'N‘:;'&O? FEDERAL SECURITY AGENCY MISSOURI DIVISION OF HEALTH 421 24
5739 |{° F"fﬁmbc?ﬁ %Vf"mm STANDARD CERTIFICATE OF DEATH State File No :
I 2906
Registration District No. .. Primary Registration District No.! -‘7..( Registrar's No. _,r‘a‘.@.‘,Q!:...__
7 1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: .
~ - gy
0 al| @ couy. St Louls (@ sme_Missourl (&) County ’:
0 Bl ® civortom . Koch. (rural) _
=} (1f outside city or town limits; writs “RURAL" and pame of towsship) () City or town 9t. Louls ,/ i
E-‘]J (¢) Name of hospital or Institution: (If outsida city or tawn fimits, writo “RURAL") “
= Robert Koch Hospitel D @ sweetNo. 2225 Montgomery /
(1f not in hospital or fastitution, write sirest nugnber or location) (If rural, give locatiom)
(d) Length of stay: In hospital or institution......_L] 6._day&,_ N
: 31 (Specify whether {| (¢) Citlzen of foreign country?._ N0 (Yes or No}
In thia community Years -
5 years, months or days) If yes, hame country.
= 3+ (@ PRINT MEDICAL CERTIFICATION
\ & || FuiL name TANCREDT, JAMES ..o D
- = (20 DATE OF DEATH: Momh. Decembern., 9
-« 3. (b) If veteran, 3. (¢) Social Security No. 19 48 o lO 20 P
name war. none year our. minute. M
E - 21. I hereby certify that I attended the deceased from
S Male 0 Colo{ ﬁl Lte 6. () ansle. widc‘::rvidhmarrmd. 6=27=44 5 .to 12-5-48 9
I 4. Sex. | race }\d"m'ced"m Quell that I last saw 11 M aliveon 1 2-9 48 : 19, _...;
i 6. (5 Name of husband or wife.ve.oeooooo. 6. {c) Age of husband or wife if || 20d that death occurred on the date and hour stated above. Duration
& Susle Jenkinson Tancred ive: o Immediate cause of death e
( CH— --r-¥CATS
2 1l 7. Bien dae of deceased.. Mary 5 1884 ||--Ev¥imonary Tuberculogls 722
j {Month) {Day) {Year) . 2
= 8. AGE: Years Months Days If less than one day Due to :
U L
6 64 7 : 4 hy, min '\
Due to
a 9. RBirthplace - Itﬂlv 'E T e m _J.',. _____ — -
! % - ' (%ﬁy, 1awo, or county} (State or forelgn country) ||
o - - Other conditions.
= |{ 10. Usual occupation oal Min er ——— (Inelude pregasony s iiin § manie of deaih)
§ 11, Industry or busi - VP YT PHYSICIAN
ajor findings: —_
| E 2. Name OCQ _Tancredi o i . Of operations P s e o [T
(2‘ &4 13. Birthplace . ) (S I t.a fiLny ‘;’ the cause to
Ly, to . OF ty) |- . Ltats or fore. country) . : _ . n
5 g{ 14. Maiden name. (ﬁﬁ.c‘fa ﬁﬁ’us 88 . Of antopsy.....e. (:ha'uzeo:lho\Il':ilrtl.::-5
M . . N . !ictlcany.
= .
By g 15. Birthplace T ——— —E-h—g;tﬁl;!i‘gvﬁ;n“jf 22, If death was due to external causes, fill in the following:
E 16. (@ Informane.. 5080158l Records . {s) Accldent, suicide, or homicide (apeciiy)
g &) Address Robert Koch Haogni 1‘ al (8) Date of occurrence
17. @ PBUR LAJ_..._____.. ) Date thereot_{ .. M%_ () Where did injury occur? ey e P
{Buial, cremation, of remsaval) (m:mh) (Day) (Yexr) (d) Did Injury occur in or about home, on farm, in industrial plane in public place?
{¢) Place: burial or mmunngt\-é;k‘ﬁ :
18. (o) Signature of f“né-zlvdi Lo g " "While at work? ... m_f., o i&ghhrs)of ;mu.ry..._._.._._'_g.._......
b)  Address 4 oy - e ; - 7
(:/ 42'33 o S i Signature ﬂ" / 6’- r C/ ’;7 (M. D or other)&: %
19. ... . r —
¢ (Dats received local peaistrart el addres OD 91{7('3 Koch: Hogpital  pae e dmed 2. ll/
{Licensed Emb.‘l{ner s Statement oo Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

, Registered Apprentice No,

Signﬁ%é.._"m ......

Licensed Embalmer No /,3 ? ?’ ,/

o P.O. Address..#.ﬁ...;pﬂeu-}/._.._%v

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAN_DWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)
If this l;ody is not embalmed, fact should be so stated above. |

_ working under my personal supervision.




