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

1
.r
.

DEPARTMENT OF COMMERCE

Rﬁr!ﬁhstm:t No...

BUREAU oF THE CENSUS

EC6e1 34 "

THE STATE BOARD OF HEALTH OF MISSOURI

DARD CERTIFICATE OF Diﬁ'{l}la

Primary Reﬂstratlon‘blstnct No.

34784
8301

State File No

Registrar's No.

1.

() County
{& City or town

PLACE OF DEATH:

ot,Louis,Missouri,

(¢} Name of hospital or institution:

(If outsida city or town Limits, write * R?L" ond name of township)

St. Louis City Hospital-Max C, Starklof

{d} Length of stay:

{If not in boapital or institution, write street nnmber or loeamon)

6. _hrs

In hospital or inatitution

i

Memorial

2. USUAL RESIDENCE OF DECEASED:
Missourl
St.

(a) State (8) County.....

Lonis g V4

{If outside city or town ELmits, write “RURAL") r |

1803 N. Jefferson Ave

{1f rural, give location)

Py

{¢) City or town

(d) Street No.

(Specify whether (¢) Citizen of foreign cotintry? (Yes or No)/
In this community about 66 Jyrs _)

‘ years, months or days) If yesa, name country.

3. (@ Il;}ln’rﬂ;r I{ER.MAN GROTE MEDICAL CERTIFICATION

JLL = 20. DATE OF DEATH; Month_.. 58PEe o, 5th
3. (b) If veteran, 3. (c) Social Security 19&6 N D4 55
- year. OLr, minute.
name war. no No
21. I hereby certify that I attended the deceased from 9/24/46
éPS. Color or 6. (a) Single, widowed, married, j 19 to Sept. 25th 1946
4. Sex. mal& racclI‘Ihit diverced marrie ‘tlhat I last saw him alive on Sept- 25th 1946.
6. (b} Name of husband or wife.. e 6. (¢} Age of husband or wife if 1| and that death occurred on the date and hour stated above. Duration
e c lﬂrﬂ GI‘O‘b e_ — alive..... 'Zl ........... vears || Immediate cause of death
7. Birth date of deceased........ Jﬁn ... 15; 1876 --------- 42
" (Month) “(Year) C
8, ‘AGE= Yearz Months Days If less than one day Due to L
i
'70 8 - 12 ........... 18 S -min.

< Due to Vs Y ! ’i

5. Birthplace.........._ X h_lg Qe A1 INOYs 7 inri
- (City, town, or eonnty) (Stata or foreign con.nuy)" 1 ‘ B

diti
10. Usualoccupation . GOMMON._Laborer | Oherconditions... oo {
11. Industry or business 'M 5 PHYSICIAN
ajor ndlngs
By Name_._____:_He_rma,n...ﬁmi;a...,.h..,__ﬂ.__.-.n.._.____.__.m________é%f Of operstions..... , Ondomtine
e,
= | i3, Birthplace unknown __Germany T the cause to
.(City, town, or county) + (Stato or foreign country) Ot LODSY... ... h 1db
E{ 14, Maiden name.. W1 ovn g autopsy.... :h:rlgled;mf
. - - Jtistically.

5] 15. Birthplace..___ oW wmm “7. " P
g irthpl Ny (Gity, ora ot bouatyy Stor povm 22. If death was due to external causes, fill in the following:
16 '.(a) _Infomth bl ara. ..G:]:Qt& - f (a) Accident, suicide, or homicide (apecify)

18.

19,

2
1948". .

{Dato reu:xv-d Iucll registrar)

(negutm # dignatare)

N 23. Signature..____ 151

(b} Date of occurrence

{¢) Where did injury occur?

{City or u:'n) {Cao
(¢p Did injury occur in or about home, on farm, in lndust.nal placc in pubhc plaoe?
{Specify type of place)

ot £ans o mmry "é........_..__..
V% w k? ........ S— QM fi f(

f&ye.t T»e e een 9 /2 5( :: ::her)............

Address

{(Licensed Embalmer’s Statement on Reverse Side)




- 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, or by

working under my personal supervision.

3 .
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with

the above constitutes grounds for revoeation of license.) . .

. ! P. O. Address ¥ ... M ........... 57 ....... |

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




