CK INK—MAKE A" PERMANENT RECORD

N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state
CAUSE OF BEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.
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STANDARD CERTIFICATE OF DEATH
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1. PLACE OF DEATH: m

(a) County. -
City of St.louis

2. USUAL RESIDENCE OF DECEASED:

MiS souri () County. Cit! _Qf St.Loui_._S
City of St.louis

(a) State

.(e) City or town

(b} City or town
{If outaida city or town limits, wﬂﬁﬁ.\l." and nawe of township)

(¢} Name of h !tnl;?zitnt% ”

L2t
(I nat in hospital or institution, write street number or location)
(d) Length of stay: In hospital or [nstitution

(11 quiside city or town limita, write “RURAL")

6146 VWest Park

(d} Street No
{If rura!, give lncation)

(Specily whether
Inthis community. Gm yeB.I'S
yoors, monthas or deys) {e) If forelgn born, howlang in T, 8. A.T e Years.
MEDICAL, CERTIFICATION /
S I Ott‘c? Henry Knickmeyer e
20, DATE OF DEATH: Month. 523t dny. 2=

3. () If veteran, 3. (¢) Soclal Security

o]

m!nntn}-{} /9‘ M.

2ot

{Buarial, eremation, of removal) {Month} (Duy) (Yeur)

name war. No, avror— el
21. I hereby certify that I attended the de from_ Ayt 2 o
5. Coloror 8. (a) Single, widowed, married, 19__%72 to. E,ﬂ P = 198 X
4. Sex i race. W djvurcod_l@_z:x_le d thatTlast saw h_t—alive nn%k!-d&_dz%-—,—“ 19....s
6. (b) Nameof husband or wife_.____.._._ 6. (¢) Age of husband or wife if || 8nd that death occurred on the fnte and hour stated above. Du
Julia Knickmeyer aive 67 veara|| Immedinte cguse of death rasien
7. Birth date of d Sept 19 1870 -l £
(Montt) (Ba) (Year) - ’(7’“‘;;"’ alci oretn e cr el
8. AGE: Yeara Months Days If less than one day Due to_ﬁ,
68 | 9 9 Agoermtaces, 4
- Bl ' (A7
N Due to I
* 9. Birthplace..- St LOUis, Mo, i i . PN T A
{City. town, or coanty) (suuu ton!:n eountry) E [){ tV F] L4
i Other conditlo i
10, Ususl occupatio ——6—' (l::lnd.nm“:cy withic 3 months of death) § l/ A ——
11. Industry or business \riadt/ > M i PHYSICIAN
E { 12. Name_ Ernest Enickmeyer . . || Mar By I //ﬁﬁ’ Uedorting
=L ownee_____Gormany L {4 gy
. . towy, tats or forsign country topay. s b b
é 14, Maiden Blizn 'E"lwgaqi, ar Ot su ﬁ;eh::%hd’n;
r {
S 15. Birthplace (CES maﬂzn :‘ 1o or Torelem soamiry) || 22+ 1f death was due to external causes, fill in the following:
16. (a) Informant's own signatur ) L i () Accldent, suicids, or Ieide ¢ )
() Addrem. ﬁ] g 5 }[G gt/ Parlk (b} Date of occurrenca
: oecur?
17. (a) Bur:.al (b) Data there () Where did injury County) {Stata}

place, in pablic place?

¥ of Lo
{d) Did injury occur in or about bome. on {arm, i)n lndnnria.'l

{¢) Place: burial or erematio Ca Comarto
18. (o) Sigoature of funeral direct
(8 Address__ 4700 lashington. Blvd.
——
19, 1) -
(u)(D_ii st
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{Lieenaed Emhalmer’s Statement on Reverse Side)



STATEMENT BY LICENSED EMBALMER

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

: , Registered Apprentice No

working under my personal supervision.

Licensed Embalmer No........c58 2/

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.  (Failure to comply wit
the above constitutes grounds for revocation of license.)

If this body is not embalmed, above spacc should be left blank. " . .
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