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CAUSE OF DEATH In plain terms, so that it may be properly classified. Exact statement of OCCUPATION
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Bimd o 7 Cerans STANDARD CERTIFICATE OF DEATH  sucru 33591
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@Mmﬂofbmo._._?__gi_, Primary Registration District No......_.,].......o....Q..._

1, PLACE OF DEATH:

(a) County.
ot LOUIS, HISS0URL

() City or town
{If outsida city or town limita, writs “RURAL" and neme of townskip)
(c) Name of hospital or institution:

BARNES HOSPITAL

(I cot in hospital or institution, write lt.re?_t:i‘: 5! _lfnlhn)
(d)} Length of stay: In hospitalor lmituﬂon__.m__dm___..

{Speclfy whother

Inthis community.
years, months ar daye)

2. USUAL RESIDENCE OF DECEASED:

(o) state_Mlagouri . @ cnm,mgligr
{¢) City or town Ros eb'ud, M k

(If outslde city or town Limits, writs “RURAL") )
Q Streat No

{1f taral, give location}

{¢) I foreign born, howlong in . 8. A.Y. Yyears.

% Sl Nane__ KOLKHOHST. BERTHA .

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month OCTOBER gy &
1940

(¢) Place: burial or cremation VYalhalla
18. (g} Signature of funeral director_£18Y . Be_ Smith

(Duta received local rwhtru)

@ A m 515 7456 Manchester
o © et~

8. () II veteran, 8. (¢) Social Security 530 A
name war, no Ne no yexr. hour. minute. M
21. I heraby certify that I attended the d d from -
B. Color or 6. (o) Single, widowed, marrled, Gu]7 - 19J-LQ to . 10~ !I -, 191#9-:
4. Sex E race. W &vorcedgér}:;_e_d___ that I lastsaw b 6T aliveon T= 1} -, 19 ! 9
6. () Name of husband or wifa 6. (¢) Age of husband or wifeif || and that death oceurred on the date and hour atated above. Duration
Fraderick Kolkhorst allve_ 1% years|| Immediate cause of death .
7. Birth date of deceas RPN ==~ o2
{Month} (Dey)} {Ynar) /
8. AGE: Years Months Days If less than one day Due to__* ” _M&’\ S
[
68 o | 28 b . -
0 Dua to.
9. Birthplace__ _¥1te Clmrch, Misspouri 7
(City, town. of couniy) (S1ate or foreign cunr.r') i 7
ditd M&m—_— OSSN,
10. Usual oceupation Bousewlfe 0%?::;:::‘“ omT'i s
11. Industry or buziness Q’ ﬁ?u PHYSICIAN
Mnjor findings: ‘ ———
g{m. Name___Bernhardt Stein operationa Yadertine
tha causs to
& \18. Birthplace © ) (sGemmau:v ) 'ﬁﬁ Y
5 tate or ooun shou L
E 14. Maiden name, DREAORR Of autopay hauld by
tistically.
{ N (- weppprerys B torrine sy |1 22- 11 @ eath was due to external causes, Sl n the following:
16. (a) Informant’s own signature Amelia Welzmiller (a) Aecident, suiclde, or homlcide (specly)
(8) Address 7414 Melrose @} Date of occurrence
(¢} Where did injury occtr?
17 (@) Crematlon (5 Date thereo ={ - )
¢ ’(nuhl. eremation, or remaval) (Month) (Day) (Year)} || (&7 Did {njury cecur in or about homa. ;n Tar:?n lndmtlS.n.l placa In publlc chtT

Boecily tace)
While at wnﬁ ey 7 Moans af infury:

23, Signat : ' (M. . compins)
asares. BARNES HOSPI%AT Date eigned

24 (Licensed Embalmer’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- Apprentica No

" working under my personal supervision. )

Failure to comply wi

. 'Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR['f[NG.
the above constitutes grounds for revoeation of license.) . . ’

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




