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341564

- Registrar's No.

i‘ PLACE OF DEATH:

(a) County.

() Clty or lown_f_t...“'!J_m}i.B

(I outside city or town Umits, write “RURAL" nnd nams of township)

(¢) Name of hospital or institution:

——4a600_Tyrolean

(If not in hospitat or institatlon, writs stroot sumber or location) ‘!
{d} Length of stay: In hospital or inatitution
N {Specify whether
In this community, a0 "?'I‘H

years, months or days)

2. USUAL RESIDENCE OF DECEASED:

@) saeMissouri #) County.
{¢} City or town St. Lonias 2~

{If ontaida city or town licits. write "RUNLAL™)

(@) Street No._2600 Tvrol?an

If rural, glve losation)

{¢) If foreign born, how long in U. 5. A.? 80 yrs years,

i Name_Katherine Faix

8. (&) I veteran,

MEDICAL CERTIFICATION
20. DATE OF DEATH: Montf{Jchober. .  _d.y. 25

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECOR%

8. Social Securit
{0 b curity mr”_"_lg é‘ I hour. 8 minute .l 5 AoM
name Wwar No. 8o e
- 21, T hergbylcertifylthat 1 attended the o ‘frnm
&. Color or 6. (2) Single, widowed, married, [0 1925'{" to. 24 194447
¢ sx.fomale... rachitie divorced WL AOWOA. || 1ae 1 tast s LA aive o ded 2.7 19440
6. (5) Name of kusband or wife ... 8. {£) Age of husband or wife if || and that death occurred onithe date and hour stated above.
Duration
R&ul alive__________ years|| [mmedi cause of degth s .
7. Birth date of d o April 12 1858 e A - b I
{Month} (Day) (Year) A m
) N AN
8. AGE: Years Months Days If less than one day De to ‘(/ 4
A
82 6 13 o, . 8

9. Birthplace. R OB

—
=

H.lmganqt._’l_-
{City, town, or connty) (Stats or forelgn country)
: it |

. Usual occupation at. hame

. Name.==m=~==-=_Schlasingenr

Hungary
ll(gﬂn ar ign coantey)

Hungﬁ):;[___&

11. Industry or busineas
&
12
E {
& \13. Birthplace :

City, to t
£ [ 14. Muaiden name - 'ﬁﬁ% Wi
E{ 15. Birthplace
g -

) Addmi_l_.s,QQ..-% olean
1 @ Burial

@ (Barial, cremation, o :W’

(¢) FPlace: bu rad

. (Wnﬂﬁ - (State or foreigm conntry)
18, (6) Informant %—' /&ﬂ?’

22

Date thereof,

{Mogih) (Day) (Year)
Ay ddruz

() Address_ 702"

19. (a) . ()]

{Dutareced r 1

4
Due to __r// / Vi pi _’__,_,_———;—F'«/ >
NGBl no cpey 7
Otheroonﬂ_hM(/// 7!’ I ?'
(- Brard, pr _[‘\‘—}]

Jfibin 3 by of death) . y
PHYSICIAN
M findings: TTr— A —_—
B eperatons \ 4
K \ f! . Underline
the cause to
b hwhich death
Of autopay. . e should be
ed sta-
tistically.
22, If death was due to external causes, fill in the following:
(a) Accident, sulcide, or homicide (specify)
(3) Date of occurretice
() Where did Injary occar?, 2
{Clty ar town) {Coanty) (State)

(d). THd injury occar in or about home, on farm, in Industriat place, In public place!
—_————

A
A type of place)
+  While at wor (e) Means of Injury.,

it LU Tt to e agos B
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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 Apprentice No

St Ao Y4 X/,qﬁww

Licensed Emy)mer No.... 3877

P.0. Address.... 2. 0.2 7 o

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in l:us OWN HANDWRIT!NG /(Fanlure to comply
the above constitutes grounds for revoeation of license.)

working under my personal supervision,

- 1

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




