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 imporiant.

Wil Y.

TP X191

N. B.—Every item of

DEPARTMENT OF COMMERCE
Buapat or tue CENBUS

PSR JUL 12 8 L

MISSOURI] STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Stats Fils No 2 0 G 6 4
— 5508

Reyistrar's No.

Rezlstution Distriet No._...... Primary Registration Distriet Nooeeeo o
1. PLACE OF DEATH: f B E E .

{a) County.

a,

2. USUAL RESIDENCE OF DECEASED:

®) City or towa... OV e LOULE @ state__ MO () County [_——-
(Uf outside city er town limits, write "RURAL" and namo of township)

¢). Namq of hospital or institution: St .IOuiS | 0

Pittle Bisters of Poor,2209 Hebert Sif) Cortw (i owtade hvy o7 v Tonia, weivs "RURALY) L2

(It not io hospital or institution, write stroet nm?nﬁvgnl 3 2209 Hebert St .

(&) Length of stay: Ia hospital or fnatitution

In this community.

(d) Street No.

{Specily whether

years, months or days)

{If rural, give locntion)

25 Yeanrs

(e) T forelgn born, howlongin 0. 8. A% years,

. Ly ")}
s. @ ervt (7L LConrad Kurnick

MEDICAL CERTIFICATION

8. (b} I veteran, 3, (c) Soclal Security
nAme war. No b No. none year. —‘_%a_i.mhnur
21. I hereby certify that I attended the deceasod from... ...
M 5. Color or, W 6. (a) Single, wldowedwxarr!od. g\q‘ - 19 d— to.
- -
é. Sex e A nna ! divorced .2 that I last saw h_Aqurdlive o 7.,
6. (%) Name of hushand or wife..2_220"" 6. () Age of husband or wife if }| and that death occurred on the datedhd hing stated above. '
— Duration
alive . IS years || Immediate causy O Aeath. o y -
7. Birth date of d d Feb' 2 . —
{Month) (Day) (Yoar) - I
8. AGE: Years Mnntim Days If less than one day Due to \\!
6 6 4 1 8 hr. min, 17 ” 7
Dus to.
8. Blrthplace . Austria :'q . . ’, ; T
((‘.iu- um: mncy) (Suu or [oreign coagtry) 74 P’
10. Usual oecopation ) 4 Other conditiona ..., .
' Co:a]_ Industry 11 {Includs pregrancy Fithin Ffonths of death) -
11. Industry or business {PHYSICIAN
a wameCaspar Rurnick 7| s e .
Underlf
>} ) Austr the catise to
m 18, Birthplace & - 5 which death
w tate or forelgn country heuldb
E { 14. Maiden name M&w mwick i Of sutapey. .] on&dlt-l:
Austria
g Blrthplace - {City, to =) 2=~ (Btate qr forelgn country) 22. If death was due to external causes, fill in the following:
16, (@) Tofdrtaate o signatar ~ (@) Accldent, suicide, or homieide (specity)
(%) Address - er (b} Date of occurrence

17. {a) Gmaryw — 6-21-39 (¢} Where did Infury occunr?,

(Bariel, cramation, or removal)
{¢) Place: burial or eremation
18. {a) Signature of funeral directd

(b) Address

w/,

Date thereof.

{County) (State)

City
(d) Didinjury occur in or about hunu. on farm. l)n Industrial place, in public place?

‘While at workt. /

19. (a)
. (Davevece:

1 registrer

Addrem L 2 s

(Bpacily type of place)
(e of }

. D. arother)
o€ Due s Jf’

(Licensed Embalmer's Stateinont on Reverse Side)




STATEMENT BY LICENSED EMBALMER’ _

1 hereby c'ertify that the body whose name is recorded of the reverse side of this certificate was embalmed by me, or by

Registered Apprentice No . :

working under my persor;al supervision,

- P, O, Address. é/z /y

Note: The above MUST BE SIGNED BY THE LICENSED El\iBALI\IER in hm OW'N HANDWRITING (leure to comply w:th
the above constitutes grounds for revocation of license.)

If this hody is not embalmed, sbove space should be left blauk. T :_ . 1

A . - S

4



