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N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state
CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.
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CERTIFICATE OF DEATH ' 7 7 2 8
1. PLACE OF DEATH o
COUBLY ..ot et Registration District No............. ! gj&

File No......ciiiecrvciere g, 79
TowWnship..........oooviiirenieeeeee e . Primary Registration District No.., Registered No. d f‘
No Luthern Hoepital ...«

2 ruLL Name. Katherine Wolf
(@) Residenca, No. 2042 Clifton Aw

{Usual place of abode) ’ "t nonresident, give city or town and State)
Length of resldence in ¢ity or town where death occnrred yra, mos. ds, How long in U. 8., If of foreign birth? ¥rs. mos, ds,
PERSONAL AND STATISTICAL _PARTIC-UL.ARS @ MEDICAL CERTIFICATE OF DEATH
3. SEX 4. COLOR OR RACE | 5. SINGLE, MARRIED, WIDOWED, OR .
€ Fynd s el 21. DATE OF DEATH (MONTH, DAY. a0 Year) Mary 11th 1820
Femsale White G Y, il
2. 1 HEREBY CERTYIFY, That I attended deceased Irom
$A. IF MARRIED, WIDOWED, OR DIVORCED pA 2.
(OR) WIFE oF 1last saw h.&Aaliveon... Y oErer cageryrgnme 18 Death ia said
July 9th 1872 ave o6 /L7
6. DATE OF BiRTH (MONTH, DAY, AND YEAR) Y1, y to have oceurred on the date stated above, at. . /..~ -
7. AGE YEARS MONTHS Days If LESS than 1 || The principal cause of death and related causes of importance were > 03 follows:
day, ... Date of onset
59 10 2 [ — '
8. Trﬁide& p;ofm!godn. or partgcular - ‘f?
= nd ol work done, as spinner, -
3] sawyer, bookkeeper, etc..o. ... JOUWEGWOrK, ... A2 7
| o. Industry or business in which
g work was done, s sl my, At Home.
=] BaW ML, BANK, Q1100 ettt ver sttt ermemnes st e et e
8| 10. Date deceased lust worked at 1. Total time (years)
4] this occupation (month and spent in this
FOAT) v tencevereeesenss et e sna semmmaneen occupation........................
12. BIRTHPLACE (CITY OR TOWN)......... St. Louis, Mo,
(STATE OR COUNTRY)
14 ..
i [ 13. NAME John Meyer 7.
'I_ ‘Name of operation..,.. Wi T T AL QEANNT o te of IEA
< | 14, BIRTHPLACE (CITY OR TOWHN)....... Gem ![\ What test confirmed diagnosia?............dI............... Was there an autopsy?...
L (STATE OR COUNTRY)
T 23. If death was due to external causes (vjolence), fill in also the following:
& | 15. MAIDEN NAME Elizabeth Ahe Accident, suicide, or hamicide?.......:k.'.'.%..... Date of injury................
[ Germa,ny Where did InJUry 0CEUIT.......c.eoeevee vttt e
g 16. BIRTHPLACE (ciTy or TOWN) (Specify city or town, county, end State)
(STATE OR CO Specify whether injury oecurred in Indusiry, in home, or in pub lace.
17, INFDRMANM
(ADDRESS) Manner of injury.,
18. BURIAL, CREMAETI , OR Nature of injury....
macev8lhalla Ceme
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