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

%\@L&%mﬂct No.........
@ PLACE OF DEATH:
M

DEPARTMENT OF COMMERCE

S 491

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Regis‘traﬁén District Nowoeeeeee .

33740
8437

State File No.

1003

Registrar's No,

(e) County.

St.louils

(1t outside glt-;m' town limita, write “RURAL"™ and name of township)
{¢) Name of hoapital or institution:

34 St . Lonis Ave

(If not in hospital or institution, writa streat number or localion)
(d) Length of stay: In hospital or institution

(&) City or town

{Specify whether

In this community.
years, months or days)

2. USUAL RESIDENCE OF DECEASED:
() state..._ Miggouri .
(5 City or town St.Louis

{1f outeide eity or town limits, write “RURAL")
(d)} Street No

5434 St.Louls. Ave.

(11 rural, give location)

(&) County. I

&

{¢)} If foreign born, how long in U. 8. A.7.

3. {a) PRINT

FULL NAME Katherine Kaiger

3. {¢) Social Security
No None

3. (8} If veteran,
name war. No.

6. {a) Single, widowed, married,

divorced. Widowed

5, Color or

e Nhite.

4. sex. Bemgle

MEDICAL CERTIFICATION

ymr_'é_?....“_.a:f.._hour___ oo
20, 1 hereby certify that 1 attended the decea
1937 0.
<. ¥, ? ab"’

Tk

that [ laat saw h .. aliveon
6. (b) Name of husband or wife.—...ceccoceee. 6. {¢) Age of husband or wife if || and that death occurred on the date and hour stated above. Durasion
J08 Phh allve.. . lmmZ’ te cause of death s
— e Y EATS T
7. Birth date of deceased.. ..__AHE..__.__....._ - 8_.. e 18‘:-5_-* - 2 R e A e ... JE—
(MBath) (Dny) {Yenr)
8. AGE: Years Months Days If less than one day Due to. V //"l Pa)
ga 12 1 bt el G5
. Due to. 8
o. mirphace_C2ne Girardesn  _Missouril | <
*  (City, town, or county) . (State or Erelgn eountry)
0. Usual t Housewife G Other Conditions d
10. Us OCCUPAHOM oo . ] (Include ooy within 3 months of death)
11. Iodustry or bosi :b S PHYSICIAN
5 12. Name William BI ank A e —
£ Underline
g 13, Birthplace e s ( 5 gihﬁcc;ﬁ:tg
o & foreign country,
E { 14. Maiden name cﬁflza? '&h .-Reu(oe et Of autopay chouldsbt;
tistically,
15. Birthpl . ZQXmMAnY -
§ irthplace (City, town, or county) (5&3’, foreign eo.uynlry) 22, If death was doe to external causes, fll in the following:
16, {a} lﬂomnt”mwﬂﬂlzﬁbﬁthme ...... N (a) Accident, suicide. or homicide (specify)
) Addresy....__ D434 St.Louls Ave, || @ Dateof occurrence
17 (@) . REMOVAL ____ (& Date thereot.. 10=1F=40 || () Where did injury occur? {City or tawr)

(Burnl eremation, or removal} (Moatbk} (Day) (Year)

{¢) Place: burdal or atmﬁon___Eiﬂld.Qn_,..Lll‘____
18. (o) Signatare of funeral director.... A LDE. rt H.Hoope
(5) Address. - oocoen 2700 Wasgipneton.

O At i —

ty) (Stato)
place. in public plaoe?

(d} Didinjury occur in or about kome, on farm, in indust

{Specily type of place)
{¢) Meanas of injury.

While ag gvork?.

Ad L 2s f;buafg(:;:!. r._._ Date sined_{_'f_r//'ﬂ('/



STATEMENT BY LICENSED EMBALMER

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

, Registered Apprentice No.

working under my personal supervision.

. < P, 0. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALI\IEB in his OWN HANDWRITING. (Failure to comply ¥
the abOve constitutes grounds for revocation of license.)

* If this body is not embalmed, fact should be go stated above.




