5 No, 300
M —10-47
. 5-17-39

WRITE PLAINLY~=-USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

FEDERAL#S?E%égéY AGENCY : MISSOURI DIVISION OF HEALTH

National Office of Vital Statistics -
FILED APR 7 1948 STANDARD CERTI

AVaJ0
FICATE OF DEATH State Fite No

g
Registration Distriet No...oe.o.... %lg. Primary Registration District ND""'"'“—“'J‘Q‘O 3 Registrar's No. _~\m_

1. PLACE OF DEATH:

{a} County .
(b) City or town St.Louis Missouri,
(1f outsida city or town limits; write “RURAL" and name of township)
() Name of hospital or institution: . i O
St.Louis City Hospital-"ax CS“Starklof

{1f not in boepital or institation, write street ber or kocation)
{d) Length of stay: In hospital or institution

{Spocify whether
It thia community

2. USUAL RESIDENCE OF DECEASED:

@ sate_MisgOUry o couny govo
5] Cityortown.._.._.._s_t- Jouis /7

(If outaide clty or town limits, write “*RURAL™) 7

F o st o FAOE— N Union—Ave.,
Yfemorial ALl IO . !

{¢) Citizen of fo colntry?. (Yes or No)

16. (a) Informant YeWe ok,

® Address, 3115 Mg.Pherson Ave,.
17. (o) Burial - - ) Date thereot. o= 29= 48

('B.urial, cremation, or removal) (Mopth) (Day) (Year)
(¥ Place: buﬁaf&r;ﬂmn!hf?‘c alvary Cemetery
18. () Signature of funeral di.réctnrcul'l inane Brog. .

yorrs, months or days) If yea, nattie country._..........
a: “ﬂ PRINT JOHN RICK MEDICAL CERTIFICATION
FU{‘ NAME. M h 26th
20. DATE OF DEATH: Month,.. ol C da
3. (b) If veteran, 3. (¢) Social Security No. 19[;,8 ] ¥ 30 A
name war No 489-20-4671 year. hour. minute. M
21. I hereby certify that I attended the deceased from March l2th
O | 5. cotorer 6. (&) Single, widowed, marflen) 1948 bBapch 26th 48
Mal it aSingle Pt S
4. Sex 9 Tace L divor agle that I last saw h alive on March 26th e 10 48
6. (b} Name of husband ot wife...oco e ... .. 6. {¢) Age of husband or wife if || and that death occurred on the date and hour stated nbove, Duration
FA LS - o cause of death P -
7. Birth date of deeeased....Allqllﬂ.t 3 1888 i 7S YV SO — er-h.
Month) (Day) (Year) " ¥ o
8. AGE: Years Months Daya If less than one day Daue to -y b
/
/ 5 9 7 2 3 hr. min h
O Due to.. | A
o. Birnpnce Sta_Louds _ Migsourl — ) | 24
(City, town, or county) {State or fareign country) I 0
10. Usual occupation... CLOFK e e i s ot ot ey
11. Industry or business i . PHYSICIAN
812 wme Theodore Rick : | M s . _ |
& 7. - oo | Underline
= | 13. Birtbplace........... Gexrmany /7 5 o X the cause to
. 5 . % . . . - =
E 14. ‘Maiden name. (& ﬁ‘t‘fi‘é’ fﬁfs Mo .Ng?rﬂ‘fg‘:“un Of zsutopsy.... _ v ho ul:st-:
] T a — tistically.
§ 15. Birthplace e ——" P ws‘_‘im w“{4 22. If death was due to external causes, fill in the following:

{a) Accddent, suicide, or homicide (specify)
—_—
() Dats:efspocurrence
{¢) Where did injury occur?
{City or wown) {County) {State) |
(d) Did Injury occur in or about home, on farm, in industrial place, in public place?
)

(Sipecily typayot place) .

Y — ¢) Means of lmurs'.__:.f.,ﬁ__
-?iﬁfiafaye%e—.%/%Pﬂﬁ‘"’ > .

—-ennee_Date signed -

(%) Address 3320 N_o K;lg_s_highggg BlVdﬁ!__"
19- (2) {Data &ﬁrﬂﬁtmr- @ i (ﬂ;ﬁ:u'sﬁmtweL \

(Licensed Embalmer’s Statement on BEeverse Side)}




X

STATEMENT BY LICENSED EMBALMER E

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 )
- B . . b "

working under my personal supervision. ﬂ . ._;_f ﬂ
faned ,JZ/M,QZ A

Y i

- T
Y

. v A G L
= .. = Licensed Embhalmer No._..._..,m.a.g_ :
.. P.O. Address._3%e Louig, Moe ..
Note: The above MUST BE SIGNED BY THE LICENSED EMBAL‘!\IER in hia OWN HANDWRITING (Failure to comply with
the above constitutes grounds for revocation of license.} . . a -

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




