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

DEPARTM
Bumeav

Registration District No.__

OF COMMER MISSOURI STATE BOARD OF HEALTH
iRl -y% 11941 STANDARD CERTIFICATE OF DEATH

Primary Registration District No..

o rie vo 30097
2436

Registrar's No_

1003

1. PLACE OF DEATH;

(@) County..... e T 3§

{6 City or town
.(lfnuhh!e ¢ity or town limits, weite "RURAL" and name of township)
(¢} Name of hospital or institution: /

3203 Portis Ave

{If not o hoapital or jrstitation, write street unmber ¢r location)

2. USUAL RESIDENCE OF DECEASED:
(@) state. Jissouri A

SteLouis /. 72

{If outside city or town limits, write * H.UHAL 4 ;

(%) County.

(¢) City ortown.

5205 Portis Ave

(1f rural, give location)

(d) Street No

9. Birthplace.

(City, town, or county) {Stute or forcign couatry)}

‘10 Usuat occupation____ 0¥t chman ‘
Terminal Rail Ro_ad

. Industry or business

16. (a) Informant... ‘:&.. —

Burial .. .

Burinl cremation, or removal

17. {a) (3) Date thereof ...

(Mondl) {Day) (Year)

Frledens Cemetery
Peetz Brothers
2029 lafavette Ave

(¢) Place: burial or tion,
18. (u) Signature of funeral director.

(b) Address.
19. (.:S ..1.5 1941__ ) %Jﬁk{aﬁé:é_‘__
{Date rocaived local reglatras) (Hegistrar's signatore)

(d) Length of stay: In hospital or institution .
Gomiiy wvaier || () Citizen of forcign country?..__ 11O A . (Ves or No)
in this community 0
yourd, months or days) If yes, name cotntry
MEDICAL CERTIFICATION .
3. (a) PRINT Charl. K 13 h
FULL NAME arles Kadlowski
T T S e 20. DATE OF DEATH: Month...... 2k Ul1 day September
B veteran, . {€ al urit
N e ¥ year. 1941 hour. 1]-= 15 ninute. P. M.
name war. on No .
- 21. I heteby certify that I attended the decea
() 5. Color or 6. (a) Single, }vidowed. married, 19
v far :
s s Hole rce White divarcga!. SaTTiEd that I last saw b ey, alive on__
6. (1) Name of husband of Wife.......e——oeooe 6. (c) Age of busband or wife if |{ and that death occurred on the date any
Dora Kadlowskil AVE rureerr D e yeitra || Immediate cause of death..
7. Birth date of deceased January 17 1880
(Mant}:] (Day) {Year)
8. AGE: Years Months Days If lesa than one day
61 7 26 hr. min
Illinois 7

Other candn_nm [ n
- {Tnclude pregaxacy within 3 mnth"}dau
o e / PHYSICIAN
M - 7 . I
R R VAR N A —
, B L R LTy e nder
-#‘ e thecanseto
‘l”') ) which death
Of autopey. g m be
Al sta-
tistically.

E 12, Name... Otto A, Kadlowski

E{ts. Birthplace.. . GOTTRATY ' g

5 ( 14, Maldea name ES %/ 5B8tE Rulof L ‘i*""“fm?mﬂ

g{u Birthplace. j‘"“’ B (Suumrofmmmw)
/e e

‘(-’eDLJ § 1941 (- Where did lnjury occur?

22. if death was due to external canses, 611 in the following:
(s) Accident, suicide, or homicide (specify}

{&) Date of occurrence

(City or town) {County) (Srate)
{d) Did injury occur in or about home, on farm, in industrial p!ace in public place?

- (Specify type of place)
While at work?.cﬁ_____.__.r__ {e)ddeans of injury. ..

23. Signattre -

< (ML D). orot.berﬁ

{Liconsed Embalmer’s Statement on Beverso Si'tlc)

Addrers_fNAY - 1 - — Date amed_mt“



o~

t + e '5 PR : '
R -
":‘:C. - I
PO PN . -
k- ':“ 1 . LI o A .
STATEMENT BY LICENSED EMBALMER - B
I hereby certify that the body whose name is ;'ecorded on the reverse side of this certificate was embalmed by me, or by ............

. Registered Apprentice No

working under-my personal supervision,

p—

_' ,'. ) Licénsgql‘ Embalmer No. .22 Y4/
R

P. O. Address

T Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply

the above constitutes grounds for revecation of license.)
If this body is not embalmed, fact should be so stated abave.



