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

DEPARTMENT OF COMMERCE
BUREAU oF THE CENSUS

Regxstmuoﬁll::{!t-rgt[?vo ﬁy y 194

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District Ne. ......... = ..2’6

State File No, 421(8 |
Rectrars o AT B

1. PLACE OF DEATH:

{s) County St.Iounis
® Clty or town..__ OVEX1and

(If outaide city or town limits, write “RURAL" and nnms of w'mhip)
{¢) Name of hospital or institution: .

Berliner Nursing Home
(Sp_ur_i!r 'Iliat.her

(If pot in hogpital or institution, write sireet number or kocation)
(d) Length of stay: In hospital or institution

In thia community. J_years !

yenra, months or days) L

2. USUAL RESIDENCE OF DECEASED:

(a) State...,MiS.SO.uI‘.i.. ....... (%) County.

() Cityor town_. 9L, Louis
(1f outside city or town limits, write "RURAL™) .

street No.268_Woodbonurne

7

@
(If rural, give location) ¥
(¢) Citizen of foreign country? no {Yes or No)

If yes. name country.

=

Samuel Sechur

3. PRINT
FU{:‘I)‘ NAME

3. (¥ If veteran, 3. {e) Social Security

MEDICAL CERTIFICATION

l/
minnute % Q M

20. DATE OF DEATH: Month day-

X 7

year. h
name war... J10 No no our
21, T hereby cernfy that [ attended eceased from
@ 5, Color or 6. {g) Single, widowed, married, IDW
4. Sellnﬁ.l‘.q ....... raoe...,Whi_t..e d:varcedﬂidowel'._ that 11ast saw h. e allve on 10"‘{\4
6. (5 Name of husband or wife........——.. 6. {c)™Age of husband ot wife if || @nd that death occurred on the date and hom‘ atated above. Desation
Hanngh Schur e alive____.._._.__ycars || Immediate cayse of death
- i
7. Bisth date of d .. unk, / z&——&» ,,,,, -—ﬁrt—«_ — LY
ont| ny ear
(Mouth) Dar) (Year) : 4
8, AGE: Years Months Days If less than one day Due to Clro . Qo . "L""""‘l
'
ab. 80 : . , )
| hr. i frin 4 ‘ j
y Due to
9. Birthplace. ... _Lithha S | -
- (City, town, or county) (State or foreign eunnl.ry) el l N
-
10. Usual sccupation haberdasher - C:ther condltionﬂ, within 3 monthe of death] U T
11, Industry or bus retired i 'ﬂ - PHYSICIAN
or Bndings: —_—
g 12. Name Chay'im Leib SChur of opr.rﬂt?:m Underti
B naeriune
; 13. Birthplace Y_L_i thu_a__i g__ gﬁﬁgl&ﬂ;tﬂ
ity, town, or counyy) {Stata or foreign conntry) Of autopsy should be
E 14, Maiden name " chel (unk, .)_...._.........____._ - charged sta-
. - tistically.
E 15. Birthplace e " T Sy m——— 22. If death was due to external causes, fill in the following: .
6. @ Toformant . BoWi@Ew © = - |l Accident, suiclde,or homicide (specly). S—
» adaren_ 268 _Yoodbourne .. ......|] @) Dateof cccurrence
17. () __ REMOVAl. @) Date thereot. 12/11 /44  ||(@ Where didinjury occur? T e
(Barial, ersmalion, or removal) {Manth} (D‘ﬂ (Year) (@) Did injury occur in or about home, on farm, in industrial place, In pubhc plzu:e?
() Place: burial or cremation_CACinNAti, Oh
it
8. (a) Signature of funeral director... Berger Memorial ....... While at work?______ e (o Means of P Y—
715.Me P er . ‘
® Address.... "4' l }m * Q //,\ 27"""'/( (M. D.orbther a‘.{?

[ i 1

{ e:i;lfl;!'l signature)

156

QOT
L7

ddress % Jr "7""-—*"9‘ 4 Date signed. S0 £/ o«
F 4

(Licensed Embalmer’s Statcment on Reverse Side)




R -

- ",

STATEMENT BY LICENSED EMBALMER -

I hereby certify that the body whose name is recorded on the reverse side of this cer-tliﬁ‘cate was embalmed by me, or by

. Registered Apprentice No

. ///ﬂ%%

L/ LA 7
Llcensed Embalmer No.._./@_—fiz ................. eeeveeemnenn

P. 0 Address )

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN IIAI\DWR[TII\G. {Failure to comply with
the above ¢onstitutes grounds for revocation of license.}

working under my personal supervision.

i

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




