No.2 DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI L ('881
12-45 . Bumzau oF iz Casus STANDARD CERTIFICATE OF DEATH State File No. b4
|| FILED MAR 14ciff £319

[ 247070 || poclstration District No... W 8% Primary Reglstration Distriet No, ___ ._.1 QO 3 Registrar's No.
1. PLACE OF DEATH: . USUAL RESIDENCE OF DECEASED;
(a) County. () State Misgsouri (&) County 1
®) City or town... 9 ve _LiOUlS Tk
(If outsids city or town limits, writs “NURAL" aod nams of township) (&) City or town 3t. Louls I / 7
(¢) Name of hospital or institution: 0 (If outside city or town Limits, write “NURAL"Y
City Sanitarium & Street No 3700 a Fairview Ave
(If not in hoapiial or institution, write strest n ber or Iocaig (i raral, give locatica)
{d) Length of stay: In hospital or institution... (sdars i | oy cueteen of ) No
e pecily whether e itizen of {oreign country (Yes or No)
In this community SB’IeaI"B
years, moaths or days) Ii yes, natiie country
) ' MEDICAL CERTIFICATION
3,49 prRINTT TLLTECE , ROUSE
T, - Ty ey— 20. DATE OF Dmﬁ:n: Momn_ MATCH 4. Rtk
3. veteran, . e A urity 1 . . -
atme war_ =T %o IO ne Year, 9 7 hour. 5 ,_5.0........___mmut.e.._ 228 ML
- 21. I hereby certify thg I attended &lie deceased from
¢ Colorgn 6. (a) Single, widowed, martied, Dec.,1 1 ?m March 5 19.. Ll'?
female ite ‘ widow ol T s R 10
A BT e RO s d’Vurmd‘"“"'“‘“““""""'g,’ that I last saw h er alive on M ar Ch 5 e 19, ,4' ?
6. () Nameof husband or wife..e—oeec... 6. {c) Age of husband or wife if || and that death occurred on the date and hour stated above.

Duration
iate cause of death

alive. yeara || Jmm
July 3 "ig":;’é """"" ﬁroncho—pneumonia Bilateral |10 days
Moatty T Dy (Year) Cerebral Thrombosis-right 2/12/47

8. AGE: Years Months Days 1f less than one day MxArteriQSClerOticuHeartDj:g, eage-
a & & | 2 o . 5 12/16/46
_____________ min, Due to ﬁ )

7. Birth date of deceased

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

=i || o minmpiace. . Sbe LAuig - - Missouri.f -~ - o , IAS
Gy, w'"i:i‘" cauaty) k {State or foreign coontry} (I 777 T
i Other conditlons.....
10. Usual occupation ousekxe ep er {[ncluds pregoency within 3 months of dcattM 7
11. Industry or business oot 3 T A PHYSICIAN
=1 - : ajor findings:
g 12. Name... Hel‘man ? . Of operations : o i
= nderline
E 13. Birthplace. "s Gelr‘ma ny ‘4 e No oo .- 31};31&:%}(:
(Cuv.town. 4y, tate or (urcign country) OFf 2utops; . Stosnld be
E 14, Maiden name..__. . \T‘m.iia ? : , autopay AU - T o har “lsm-
. tistically.
£ ; Germany 4
g 15. Birthplace i g ymu 7~ {| 22 1f death was due to externai causes, il in the following:
16. (o) liformant = . 2 (a) Accident, suicide, or homicide (specify)
() Address.._. 51" 00 AI‘B enal S t {(b) Date of occurrence.
17. (a). “burial (b) Date memfI{a 1" o 8 1947ty Where did injury occur? G P o
+ =~ «  {Burial, cremation, or removal} . (Month) (Dly) {Year) g) Did injury oceur in or about home, on farm, in industrial place, in public place?
{) Place: burial ot cremation .. H W bt MB. I"_Cu 8 CCH’I.Tt Iy

04— UvL G,

.iﬁ.‘ (-c)' S:gnamre of fiineral director. 5
& Address. 5634 _Gravols, St.Louls, o

19 @ _MAR 7 1947 _%__2 J’ rre

{Date reccived local resistrar) (Registrar's umlm] b
" (Licensed Embalmcr’s Statement on Rcveue Side)

¥ typo of plice) ¢ « . O
@9\ 8 of Injurycen e e




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.

Registered Apprentice No. ) ,
Y

Signed % W
Licensed Embaﬁner No =7 W

P. O. Address M&‘_‘“‘M

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)

1€ this Hor::iy is not embalmed, fact should be so stated above,



