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NENT RECORD

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMA

FEDERAL SECURITY AGENCY
National Office of Vital Stgtﬁﬁz
FILED DEC 2

Registration District Now ooocvvccrsvveas

5

MISSOURI DIVISION OF HEALTH

#STANDARD CERTIFICATE OF DEﬁbb_- State Fite

Primary Registration District No.... S—

LU

38762
Registrar’ :‘No. ‘ﬁ‘: 3(}1’1

1. PLACE OF DEATH:
{a) County.

2. USUAL RESIDENCE OF DECEASED:

gV

T years

{a) smm“-M%QMi .......... (&) County /.2
{t) Cityortown__ .. _&t_,_..I&uiﬂ v
(If outaida city or town limits; write “RURAL" and name of township) (¢) City or town St. Louls &
(<) Name of hospital or institution: (If cutsida city or town limis, write "RURAL") 7,
3452 Potames St 4507, Holly Ave 0
~ - - - (d) Street No.__ .
(If not in bospital or institution, writa street oumber or locavion) (Lf raral, give location)
{d) Length of stay: In hospital or institution -
(Specify whether || (¢) Citizen of fbrelgn country? no (Yes or No)
In thia community....,.A...............urﬂ
years, Moothd or daye) If yes, name country.
3 (@) PRINT E w 1 MEDICAL CERTIFICATION
FuLL Name_. Fremces  Ee Weller ... 6
- Bt 20. DATE OF DEATH: Month NOVEmber ... 1
3. tb) If veteran, 3. (¢) Social Security No. : 1 00 .
year. 9‘-&8 hour. minute, p M
name war None ——one
21. I hereby certify that I attended the deceased from._. W- SN
5. Color or 6. (a) Single, widowed, married, 19 é___________m W V4 Q_, 10.94¢
4 Sex.. -E ----- m:e.white. divomed_.mmml that I last saw h“b alive on — _W_/.& ,,,,,,,,,,,,,, 19,
6. (&) Name of husband or wife.._ JOMAB 6. () Age of husband or wife if || and that death occurred on the date and hour stated above.

H

(b) Address
. @ NOY 18 s04g f &aéﬂzﬂ-ﬂ&q
{Data received Local rexistrar) {Registrar’s signature)

alive_ Immediate cause of death...
7. Birth date of deceased.____NOVEmbEr _._5 .__1390. ] —
’ {Month} {Year)
8. AGE: Years Months Daya If less than one day Due to. £~ - ot -
: )]
/ 8 0 1l hr. min Lt o '%
) -) Due to
9. Burthnl'lﬂ- St. huis masom ! _
(City, town, or county)’ (Stata or fareign r.ounuﬂ
Other conditions,
10. Usual occupation...... m,,,_,,“,,"m“re femmr e, 7 (Inclzds pregnancy witbin 3 months of death) / ‘ "
11. Industry or business -l T T / '7 PHYSICIAN
or findings:
& { 12. Name......_ALfTOd . Reynolds e " "Of operations i i :
= »-r thUnderl.h:g
2 L is. Bitbptace ) E:gland' - whichdeath
. .. (G wn, t uts o foceign tonntsy, +Of aut i should be
:‘,?‘ 4. Maiden namo. ... DOTOYRA Gerkf C) e : tistically,
AR 3 stically.
; 15, Birthplace i —— "}ﬁ%@%‘:‘.ﬁ}? 22, If death was due to external causes, fill in the following:
16. () Info " m. I‘ouis WGilar {6) Accident, suicide, or homicide (specify}
(b} Address b.‘SW Holly Ave (#) Date of occurrence
17 @ Cremation: o) Dat théreot. 11=19=h8 (e} Where did injury occur? Eiyaromn oy
(Burial, cremation, or rema: v (Manth) (Daoy) (Year) (d) Did Injury occur in or about home, on farm, in industrial place, in puhhc place?
() Place: burial or cremation___V23h8lla Crematory
. N . . P . N t f rlace)
18. (o) Signature of funeral director. Math.Hemm & son' Inc. " While at work?..........,.'....:.........(f.l:i‘” (ycl)n ‘iril';:;; of m\m‘ry ............

(MDM ’)

23. &mtm_W
ddress.. LS. ST e ~

(Licensed Embalmer’s Statement on Bm Side)

fﬁ-batc sazned



we

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmied by me, or by

, Registered Apprentice No

working under my personal supervision.

Signed
Note: The above MUST BE SIGNED BY THE LICENSED‘EMBALMER in hls OW'N HANDWRITING. (Failure to comply wi
the above constitutes grounds for revocation of license.) . S

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




