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WRITE PLAINLY—USE UNFADING BLACK INK--MAKE A PERMANENT RECORB

DEPARTMENT OF COMMERCE MISSOURI STATE BOARD OF HEALTH 2}?1_’0 38

A W T e ~ STANDARD CERTIFICATE QF DEATH Stae Fie o

Registration District No._.._ it " Primary Registratién Dlstrlet NOwooo—ooooo . Registrar's Now..... __'?_234:

1. PLACE OF DEATH;
(s) County.
@ City or town.__ 0 b _LiOuls

{§{ cutalde city or town limits, writs “RURAL*" end name of township)
(¢) Name of hospital or institution: 2

5510 Newnort Ave,
(If not in hospital or itstitation, writs street number or location)

(d) Length of etay: In hospital or institution
In this community. 45 years

(Specify whether

2. USUAL RESIDENCE OF DECEASED:

(o) Q&t&,’ﬂ_i_sse&ft________ {» County.
(¢) Cityortown St. Tonis /J—

(It outsids city or town limits, write “RURAL™)

@ sweetNo.._ 0010 Newport Ave,

{1t zaral, give Location)

"égﬁ' S Br oadway

(b) Ad, S
19. (a) Aﬁs

{Dats recelved locsl ndlt:-r)

{Licensed Embalmer’s Statement on Reverse Side)

years, months or daya) (e) If forelgn born, how long In UJ, S, A.7....... years.
MEDICAL CERTIFICATION
3. {a) PRINT M .
g Mathias Kaza
FuLLTAM : S : #=7 || 35, DATE OF PEAT Month AU » dayo O
3. (8 If veteran, 3. (¢) Social Security . 194 . 11 ninate 35 & o
name war. i No... None yea
21. I hereby certify that I attended the deceased from.. i_____. ?....:f!..
5. Color or 6. (o) Single, widowed, marrled, 19 o -7 190 _¥0
vsx Male | me White divoreed.__Married that 1 last saw b_g 9} alive o Y-271 19.!'_9,
6. (5) Name of husband or wife....eoeoeoooooo... 6. {¢} Age of husband ar wife if || 2nd that death cccurred on the date and hour stated above. Duration
Catherine Kaag alive.. T years|| Immediate cagse of death, L ANCe aer c2ANB—- | T
.,_a‘_.__.
7. Blrth date of d 4 August 2, RS 1557 A | — % /‘j s z }g.. -
(Month) {Day) {Year)
8. AGE: Years Months Days if less than one day Daue to ~ %
3
75 0 25 hr. min R E :‘ -
Due to. '}l r '
. 9. Birthplace. IMknown . F_e_man e
{City, town, or coanty) Siate or foreign l.r)‘rj—'j ¥
10, Usual occupation. Re tired . Buteher || Otherconditions_
11, Industry or business PHYSICIAN
g . Name Unknown _ _ || Peejer Ondinge: L . o
nderline
2 13, Burnpt Unknown Y e crmeto
E Mﬂdeli name ﬁ'ﬁﬂ'b'ﬁﬁi‘ ) (Suateer comatea) Of autopay. skould ae
s{ Birthplace UnknOWn q tiatically.
= (Clty, town, ar county) (State or foreign cotmtry)’ 22, If death was due to external causes, All in the following:
16. (2) Informant :Catherine Kaag (6) Accident, sulcide, or homiclde {specify)
®) Address_...201 0. HNewpopt (8} Date of occurrence
17. (o) Burial ' .. () Date thereot _..|| @ Where did fnjury occur? ETpeTee— rorem o
) (Burial, cromstion, or remsoval) . (Modth} (Day) (Year) (&) Did injury occur in or about home, on 2 farm, o {odust place, in public p.lzce?
(¢) Place: burial or crematio:
Specify
18. {8) Signature S While at work? ( ;:rﬁ;’l;:'gf injury. 8

: o Du. arother)_d80s B,

Date lizned_i'_z.i" Yo




. . - Ky

STATEMENT BY LICENSED EMBALMER

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

, Registered Appx_'e'ntice No

~working under my personal supervision,

i . Licensed Embalmer No 7/ é

) ~

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

If thls I)ody!r is not embalmed, fact should be so stated above.




