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' WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF C
BURBAU OF THE

79

Registration District No.....__._...

&‘,q"‘.\,.dﬂ ~

-MISSOURI STATE BOARD OF HEALTH
w 48WDARD CERTIFICATE G DEATH

Primary Registration District Nowvrensesncomeees

State Filz No 300 81
Registrar's No._._. ____’?420

1. PLACE OF DEATH:

St. Louls

(lfnuuidn city or town Limits, write “RURAL" and namo of township)
(¢) Name of hospital or institution:

_Josephine Heltkamp Hospital ..

(It notin hospltal or institution, write strest numher or location)
(d) Length of stay: In hospital or {nstitution

(e) County
(8} City or town.

{Specily whether

2, USUAL RESIDENCE OF DECEASED:
(a) State...Mj..ﬁ.ﬁ..@.llrj:.........._..... (&) County.
St.. Louis 3

(I outaide city or town limlits. write “RURAL")

(@) StreetNo.. 2149 Watson

(1f pural, give location)

Lo A
/7
/

{c) City ortown.

(e} Citizen of foreign country? (Yes or No)

In this community. ’n o
yeurs, montha or days} : If yes, name country
3. (s) PRINT MEDICAL CERTIFICATION
Fufl WANE.__LOUISE HOLOUBEK . Sent 13th
20. DATE OF DEATH; Momh . 2D8D4 e day
3. (&) If veteran, 3. (¢) Social Security 1941 N
'"eAr. QUr.
RAME War. no No none i piny, o™
21. I hereby certify that I attended the deceared from.. '9 % A
‘ S, Calor or 6. (a) Single, w}:.ilowed in-mnad )
e - '
s s Female race te divorced L ETTI8C that T Jast saw bRt alive on

6. (§) Name of husband or wile.. - 6|. (¢} Age of husband or wife if

® Address........ k49 _Watson ' z.
‘1.@ . Burial (5) Date therfaf. t_.___lﬁ:_gzi
{Burial, cremation, or remavsal) {Masol (Dsy) (Yoar)
< . {€) Place: burial Ol'mmnuon__c__) _SS_ ‘EQ_EQI_’ - _?alll

.......... _Joseph. Holoubek . alive....5.B........years
7. Birth date of deceased.. ADOUT 1889
{Month) {Day) {Year)
8. AGE: Yearg MonthunL Days If less thap one day
Ab Out 5 2 Unk W hr. min,
9. Birthplace Illinois

{City, town, or county}

Honsework

(State ar foreign Wu{f
A | ¥

10. Usual occupation..........

i1. Industry or busi ' {

a2

8 { 12. Name.....Michael. Bernash A

= . L

2 {13, Birthplace ; ! ](:&]:li,g_q ;
Ly, tawa, of county, te or eign country,

E 14. Malden namaUIﬂ(n : .

5% 15. Birtnphace_. JINRDIOWN ’ 0] '

= {City, 10wn, or county) (Buhuf foreign country)

16. () Informan:___.JQaep_h HQlQubek

18, (a) Signature of funeral director.

®) Address..... 226 Allp d" )_Yg , 2 ontiot “dhootl

19. ¢ g M- @ A
ole received local reaistrar)

(Registrar’s aignatore)

and that death occurred on the

Other conditiona__.

{[pclude pregnancy within 3 months of death)

TANPN
Major fin; ?)
J\ﬁtjom

antopsy

PHYSICIAN

e

Undertine

. to
[which’ E&L‘h
should he
charged sta-

H

tistically.
22. If death was due to externat causes, £ill in the following:~ :
(8} Accident, suicide, or homicide (specify)
(b) Date of occurrence.
L(e) Where did injury oceur?

(City or town) {County)} (Stats)
{4) Did injury occur in or about home, on farm, in indgstrial place, in public place?

{Specify t1ype of placs)
. (¢) Mednya

{Licensed Embalmor's Statement on Reverse Side)
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_ - " STATEMENT BY LICENSED EMBALMER

* ' - M . N ' -

- b .y
Py - N N T .- . .
1 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

working under my personal supervision.

S . ' Signed.... = L . . O i >
“ K . ?. . .. - . i, I Ltce@mbalmer No. 2 L‘"? \"‘" _____
: ' ° P. Q. Address / 7 Z ;

’ R t
Note: The abave MUST BE SIGNED BY THE LICENSED EMBALMER i in his OWN HANDWRITING. (Failure to comply w
‘the above constitutes grounds for revocation of license.)} 5 ‘ c

[,

If this body is not emha]med, fact ahould be ao stated above

. b



