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THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

O\

State File No.

I [T
{M@\) ‘ L!)ﬂ!}‘uﬁ)ﬂ&

.

o 0 024

Resstrr's No... B BL. ...

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

1. PLACE OF DEATH: M 2. USUAL RESIDENCE OF DECFEASED:
St. : ; L, 95
{e} County t 1‘81113 ks @ e Missouri (5 County...<& 3t Louia: /&
(¥ City or town verlan TS
(1f outaids city or town limits, write “RURAL" and name of township) (&) City or town Over land -
(e} Name of hospital or institution: ﬁ (I antsidn city or town Himits, write RURAL") /
22 =-We ler__Avanne__ ______________________ @ sweeNo._ 2227-Wengler Avenue
(Il not ip hogpital or institution, write strest number or location) 7 (LT rural, give location)
(d) Length of stay: In hospital or institution. N
{Specify whether (¢) Citizen of foreign country? o (Yes or No)
In this community 19 Years -
years, months or days) If yes, name country.
MEDICAL CERTIFICATION
3. PRINT
Fuﬂ NAME Marthsa Nenu
0 Tve R 20. DATE OF DEATH: Month..... R8C o day.. @,
. veteran, ¢) Social urity
; 3
name war. None. .ieol. Nou. None. . .. eaf-—--—la.ii..,.___hour mmute.....z......m&.-..l‘.l.
21. I hereby certify that I attended the deceased f rom..../.)..e’:_._
\ 5. Color or 6. (a) Single, widowed, mnryied, 198 _. to S a c . _
4. Sex F race. W divorced. . M—"—"r"-‘“ that I last saw h-E4. _ alive on e o - B B 198 Y
6. (b) Name of husband or wife ..o 6. (¢) Age of husband or wife if || and that death occurred on the date and hour stated above. Dura;‘iOﬂ‘ N
F lorian C aIive..-.....?.Q‘_..,__yeam Immediate cause of death -
7. Birth date of deceased Fel. 7 1875 SRy & e ‘e‘—""“-’\'- ........... {:ﬂ%
(Maonth)* (Day) (Year) /
8. AGE: Years Months Days If less than one day Due IO&W P -
4 f
69 10 14 hr., min ! !,-} J
Duye to a L
9. Birthplace.._._Grove Goenr . Mo. ;n /1
) -~ {City, town, or county) S < (Suate or foreign conniry) = l !
conditions.
10, Usual occupation..._...HQ_us.e.wif.a....l......”."_._.:T.._.:...._....:._‘..___._;..._,._.... o(i[::lf:d.a F:l‘tmm v within 8 mantba of death) .
11. Industry or business Sajor e PHYSICIAN
or findings: -
E 12. Name__ Er_g_s_tuﬂ Smith._.._.:,.,7..-._--._____:._.__-;_._.._._.l.. Df npemuons ﬂw Underline
=l Bmhplaceﬂ.m._._pnanWn T “1 o e e to
[t tale or foreign country) Of aut (——’e.. hould b
é 14, Maiden name. __C.I_-S-Lanbﬁo:ti Mosle L=, S W - fatopsy Charg 4 ata
tistically.
5] 15. Birtnpt : - =
1 f. T W — Bt s 22. 1f death was due to external causes, £l ia the following:
6.0 1twemaze_. FloOPABn New (€) Acldent,suiide, or Homicide (specity -
& Address,. 2227=-Wengler Aye-Overland ‘M ® Dateof oocurrence
17, (@) i Burial () Date thereof.._k 2= 23 _ﬁ_ﬁ (€} Where did injury cocur? Wity o towm) . (Caual Sa
(Barial, cremation, or remavanl) (Meath) (Day) Yez) (d) Did Injury occur in or about home, on farm, in Industrial Dlilce in public Dlace?
. {¢) Place: burial or mmat!on__.__..s ry.l Qnic& Ceme teny —_
18. {z) Signature of funezl director LD Ananan, %AMA While at work?.... ;. e e N e of injury. g
5 Addr dson Rd=Ove land. Mo /f T
; : ; u 2% 1%@{ . Siguature.f »-., & SFu il Fes (M.D. Sty
. (s . T A 4 C o LA .
(Dito received local reristrar) (Rogistrar's sigoature) /' Copoy Spldrfan 4 -1t f Hooracde oy e ‘I .. Date simdl.?..:‘l.l..#";(

{(Liccnaed Embalmer’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER®

" hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

, — . » Registered Apprentlce No.
.working under my personal supervision. o
’ - ) Slgner‘l 0/¢W-J J %Ab%/
- T Licensed Embalmer No. ’3 o 3 9 :
P. O. Address..... N Q‘(a
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER i in hls OWN l-[ANDWRITING. (Failure to comply with

the above constitutes grounds for revocation of license. ). t
If this body is not emba]med fact should be so stated nbow €.




