5. No. 2 ° DEPARTMEI;TT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI "389?? .

e BuwRAY o7 \TZCS\ ~ STANDARD CERTIFICATE OF DEATH Stae P o
g ng"'tragm istrict No....—. 18 Primaty Registration District No._.__......_..._._..._.__._.100 3 Registrar's No_,gﬁ{:’g -

1. PLACE OF DEATH: - ' 2. USUAL RESIDENCE OF DECEASED:
n > . '
B (e} County i | (@) state.. Missouri. ... (b) County.
=) (&) City or town St.Louls - ‘ ;
] (If ontside city or town limits, write “RURAL" and pame of wwnship) (¢} City or town S‘b .Loul 3 / 3 7
[él () Name of hospital or institution: City Sanitarium 0 (T outaide city or town imits, write “RUBRALD 17
PP S et (d) Street No 5400 _Arsenal .
E (IT not in hoapitel or instivation, write ! t numhe locatio] (If rural, give location)
& (4) Length of stay: In hospital or institutio r'S. OS 'Dsd's . : ’
(Specily whether [} {&) Citizen of foreign country? YB.S : {Yes or No)
5 In this community, 25 YIS, .
E years, montha or days) - Ii yes, name country._. .
=
2 3. (2) PRINT TAR
B FULL NAME BEN PI N OV 8
« 20. DATE OF D, s Month . 2 X e day.
3. (&) If veteran, 3. (c) Social Security ‘ 09 TR
= minnte. M
[ name war. No. ‘ : an
< - 21, I hereby certify that I attended the deceased from hd
= /) 5. Color of 6. (a) Single, widowed, married, . 14}2 fo. Nov, & 1914:_6
'J: 4. Sex e | CE. Whltﬂ divorced.._ﬁg}_'_._,._._.q_,. that Ilast saw h..m.. alive on N OV, 8 19,‘,&6:,
E 6. (b) Name of husband or wife........ 6. (¢) Age of husband or wife if and that death occurred on the date and hour stated abaove. Duration
4 : Ve years || Immediate cause of death
C || 7. Birth date of deceased Oct., 51880 ...Confluent. Broncho-Pneumonia... 5 dse. ..
X 3 {Month) {Day) (Year) :
[~}
o . AGE: Years Months Days If less than one day Due to... Multiple L‘mg Abscesses 1 week
» £ 66 | 1 3 Cause of abscesses not known
o hr, soin,
N ; Due to
2 [, svaoee_Mustria Hungary Z .
o < {City, town, or countiy) (State or Toreign cantry) -
: X } . ) S+ e aj| Other conditions - )
u[;]j 10. Usual occupation Laborer i o = 1% (Include pregnancy within 3 months of death) } /‘" f
e 11. Industry or business SR ) PHYSICIAN
J B { 12 Name not kndwn « ., ., G ajof findings: : II_L/_ l] B Rl
- = ¥ : . ndetline
Z ||2 13, Birthptace..-._NOL_known the case to
- Cit mwn oroou.nl Jire e 7" (Stote or foreign country) AS ab ove Ry
5 - (G ¥ e o Of autopsy... £45 & should be
o g{ 14. Maiden name J1CQF o 7’ : ' : {t:lhz:rgeﬁ o
=5 S not‘ knowm % =
= 15., Birthplace = b L} : (— -
é JIB N TGy Yo e sty 'y \ Staig or Torcian ongatey) 22. If death was due to exiernal causes, fill in the following:
B 16, T rare o - .;\_ Pt L f + || @ Accident, suicide, or homicide (specify)
B () Address_*. 5" 5400 Arsenal St., * (b} Date of occurrence
g~} 17 (m) ﬁ 0 R—/‘}a’ A" ¢ - (b) Da.t.e themof/}/o l/ 1 2 Lg—!&tﬂ {c) Where did injury occur? {City or town) (Counly) (Brate)
: f (B“""'" mmmﬂ o removal) (Month) (Day) (Year) (&) Did injury occur in or about home, on farm, in industrial place, in public place?

"
{

- (s) Pla.ce buna[ o cremauon.cfdﬁ_ L V A.. ™ v

18. (a) Sigpature of funeral dtrector ........ - H‘___‘___(_S_’_:fm” rpe of ph;;)of LT o A _(_,)

5) Address_d ;

€] dress %‘..3 -£ W\@mw (M D. oro&er%
19, s ll

@ {Date receivé Date sign

(Licensed Embalmer’s Sl.at.emen} on Reverse Side} 4




STATEMENT BY LICENSEFD EMBALMER . .

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

, Registered "Apprentice 5

working under my personal supervision.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING

the above constitutes grounds for revocation of license.) g

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



