of funeral directoB&LVAN. FoFeubz: Puneral HOMEe wune a workzr . ‘*?"“‘_‘_{’.‘E:';‘_ Nt of 0T 2o
) Ad . 4828 . Natural Bridge Blvd. . J| - - = . e
19. (@) ) . o £ I KER
{DNats reccived local rexistrar) {Registrar's signature) 5

/&7

(Licensed Embalimner’s Statement on Reverse Side)
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. ' - -.8TATEMENT BY LICENSED EMBALMER - = - ' K "
i ‘ ! U . = s
1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by.
' - : .. Registered Apprentice No . i I peeenns
\vorking under my personal supervision, /g
S 5 25
o i e ., - Licensed Embalmer ‘%/fg ,,,,,,,
i Cap ot ' . i . LI | %
P. 0. Address...,.2<0. 1, 0"""‘"
Note: The above MUST BE SIGVED BY THE LICENSED EMBAI‘I\IER in hls OWN HA.NDWRITH\G (Pmlure to comply with
thf above constitutes grounds for revocatxon of license.) R

. If t}us ‘body is not cmbalmcd, fact should be so stated above.




