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

DEPARTMENT OF COMMERCE

ILED ocT 20392'“

Reglistration District No..

THE STATE BOARD OF HEALTH OF MISSOURI 366(}01 / '

Buxay o i Cansts STANDARD CERTIFICATE OF DEATH - sue st o= -

Primary Registration District No. ._Q?é.. o chsslmr s No. _g_/ éj. .......

1.

(a)
)]
(e)

PLACE OF DEATH:

Conntr-- S L QU B
City or town...... B

(If oniside city or town limils, writs "RURAL" and pame of township)
Name of hoapltal ot institition:

Elms Nursing ﬁo_m.a

(1 pot in hospital or institution, write street number or location)

(d) Length of atay: In hospital or lnatitutiun__s,__months .

In this community...._..

{Specily whether

years, months or days)

2. USUAL RESIDENCE OF DECEASED: -

B
(a) State.._Ml.S.&Qui...._.. o (5 Coumty._ 9% LOU.iB 7 é

{c) City or town.... FlOI‘l sant
{If cutside city or town limits, write “RUJRAL")
(d) Street No. Route lO Box 1001 o]

(If rural, giveo location)

{¢) Citizen of foreign country? (Yesor No)o

If yes, name country._............

MEDICAL CERTIFICATION
20. DATE OF DEATH: Momn OCtODET . 9th,
year. 1947 hour. 4 minute. P M. M

S T=UHk

21. I hereby certify that I attended the decensed from
19 to b D

futs ame . Joseph F. Daniels. ...
3. ) Il' veteran, 3. (¢) Social Security
name war.. NOIS No. NOne
5. Color or 6. (a) Singte, widowed, married,
4, Sex...d M_ gle__Q ra.ce.__vll.hit.e divomed......g.ildo.ﬂe
6. (b} Name of husband or wife............... e 6. () Ageof husband or wife if

—dJosephine Deplels, aiv..De0!dyeos

Birth date of deceased MBY .. -R0Q, 1865, .~

that 1 last saw by alive on.....,/ n - X
and that death occurred on the date and hour stated above.

Duration

Immediate ¢cause of deathn

!u

14

(Mumh) {Day) L4 ﬂl—;m
8. 'AGE{ Yeary Meoenths Dayn If less than one day ??‘4
“2 ‘-:\ w ‘l‘ : [Tt =
8 2 4 lg hr. “min ) i
9. Birthplace..._.__ - e . d.. ‘ : - !
* {City, town, or county) (suu of foreign count.ry)
10. Usual ocn:upalion__.r..e._tir.e_d...F.ﬂr.mQr_-_.._.._.._.._.._...__....._.{_... C:::;:g ::l:m;;_'mm S ey ”““\"3‘““3] T
11. Industry or b : et PHYSICIAN
. " jor findi H .
8 1. Neme.....__ DO Know. o || M e o omnl - _
E N Underline
=\ 13. Birthplace.__-0ODYL Know, . / «—|the cause to
&= ’ (CJD Gﬁf “Kﬂb " (S1ato or foreign country) Of autopsy W :vl?;c‘l: [('iieabt.l;
E 14. Maiden name. 1OW,. T . . ; charged et
= ] D K ‘7 tistically.
S Bmhplaoe......._-ia“%'mmwmm,) #2211 death was due to external causes, fillin the following:
16. (a) Tnformant. MI.e Arthur J . Daniels . :" {¢) Accident, suicide, or homicide (specify)
®» adaress BOULE € Box 58 Florisant,lfo,||® Date of occumence
17. (a) Buriel " () Date thereaf. hQ= 1 3=1947,| (0 Where didinjury occur? ity o towa) pro— )
(Barial, cremation, or removal) (Month) (Day) (Year) {d) Did Injury occur in or about bome, on farm, in industrial place, in prhc place?
(¢) Place: burial or cremation... Blg.a_chk..m,J &QK._G eme. te I‘y *
18. (a) Slgmature of fugeglj!égmr __GQ Q. 'Y L. PJ.Qi tBOh Ineg., While at worL?.........m.........:.ﬁp.“.d..! 'E'"" ﬁm)‘n— m,m_____'__________Q :
b) Addr mgz . ton AvefMe. 5 . .
19 :[)/ o L // | 2a. Sagnature__.m_m:__ W o e, (M, D m)____"a
_ " (Dato rectived locsl ¥ 5 lenpglire) 4,8, o

[Ritres,.. b gttt IND . Ducsimes/OAO=-H ]

{/thcemd/ m mer’s Statement on Reverse SlXc)




Dr. Mitchell -Johuson.

40 s. Florissant Road, -
Hours 1 to 2 P.M, : . .
Telephone Atweter 430

g::i '

.

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 Apprentice No

working under my personal supervision.

* ! Licensed Embalmer No.. ?,'27?7’

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

the above constitutes grounds for revocation of license.)}

If this body is not embalmed, fact should be 5o stated above,

%




