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N. B.—Every item of information should be earefully supplied. AGE shonld 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.

"

L

DEPARTMENT OF COMMERCE
BUREAU oF THE CENSUS

HETIEEE

MISSOUR] STATE BOARD OF HEALTH

STANDARD CERTIFICATE _RE@BATH

17148
4615

Stxte Fils No.

Registrar's No.

Prlmxry Registration District No

1. PLACE OF DEATH:

(a) County. .
(4) Clty or town oL, Louis
(I outsida city or tawn limits, write “RURAL" snd of o)

{¢) Name of hm?b"sgt tﬁoul giana Ave,

(I pot In bospital or Institution, write street namber or location)
(d) Length of stay: In hospital or institution

(Specify whether

Inthis community.
years, months ar days)

2. USUAL RESIDENCE OF DECEASED:

iMissouri (& Couaty.

ot, Iouis )
{If outxide city or town limits, writsa “RUNAL")
3954 Iouisiana Ave.
(L1 ruzal, give Yocation)

(e} If{oreign born, how long in U. 8. A.7 50

{a) State

/€

(t) City or town

(d) Btreat No

wrrreievinarresasns Y BATE,

*{FiN%, CATHERINE KIELHOFNER 4)S
8. (b) If veteran, 8. (¢) Social Security
Aame War. No.

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month JiE-Y day 24

194_0 hnur,___ll____.__._minute_._iu. M.
My

year.

d from

{ls. Birthyd _E.mc_e___/l_

(City. town, or county) (Biats or Lorelgn country)

18. (a) Informant’s own signatur Hrs' EliZ. lingl&.‘
3954 I . ;

@) Address ,
@ purial () Date thereot. 118.Y 28, 194(
(Mooth) (Day) (Year)

{Buorie], cremation, or removal}

a » - [Y
(&) Place: burial or crematiodt8
direleto T

Q

18. (a) Signature of ruzn’

® Add:mA,

18, (@)
{Duts received local ragistrar}

22. I d eath was due to external causes, fill in the following:

T

21. I hereby cenilﬁthat T attended tke d
6. Color'or 6. (a) Single, widowaed, married, wégz. to. , 19%
4 Q"Female ece te dlwued‘pldow ed that I last sow h.dé:'ahve on_2Ett ey oL J“ 19_%?
8. (b) Nomeof hushand orwife. ... 6. (¢) Age of hushand or wife if|| and that death occurred on EE te and B;é stated above.
Duration
ke ter alive.___ _____ _w Immediate cause of death e
7. Birth date of d s ADPTil 1 1864 @
(Month) {Day} {Year} a—\m ,;_.d, N
8. AGE: Years Months Days If leas than one day Due to
76 1 23 7 271> 4
- 22| bue 1., lorat i ( [ 3ttt
9. Birthplace Prance -} S ey ;
% town, or county) (Btnte ar foreign country) /
¢ Home ’ . ) “{} Other eonditl
10. Usual pation 7 (I::l::. m:‘:::cy within4 montbs of death)
11, Industry or business. PHYSICIAN
8 . Vlendelin Messner Major fAndings: | —
E 12. Name I Of operations \— Underline
& \ 18. Birthpl France 1 { !‘-'hhe’ce:?;ttg
(State or fovelgm trr) Yiu hould b
é 14. Maiden name TR FE TR ‘ﬂ’@ﬂmer i eoen Of autopay — %ﬁ%’;’g«:
2

tetd

(a) Accident ide (specily)
(d) Date of cccurr
{c) Where did injury occur?

(Ci
(d) Did Injury occur In or about home, on ‘I’:.rm. in indunn&zl piua, In public p?nu‘!

o OF
,

Specify 4
ety P eos o Injury




STATEMENT BY LICENSED EMBALMER

Me

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 o

Sign;:d (\lﬁ/m«,%\@w —

40947

working under my personal supervision,

- Licensed Emba
. icensed Embalgier - ysFaie s Gt
P. 0. Address..3%ia. TONi8, HOa .

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 hody is not embalmed, above space should be left blank.




