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

1

I
i

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSU:

Registration Dlstnct N

THE STATE BOARD OF HEALTH OF MISSOURI

FILED MAY 9 1049 QIBSTANDARD CERTIFICATE OF DE/Ni-b;?

Primary Registration District No.._ ...

15639
4319

* State File No

Registrar's No.

1. PLACE OF DEATH:

(a) County..
Ste Louls, Mo..

(b) City or town.. -
(Iruumda mwurtuwn limits, 'n!a RUHAL and nama nl‘ townnh:p)
(¢) Name of hospital or institution: /

2623 January _Ave.

{IT not in hospital or Institation, write street notober or location)
(d) Length of stay:

In hospital or.institution
. {Specily whsiher

In this community

2. USUAL RESIDENCE OF DECEASED:

(a) State Mo () County ;
{c) City or town 3t. Louls /J7
(If outaide city ur Lown limits, write “RURAL") -
(d) Street No....R020_January_ Ave. )
(Hf rural, give location}
{¢) Citizen of foreign country? (Ves or No)

years, monihs or days) . - If ves, name country.
MEDICAL CERTIFICATION
3. {a) PRINT 3
FuLl NamE___ EVA V. SENN
: e e 20, DATE OF DEATH: Month_ ADTLL 26
3. (&) I vet . s 3. i urity .
¢ )- ‘ve e J ' . w4 o &r.q..nl.a.&.'z.._..__.hour 9:30 minute As M,
name war NONE . No

. 21. I hereby certify that I attended the deceased from

vo /|7 g | O S g pa | 2 A s w2
. scfemale / | e e dworl:ﬂz«--ljI ---------------------- that I last saw b 2.0 alive o .~ 2.8 BLE YA

6. (8) Name of husband or wife.....cvmmceeeeeeeee

otto J.

6. {c} Age of husband or wife if

and that death occurred on the date and hour stated above.

(Henﬂrnt ] nmumre)

alive...._ 2 vears || Immediate cause of death...
7. Birth date of d d Qct ., 17 1884 _w At M
® c:.' - {Moath) . {Day} (Year)
8. AGE: Years Months Days If less than one day Due to ~
‘{J “
. L I -
" 62 6 9 RO -\ — 11 i
Due to . il .
-5 Birthptice " Ste Touds o 3o S MOe L) Y 2 S -
* {City, town, or county) {Siate or foreign country) ﬁd-_ti
it . - . . Other conditions. :
10. Usual occupauon__._H_Q].'Lﬂ_Q_“_an_.__._._.__._____________________,____,___,__,,,,,,,,,,,,.,____ (Inr.'[u:: prexlli:ncy' within ¥ mguths of death)
11. Indastry or business Wi fo PHYSICIAN
ajor findings: P S . —_—
118 12 Name Frank GANAOL .o |l OF operations —
= x
= ore ¥ Of aut shou e
%‘l‘ 14. Maiden name &ﬁ‘hi é Bilt - autapsy ' + ?%gcﬁgm_
iatically.
= I o
g 15 Blrthrﬂace SE;.?;;." 3‘3 ui - e ﬁﬂg;m{ !)J 22. If death was due to external causes, fill in the following:
-~ 3 3
16 o mmmm ‘0tto MJ. Senn ) ©7% ] (@) Accident, suicide, or homicide (specify)
& Address 2020 JANUARTY AVe. (¥ Date of occurrence,
1. (o . burial () Date thereof. %29 47 || (9 Where did injury ocour? T e
(Barial, crematjan, ox removal) (Maath) (Day) (Year) (d) Did injury occur in or about home, on farm, in industrial place. in public place?
(¢} Place: burial or cremation..! S'lm se t' Bur 18-1 Park
* . e ‘(Speuft rl)-'— B
18. (5} Signature of funeral directol T A€ g8 HAUGEY Undlco ) While at Work?—o o O m;;; ofi mm_ﬁ_ ____________________
b shighway Bl, .
® ) Signature. __.__{ AL ﬁ M. D, oror.hz -
19. (a) AL

Address 3.2 59-7£—W

Date signed

(Licensed Embaliner's Statement onn Reverse Side)

/A

2347



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

, Registered A;)prcntice *No.... : R

working.under my personal supervision. Z v
Signed Mf/
igned £

‘Licensed Embalmer No..

P. Q. Address...._..

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.) (

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




