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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
N. B.—Every ltem of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should s

CAUSE OF DEATH in plain terms, so that It may be properly classified. Exact statement of OCCUPATION is very
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DEPARTMENT OF COMMERCE
BURRAU OF THE CENSUS

(3D SEP 14 1933791

Registration Distriet No.

MISSOUR] STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No,

Stats Fils No.. 27454

reviars o 5S4

1. PLACE OF DEATH:

(a) County.
(b) City or town

/)/
St. Lonis i

{If outside city or townlimita, writa *RURAL" and nams of tnwm.h!p)
(e) Name of hospital or institutfon:

2143a Adelside Ave

(I not in bospitat or imstitution, write street wa or Jocation}
(d) Length of atay: In hospital or jnstitotion...... 2NQNE

Birth nacily whether

In this community,
yeours, tnoniba or days)

2. USUAL RESIDENCE OF DECEASED:

(a) state M1 SSCUrYL e (B) County

{c) City or town St . Loui 3
(If outelde ity or town lintits, write “RURAL"™}

@ Strest No_ 21433 _Adelaide Ave

{If raral, give locotlon)

(£) If foreign born, howlongin . 8. A2 years.

3. (o) PRINT
FULL NAME

Fmma Menke Kehlenbrinck&}gl

8. (b) If veteran, 8. (c)} Socinl Security

MEDICAL CERTIFICATION

welghth .

20. DATE OF DEATH: Month_AUZUSE

name war._1ONE No._ lione Year. hour_.ll LS&.AM minute M.
21. I hereby certify that I attended the d d from.
8. Coler or 8. (a) Single, widowed, married, 19, to 10,
e.sex Female. | nee Wnitel « avereed Widow . that I lastsaw b aliveon 19.__;
6. (3) Name of hushan wile.. rrrsmnssece 8. (€) Age of husband or wife if j| and that death oeeurred on the date and hour stated above. D
alive.... yeara|| Immodiate cause o death Eracfure of Skudl; |2
7. Birth date of decensed._JCLODET 17, 185 Sybdural. Hemorrhage of Brain: shiffered
{Month) (Der) e fRfdfen she fell down a flight of stalrs
8. AGE: Years Months Days If [eas than ona i b w te.2l er home 21432 Adeliade Ave, "
-~ 9 o0 . V|l on August 8th,. 1939, at about 12:15
. \ Due to. E. M .
9. Birthplaca S Lou Mo, \ '
{City, town, or county) {State or forefyn )
Other conditions
10. Urual oceupation At home S (Includs pregoancy withi 3 montha of Seutk) —
11, Industry or business el \l i : PHYSICIAN
=] or findings: —_—
E 12. Name Ackerman / \ "0f ‘operattons Underline
5 Lis. Bihpiace.....SWitzerland _ «7 e dar
é 14, Mpaiden name. (&‘ﬁﬁﬁﬁgﬁ‘fi (3.7‘- o foreie lmm} T autopsy .houelddltk.’le-
5 { 15. Birthplace (ciyv%ffeil)and " (Stata or forelgn conntiy) 22, If death was due to external causes, fill in the following:
16. (o) Tnformant’s ows signstare 2 ég (a) Aceldent, sulcide, or homicide (specify) celdent
’ () Address 21453. Ad elalde (b) Date of occurrenca Auml St Sth 3 1939
7 (¢} Where did injury occur?. St. LOUiS. N:O_.
17. {a) (%) Date thereof (Cisy |) (Sta
(Burial, cremation, or remsval} (Month) (Day)” (Year) |} (d) Did injury occur in or about home, on flm. n lndmtrlnl place in pnblie p!m’l
{¢) Place: burial or cremation Calvary !‘T{’ In ; Home
18. (a) Sigoatare of funeral directar Bermann & Son Whils at woskt ! s""‘" s e gtote) -

(&) Address

w @ _AUG 10

(Data roceived local reglstrar)

pf injury.
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STATEMENT BY LICENSED EMBALMER

A

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

, Registered Appn;entice No

working under my personal supervision.

T4

P.O. Addmsaf/ o’/

L

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, above space should be left blank.




