8. No. 2

M—2.43
3-17-39
11 X3s897

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

FILED JAN 3 194431_8

DEFPARTMENT OF COMMERCE
BURrEAU OF TRE CNSUS

Registration District No.— ...

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF 88’&!—1

Primary Registration District No....__

357ar
State Fils No. ; -
14471

Registrer’s No.

1. PLACE OF DEATH: - .
{e) County_.. .
(® City or town St. louis

(I outside city or town limits, writs “RURAL" ond aewmse of tawnship)
{c) Name of hospital or institution:

DePaul Hospital J

(1f not in hospital or lastitution, write stzect number or location)
{d) Length of stay: In hospital ar institution

2. USUAL RESIDENCE OF DECEASED;

(a) State lio.

(¢) City or town ¢ l&y ton
(I{ ovtside city or town limits, writs “RURAL" ‘)'
@ sweet 0, 6625 Clayton Rd. H (('

(1f rural, give location)

T G
St. Louis/é
(% County. f

(Specily whether || {¢) Citizen of [oreign country?. 2...(Yes or No)
In this community
yoara, montha or daye) I If yes, name country.
MEDICAL CERTIFICATION
ol AT Rose M. Dorsey | D 19
" T Sodtal S 20. DATE OF DEATH: Month UECe day. I
3. (8} If veteran, o (- urity P.
name war, Yo No HNo. year. 19&3 hour. 3 mintite “5 M.
, 2. 1 hmby cer/Lthnt I attended the deceased fm7
5. Color or 6. (o) Single, widowed, married, o 12/ A %4 19
te Yidow 7 T
4. Sex Female hrh 2/‘5*‘ oreed... .. T that I'last saw h. 817 alive on 12 19/&3 19,1
6. (b Name of hushand or wife.............. 6. (c) Age of husband or wife if || 20d that death occurred on the date and hour stated above. Duraii
Frank H. bors ey allve....ooooor.....years || Immediate cause of death Hration
7. Birth date of deccased.... L0/ 28/ T2
(Month) (Day) (eed  |[Cerebral hemmohorrage §
8. AGE: Years Months Days If less than one day Due to ‘
71 1 ﬁ’_ (
| SO _hr. _____..._.min. A
. X Due to -~ i
9, Birthplace St.. Louis 0 [’; )_éﬁ
{City. wown, or county} {State or lureign conntry) . \:_; ’#\
s Other conditiona.
10. Usual occupation Hot emp lOVGd (lnclude pregnancy within 3 months of death) ! } (f!
11, Industry or business Mo PHYSICIAN
ayor nn IHRS —
E 12. Name Theodore Meyer Of operations...
E Underline
Z [ 13, Binthplace Germanv e [the cause to
w D, or cau (State or foreign coudley) Of auto should b
E 14. Maiden name ettn ‘Kl"le ger PSY. Icl:a‘:':cd “;
£ Germanv 4 tisticalty.
¢ { 15. Birthplace i .
= (City, town, a¢ cotmty) it P 22. If death was due to external causes, fill in the following:
16. (a) Informant JAcob Hever (8) Accident, suicide, or homicide (apeciiy)
) Address 6525 San Bonita Ave. {5 Date of occurrence
remati Wh
17. {a) - +on (4} Date thereof 12/2 1/}43 {c} Where did injury occur?. Ty e T

{Burin), cremation, or removal)
Place: burial or cremation Va lhal 1a

sy (Month) (Day) (Year)
e‘-‘ww\j
Sigmature of funeral director. RORErt J. Ambruster <

Clavton Rd. at Concordm_]’,&ne_

{c}
18. (a)
(b) Addr

. I ravle o %l

(nozllu'lr s ignature)

(Siate)
(d) Did irjury occur in or about home, an fa:rm in industrial place, In pnbtic place?

s

Dace .fmd_};?[l/h

(Specify Lype of pluce) .
{ eans of injury. A

acdres2136_En. Grénd. Blvd

19 @ (D% u:i?mhuﬁ;l;%a’

g{; {Liconsed Embalmer's Statement oan Reverss Side)




STATEMENT BY LICENSED EMBALMER

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

, Registercd Apprentice No

Signed / el

nsed Embalmer Nou.....ioooooeeeceeeeeriemem s sve e sessssnras |

working under my personal supervision.

: P. 0. Address..
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with

the above constitutes grounds for revocation of license.)

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




