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

S

ALED AUG 23 |

DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSQURI

T e ae STANDARD CERTIFICATE OF DEATH

Reglstration District No %

IS
Primary Registration District No_lﬂﬂ.d

State File No.

Regisirar's No._;....__GBEM..

20727

1. PLACE OF DEATH:.

(a) County
{#) City or town St ) LOU is y

(1f outside city oz town lirits, write "RURAL" and name of township}
{c) N?e of hospital or institittion:

27 South Taylor Ave., /

(11 not in hospital or institetion, writs street number or location)

2. USUAL RESIDENCE OF DECEASED: ,

@ ste..MiBgouri (®) County. oo

{¢) City or town St Louisz / 7

(If outside city or town limits, writo “RURAL")

(@ Street No # 27 South Taylor Ave., ’?

(If rural, give location) q
d) Length of stay: In hospital or institutl ?
(@) Length of stay: In hospital or institution (Specify whether || (¢) Citizen of {oreign country? No {Yes or No)/
In this community
yeary, months or days) If yes, name country. e
1. (¢} PRINT MEDICAL CERTIFICATION
ol S RUTH W, GARVIN. 5—‘
@ ry— 20, DATE OF DEATH: Month,, £t ......day SO
3. () If veteran, ¢} Socia! urity
{8) If veteran year._.%_ﬁ%g_“hwn_._m._.. .. inute ..............
name war. No No
. ”—'_Z 21, I hereby certify that I attended the deceased from
/ 5. Color or 5. (a) Single, vwow&d m.:xméd 9. . to 19
OWE
4. &Eemﬂ e race. erlte divorced.. that I last snw h alive on 19 :
6. ‘%b Namne of husband or wife..._....... . 6. (&) Age of husband or wife if || and that death occurred on the ddic and hour stated above. Daraion-
iam N. G'arv in . alive_—...._....._years || Imumediate cause of death {o.a dbecdT TR Tl el -
7. Birth date of deceased... Sept ,.. lo _41895
Month) “(Day) - (Yoar)
8. AGE: Years Months Daysa if leas than one day
’ 52 10 24 hr. min ﬁ j{
B t / Due to /]
9. Birthplace.. DOBLOIN, Mags., | - 4 ¥
%ﬂ.y. town, of ooun]t-y) D l t(Suu ot foreign country) 4
. r a : Other conditions,
i0. Usual occupation erson rector; (Inchade pregoancy wilhin 3 moatha of death)
11. Industry or b Perk Plaza & Chage. p— PHYSICIAN
Jor nndings: —_—
5 12. Name Chas.H.Wishman. ! Of operations Underline
= ) the cause to
2\ 13, Birthpiace unknown . Ma fa s. [ : w;ich&ﬁbm
H :.l‘:yp’ untydy - L tats or foreign country, Of aut. -x shou e
E 14. Maiden name Mﬁ T: Tras}{ , f sutensy ) ' 't:;ﬂi:geﬂ ata-
stically.
S] 15. Bisthplace Boston 2 Masgs. 22. If death was due to external causes, ﬁll in-the following:
= Cily, town, or county {State or foreign country) N -
16. (o) Inia t______ Jo Ann Garv in. - {a) Accident, suicide, or hummde (spemfy) .
) Address 5092 Waterman Ave., {6 Date of occurrence. __" -
. Ly B TN 3 J
7. @ Cremation “(b) Date thereof S0 =48 (@ Where did (oduny 000U e e T Cowni) prEv

18, (@) Signature of funeral d.lrcctorc R. Lthon & Sons. .

19 (a) s

(Month) (Day) (Year)

wm:wdbak Grove Crematory

{c) Place: burial or cremation

{Barial, cremation,

) Admse_m_

@) Did lmuxgr_oocur In or about home, on farm, in industrial place, in public place?

. (Spu:l'r type of plece)
s A O]

Means of i m;ury .




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...... S

working under my personal

Signed

Licensed Embalmer No,

P. O. Address
ED EMBALMER in his OWN HANDWRITING. (Failure_to comply with

. Note: The above MUST BE SIGNLD BY THE LI
the above constntu tes gmunds for, revocatlon of lncen.se )



