8. No. 2 DEPARTMENT OF COMMERCE

—12-45 BUREAU OF THE CENSUS
. 5.17-39
e Wl R0 DEC 31 1947 318
Registration District No.o...... . 20

THE STATE BOQARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Pri‘mary Registration District No..oveoveeieee

-300*

Stale File No.

. Registrar’'s'No...

43016
116eca

1. PLACE OF DEATH:

2, USUAL RESIDENCE OF DECEASED:

No.

(a) County {a) State Missouri, (5} County ST
(5 City or town....._. St LQuiﬂ N - .
{If outsida City or town lmma, write “RURAL” and name of & mwns.h:p) (¢} City or town g tA I_,o]_]_is » P
{¢) Name of hospital or institution: - (1F outside city or town limits, write - RURAL ") T
St, Anthony Hospital, d @ Strest No 3620 Minnesota Ave,, &
(If not in hospital or instivution, write street number or location) T U vural, give location) ! !,-
{d) Leéngth of stay: In hospital or institution._ 20 Minnutes, . . q—- No
] (Specify whether {{ (¢} Citizen & foreign country? (Ves or No)j
In this community,
years, months or dayve) Ii yes, name country. -
s
Full NAme.Infant Fischer ‘ VDI s R o
TR e 20. DATE OF DEATH: Month_December 4., 22nd.
. , . g 2l Securi
veteran ¥ year. 19[&7 hour. 12 : minute 30 ‘m ™
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= npame war.
E 21. I hereby certify that I attended the deceased from.__. w €. > 2-—'
EI y $. Color or. 6. (a) Single, widowed, marr;a), LA (@ omn 1947 o Alea. 2 et /3 30 1o, _)67
b 4 &‘Femﬂa‘le‘@ aciiite, d“"”ced-'sli-gglg that T last saw hl.l‘-h alive on.. AR 2 3 L1982,
E 6. () Name of husband ot wife.__. 6. () Age of husband or wxfe if || and that death occurred on the date and hour stated above. Duration
1 alive. .o vears | Immediate cause of death i -fm "y
< i m%VJ/dSAl/J A
7. Birth date of deceased....._ Dacember 22 -..,1947- e &7 .
E (Monih) By (Year) (. A Y &' rvp va?f.) ,,,,,,,,,,,,,,,,,,,,,,,, e
w» 8. AGE: Yeara Months Days If lesa than one day Due to. .,J
s » £7HE
= ()= a0 =) -O-hr. 20 i F7 i o
a : Due to_ — - .
B 0o T Rinhptace-. o biTLond e, T T o Missouri 0 T oo oo f ;’ 2 f
% {City, town, or county) (Shlm or foreign munt.ry)’ . ” ‘{ t,;‘,ﬂ. ﬁ
= 10. Usual occupation Infant' ' . O(Ehelr:nnr“ﬁnnq: wi-:.hinﬂmunths of death) .
[4)]
=] 11. Industry or bu iness .M —— - PHYSICIAN
T onalglt . N \ o
>l" g 12 Neme.. 3 FPank M. Fischer, PO operations. A Mowen 1 g
B . . nderline
B {15 ss. s BrepssinTdiinotise. , VAR [— 4 T
( {State or foreign try) z a . ﬁ -

5 "-‘ﬁ' 14. Maiden name %181‘& Km ’Eergfeld or foreigm cofiotry Of autopsy... T ’_ I ﬂhouelft:istb:
B ey tistically.

& . A ; =,

© { 15, Birthplace st ol LOU.isSt",._. Mis SD'UI!'i‘ f] 22, If death was due to external causes, fill in the following:
E = (City, town, or cotnty) {State or foreign cu\mtry) -y .
2 |l46. 0 1nformant........ Frank. M. Fischer, 1%L+ || (@ Accident, suicide, or homicide (specify) e
B ) Address 3620 Minnesota Ave., || @ Date of occurrence

17. (a) Burial, (b) Date thereof 12/23/47 (¢) Where did injury occur? iy T ae

[ ST (Buxul, mmaunn or removal)

13- (a) Slgnature of f}lnem] “director.

. ()" Place: ‘bunal or cremationita.. Peter & Paul Cem. .. .
R | -Gebken-Benz Mortuary o oo

(Mcoth) {(Day) {(Year) (d)

Did injury occur in or about home, on farm, in industrial place, in public place?

{Date received local registrar)

{ n[.-utrnr L] ulg'nnture)

e e

- While at work? ...

¢ {Specify typs of place) -+ - N
{e) Meansof i m;ury________. _____________ o~

./

(M, Djot other}.. =

-ﬁ = Date signed /372 2 ﬁ/

{Licensed Embalmer’s Statemehn Roverae Side)



] q .

¥
'*-*** STATEMENT BY LICENSED EMBALMER .
KR
I hereby certify that the bedy whose name’*&recorded on the reverse side of this certificate was embalmed by me, or by.... L. S
% L Registercd Apprentice No. .

working under my personal supervision.

%
‘Qfa ngnedgﬁw_y(_z g\ @

# ‘ L Llcensed Embalmer No. 409
s
¥ 2842 Meramec St,
’*.* P. O. Address........... St-!-’-zf.ou:m,--"l& ..... "ﬁO’. ...........

Note: The above MUST BE SIGNED BY THE LICENSED F'\‘IBALMtli_ in his OWN IIANDWBITING. (Failure to comply with
the above constitutes grounds for revocation of license.)

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