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

DEPARTMENT GOF COMMERCE
BursAvy oF THE CENSUS

rllti FEB 28 4] s

Reglstration District No.— . _

THE STATE BOARD OF HEALTH OF MISSOURE

STANDARD CERTIFICATE OF DEATH

~"~Pifinary Registration District No.

g 4 ¢
Stale File No. l) 7 'I‘ z

)

. U

Registrar's NO..._....{#_&.R.% ...... -

1. PLACE OF DEATH:

{a) County
(&) City or town

storboutsT
(1f outaids ity of towa limits, write “RURAL" ond pame of townahip)
(e} hame of hospxt.al or institution:

City Hospital /7

2. USUAL RESIDENCE OF DECEASED: Pt
{a) State Missouri (8) County. /7
St. Louis G

{c} City or town..=

{if outaide city or Lown limits, writa "RURAL")

2204 College Ave,

Signature of funeral director. Hy hd Leidn er U CO ‘.

Address_ & St. Louis ave

18. (a)

{If not in hoapital or institution, write streqt.number or location) {d) Street No (A vural, give Jocationd
(d) Length of stay: In hospital or institution Hours
. (Specily whether || (¢) Citizen of foreign country?, {Yes or No)
In this community____ 53 yedr 5
yanra, months or daya) If yes, name country.
MEDICAL CERTIFICATION
3.9 PRINT Mps, Pauline Schroeder Fob 11th
e0. .
30 If 3. (z) Soclal Seewrit 20. DATE OF DEATH: Month, v,
X veteran, . e al v .
none none year. 1944 hour 9:10 PM #rinute M
name war. .
21. I hereby certify that I attended the deceased from
5. lor o 6. (a) Single, widowed, ma.rned 19 to 19
. se iemale 7 whote / divorceg ETTIED
) I race vor e that I last gaw h nlive on i 19 .
6. &) Name of husband or.wife._._ . 6. () Ageof huag_nd or wife If and that death occurred on the date and hour stated above. Duration
g e 2 ChI' ° e 69 I' AliVe e T e, years lmmedaatc cause of death
7. Birth date of decsased. oGy, 14 T8990
(Month) (Day) (Year) ( ‘N 6 2 ? / ,é ‘ -
8. AGE: Years Months Days If less than one day Due to
‘i’ 55 8 16 hr, min ﬂ (
K - Due to ‘ v !
9. Bithplace.... S+ LOULS X Mo. /7
v (City, town, or county) . {Stats or fareign country) (3
. i ‘ . Oth diti : L,
10. Usual occupation Houseworx . . e || lnclode pregnancy within 3 montha of ki)
11. Industry or business SR PHYSICIAN
g 12, Name Paul Klincar A S —
Unknown L% the cause to
&4 13, Birthplace - [which death
g 4. Maid (S vowsl ¥ SR T 0] 1 By Of autopsy hould be
. ¢n name. harged sta-
= . Unknown 9 tistically.
@ | 15. Birthplace - : - - 22, If death was due to external causes, fill in the following:
= (City, town, or county) - (Btate or foreign codniry)
16. (a) Informant George _Schroeder . .- _ . - |[(a) Accldent, suicide, or homicide (specify)
{ty Address_ <04 ("Olleg e Eve, (4) Date of occurrence. )
I 14 e - Where did i 2
17. {a) Burial (b) Date thereof 2-15-44 () ere did injury occur T e
m“ml' cremation, of resioval) (Month) (Day) (Year) (d) Did injury occur in or about home, on farm, in industrial place, in Dubhc place?
(c’) Place: burial or cremation CGlVdI‘Y Cenmet ery

y .. pecily type of place) :
Means of u:m:ur].'._.__._.:=T .........

?//

.D.or nthe:)__..;
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¥, STATEMENT BY LICENSED EMBALMER o
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by. -l‘.
e e e e e e . . Registered Apprentice No, K
working under my personal supervision. '

. Licensed Emt‘):fllmer No /é 7%

P.O. Addresé....k&_k.é .............. /

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be s0 stated above.

o comply with




