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‘ WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
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DEPART MENT OF COMMERCE

FILED "SEp I8 1087

Reglstration District No........ 3 S

THE STATE BOARDOF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No...........

32529
467

State File No

1003

Registrar's No............

1. PLACE OF DEATH:

(a) County....
{#) City or town..

of-
o j,_au 1L

(if outsida city or bown limits, write “RUHAL" and name of townahip}

{¢) Name of hospital or msutuno
B Hoagm, :

(Il pot in hogpital or institation, write street unn) "
{d) Length of stay: 3“

In hospital or institition... S
et T (Specll'j’ wlmther

In this community.
years, months or days)

2. USUAL RESIDENCE OF DECEASED:

(@ Sbate.--..l-LAl.LN.o l:S . () County. Madison

(3]

City or town........ L.

(lf st mtfu'm limits, wn}e “RURAL™

(If rural, gwe lucar.mn)

(&) Street Ny...pR~

.

(& ('fitigcn of :’oreign‘country? {Ves or No)

If yes, name country.

3. (a) PRINT
FULL NAME..

3. (B If weteran, c3 (). Soc:al Security

No R Nn341""09-8629

name war.
5. Color or,' .bj 6. () Single, widowed, married,
4. Scxm race...wh.l.. et divorped.u,‘,.j!,,fngg:g ......

6. (5) Name of husband of Wie. o oeeeonre

;. () Age of husbhand or wife if

R 'Y A

MEDICAL

jERTIl«[CATION %
e S,
F 7 minute_,,sﬁg.M.

. I bareby cergify that I attended the deceased O,

. "_"’mﬂ oy ‘ff ’/'- “’fj

thatal]as saw h,’m alive on. !
and that death oceurred on the date #8d hour statedlbovc

DATE OF DEATH; Month._

--hour.

Duration
alive..ooo......years || Immediate cause of death... oo
7. Birth date of deceased......ﬁep.temher..._...._..__-22_ .................. 1898
(Month) {Day) {Year)
8. AGE: Yeai's Months Days If less than one day
ﬁ 1’ 12 ................. hr. oo _min,

Plitsburgh -

(City, town, or coun!

. Usual occummn..._.._._....____'...._..nyghaaing__.Ag.ent._..__...“.;_.:_...._._.'
- Industy of bustaess- ahde.rd ol Gn._
12. Wame ... Gharles Oeltz 5.
Ej,ttﬁburgh ...............

" 9. Birthplace..

—
(=

-

.___I_?ehnsxlvania

MOTEER FATHER =
oo,

13. Birthplace....
14. Maiden name. . faw TYT ”Tindaay (sumrf‘.‘ffimﬂm
{ 1s. Bisthplace...... Pittsburgh 4 Pennsgylvania)
- . (C:r.y',t.own.oroounty) e . {Stata or foreign country)
16. (a) Informant.._ ... BQJT G.Qltzﬁ ._:‘L'{.‘
(6} Address.. Alton,lll. S
17. Remoral e (1) Date thereof...__g—' _____ .
(Bunnl cremnlmn,otremovsl) , {Maoxnth) (Day) (Yenx)
© P!ace burial or_ crematlom Alton, I]._l S—
T&. (@ ngn.ature of funeral dlrector Alb?rb H Hngjp(ei el
()] NAEpRIpoLer D1lVCe . .
19. ggﬁ 5 Tg4 (L}

" {Registrar’s signaturo)

(Dnte received local registrur)

Other conditions.,.z

{Include pregnancy within 3 ‘morcths of death)
4 A .| PHYSICIAN
Major findings: . . . . Y \
" Of opérations . '% ! / i -44‘} .
] y };Underhne
......................... ; the cause to
Q . - [whichdeath
Of autopsy ﬂ-ﬂ:— - wl - . should be
DRSS e vt - [charged sta-
tistically.
22. If death was due to external causes, fill in the following: — ewe———t
{a) Accident, suicide, or homicide (specify)
(6) Date of occurrence
(¢) Where did injury oceur?...
(City or town) (County) (State)
{d) Did injury occur in or about home, on farm, in industrial place, in public piace’ "
v L B (specﬂy:ypuofphm) .

. While at work? e, (€} Meang of mmry —
23. S:gnatm'e..jz.,( M . (M. D. oweatet).....
Addfe Y N7 S S Date signed.. 9 6"417
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{Licensed Exmnhalmer’s Statement on Rererse Sn:le)
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s 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

s » Registered Apprentice No

working under my personal supervision.
Signed @ D

Licensed Embalmer No. 4 g o]

P. O. Address

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

4 .

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