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WRITE PLAINLY--USE UP;IFADING BLACK INK—MAKE A PERMANENT RECORD

" DEPARTMENT OF COMMERCE

P

BunBEat ov

Registration District No.

MISSOUR] STATE BOARD OF HEALTH

ﬁfﬁtﬁm qT s 1ﬂANDARD CERTIHCAIFO%F,DEATH

Primary Registration Distriet Nowoo oo

State File No. '303:{6
Regisirar's Noww»ﬁ__.

1. PLACE OF DEATH,

{¢) County. . :
St. Louis, B 73 (oneFon,

(&) City or town.
N th i(Il'om.-!dl eity ar town limits, writs "RURAL" and name oftowmhip)
{¢) Name of hospital or insutut!on1317 3 Oregon Aye NUe

(1€ oot in hospital or institution, wrile street number or location)
(d) Length of stay: In hospital or institution

2, USUAL RESIDENCE OF DECEASED;

. . 00p
{z) State Mlssourl () Connty. /;
¢e) Cityortown St. Louis,

{If outside city or town limits, write "NURAL"}

317% Oregon Avenue_

(d) Street No.

(Specify whather (If rural, give location)
In this community / o
years, montha or days) {#} 1If forelgn born, how long in U. 8. A.?. ... YEATS.
. . MEDICAL CERTI TION
3 () PRINT Elizabeth Gaeng Cc': e
20. DATE oF pEATH: Mo CPRbember, 20
3. (b) If veteran, 3, g) Social Security year___ 1941 tonr L2 minnte O Po
DAIME WAr, O,
21. T hereby certify that 1 attended the deceased frum..mm_..zg...
5. Color or 6. (a) Single, widowed, martied, 194, to_September 20, 1941

1 sex Female

mﬂh..j:j..gmm. aq\d:lvoroed_._..w.i.dgﬂ_...

that [lasteawh __@F aliveon_._. S@RYemher 20th. ... 195:.11

6. (b) Name of husband or wlfe._E.e_t___e_:_Q_ 6. Ec) Age of husband or wife if || 2nd that death occurred an the date and hotr stated above, Durasion
aliv years }| Immediate cause of death
7. Birth date of deceased  J UNLE 28 1865, | -..Apoplexy (cerebral hemorrhage) . Peot. 20
(Month) (Day} {Yoar)
3. AGE: Years Months | Daye If less than one day Due to_Arteriosclerssis, Senility.
76 2 22 . [ Hypertension
T, min.
3 ' . Due to.
o, BrhomeSts TouUis Missourif o
{City, town, or county) (State or forelgn country) ,fw
10, Usual eccupation At home - Ot(l[lm::l:tiom TRyt eprEeres f}ﬁ 2
1. Iadustry or boel = I , .7 PHYSICIAN
E{ 12. Nome John Keller ajor ndings: —
2\ 15, mirthplace Germany 4 [ ] §~f’ - ottt
g 14, Maiden name nﬁgmrw I'ab és_i\"" T Of aatopey.—. V é?i AP gu :vhﬂuldu&e
E{ i5. Birthptace_ D0 e LOULS Missourd = Gietically.
= « {City, town, or county) (State or fareign country) 22. If death was due to external causes, fill in the following:
16. () Informant Joseph Gaeng, . (s} Accident, suicide, or homicide (specify)
(5) Address 5748 Delor (#) Date of occurrence
i @ o Burial ) Date thereor._ 9/ 24 /81 || @ Where ad tnjory occur? i —

(Month) {Day) {Yeur)
Peter & Pau

(Borial, cremation, g removal)
(¢) Place: buriat or tion SS‘
18. (o) Signature of funeral director
(b) Address 65

G .
15. (°)($n§.£.)mm ]QAJ_ ® M

{City
{d) Did injury occur in or about home, on farm, in ind place, in public place?

(Specify type of place)

While at work? (e) of injury.

(Licensed Embalmer's Statemeant on Reverse Side)




'
PR VY

STATEMENT BY LICENSED EMBALMER

--.
1.

r
’

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 ‘ :

working under my personal supervision. .
Signed.......... W ﬁ %’d

N Licensed Emba.lmer No 4144

2630 Gravois Avenue

B - P. O. Address
Note: The above MUST BE SIGNED BY TI-IE LICENSED EMBALMER in his OWN HANDWRITINC ! (Failure to comply wit

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




