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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
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MISSOURI $TATE BOARD OF HEALTH

) STANDARD CERTIFICATE OF DEATH

Primary Registration District No..53. ¥ 42.0).......
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Regisirar’s No.

1. PLACE OF Dy d
(a} County aBOOna €

@) Clty or town SeELIRGN T /OWMJ [\A)M

{1t ouLaide city or town limits, writs "RURAL" and name ol towoship)

{c} Name of hospitail or institution:

29 . Weat Third 9t

- (ll’noliu write steeet b
(d) Length of stay:

ol

or lcx:ltmn)

In hospnal ot inatitation

Jyeas

In this community.

{Specily whether

yenrs, mouths or days)

2. USUAL RESIDENCE OF DECEASED:

37

129 West Third St

{d) Street No

(a) State Missouri () County. Ga, gconade &
(¢) City or town Hermann
(It outside city or town limits, write "RURAL"} J

(If rural, give location)

{e) Citizen of foreign country? ne

Pl {Yes or No)
&

If yes, name country,

MEDICAL CERTIFICATION

3., BRINT KATHERINE LOUISE STRECK
- 20. DATE OF DEATH: MonthApPAl . . day....thipd. .
3. (8 If veteran, 3. (&) Social Security ‘e 1
N none Year. Q4? hour. minute. .. 1OA WM.
name war. o
21. I hereby certiiy that [ attended the deceased from..... 411 gust ....................
. X ied
Female g|° cﬂfii’te 6. (a) Single, widowed, marri d eight 1940 1o April--3,-.1942
S { divorceq HAATT 1€
4. Sex Vo that Ilast saw h. €17 alive on Anril Sy e 1948
6. (#) Name of husband or wife... . 6. {c) Age of husbang or_wife if and that death occurred on the date and hour stated above. Duration
Paul Stre Ck- ﬂ]iveaggm M Immediate causé of death.., gﬂl‘o narv t hI‘QMDQ_s 1.5
7. Birth date of deceased Nov 22 1870 :30]:1[' 8,
{Month) {Day) {Yoar)
2. AGE: Yeurs Months | Days If less than one day Due t.o........An.té.p.lggg.le.pg.g..i.g ..................................... Byrs.
71 4 14
PR .| S— ) N Due ¢
. ue to.
9. Birthplace. SW is g ﬂ Mo
- (City, town, or euun!.y} (Srate or [oreign muutryj.
10. Usual eccupation Housewife ?ﬂ‘“ mndmonu.gﬁhi‘;?c i ﬁl Anf. %\%mgﬁ j-_gg )| e —
11. Industry or business Moo aat ga a er PHYSICIAN
8012 mameCHrist Klosamer *Bf operations —
E - 4 G- : . . 1 A ', v Underline
: 13. Birthplace : i e e rﬂm ; u t/ Wt :\Pl;ccgléseeatg
- g - . tats or ign country -
5 14, Maiden name %‘1?18 ﬁ g,“?me iexr ) o - Of autopey....... :hh:,gu:g ga:
m . /: [7L G,erman_y tistically.
E 15. Birthplace City, vowa, b avaty) (Bvate or Forsium sonntrs) 22, If death was due to external causes, fill in the following:
16, (6) Informant. BQWLDN P. Streck . (a) Accident, sulcide, or homicide (specify)
® Addms._.._Kaﬂﬂafﬁ§ﬂiﬂ.,.,..MQ......'...,..“..M__,.M..M_... (&) Date of occurrence -
@ . Bucial oy @ Datethereor, .. 0. 142 || (0 Where did injury occur? @iy or vawn) (G
(Burinl, cremation, or "‘“""’H c t(M“'“B (Day) ‘t(,Y“_'rf)‘ {d) Did injury cccur in or about home, on farm, in industrial place, in pubhc place?
(9 Place: burlal or cremation_sERBIUY L1 gl emetery TN
a -
18, (a) Signature of funeral director Hugo H. umer While at work?.........-____ ’(:"'ﬁm of Injury.... U
® Address Hermann, Mo .. % ﬁ -
23. Signature,. f. ol [ F o S SR (M D. or cther¥
19. ﬁfﬁ-«e_.._ “{'...._y b . j/ / — . 5/
(@ (Dadh received loca “1 @ ﬁ (Registrar's signatare) Address. . __M,“,..;_ - '! .................. Date signed. X ;A'Z

720/

(Licensed Emtbalmer's Statement on Reverse Side)




i - o, . .or
yrott - ' . T --‘ - a2 '
T w E
3 - s im‘
i e 3
oL ' . .
oo o ' R i ' ) '
7 ) ] '
! . ' *  STATEMENT'BY LICENSED EMBALMER '
-i I hereby certify that the body whose name i3 recorded 'on the reverse side of this “hcate was embalmed by M€, OF DYoo R
ClImno S ST S o g Repisteréd "Apprentice No
- working under my personal supervision. - ) .
T on [O0wer) |
o . SR e d Embalmer No 5160
B O TP - : B : L
o . P.O. Address_Hr€rIAnn, Mo
Note: Thé above MUST BE SIGNED BY THE LlCE'\SED EN.[BALMER in h:s OWN HANDWRITING. (Failure to comply with
I.hc abowe conshtutes gtounds for revocation of license. ) . N ,
. I this body is not embalmed, fact should be so stated above. ,',\ Tt ) o '




