8. No. 2 DEPA!;TMENT OF gOM'MERCE STATE BOARD OF HEALTH OF MISSOURI -1‘2 1{} 2/
UREAU OF THE CENSUS
has 'STANDARD CERTIFICATE OF DEATH st e wo._
,\:, xases || l Ex M:&&@’ﬁﬂ__ . .  Primary Registration Distriet No. o 7 6 & Registror's No........ (e éf 0
ft‘, 1. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED; d‘&/
0 {a) County.. St. Louis : 2 '
J 2 () City or town..... JORCIE8TET (@) siate MISSOUTL . @) County 2
Y 9 I outaide city or tawn limits, writs “RURAL™ and name of tawnshi} || ¢ City or town St. Lounis F
) E (¢) Name of hospital or institution: . {If outside ¢ily or town limits, writs “RURAL™)
g Manchester  Nursing/ Home (@ Street No..... 3426 _Indiana Avenue
[ (If pot in hospltal or institation, write street number or locatien) (1f ruzal, give location)
Length of stay: Ln hospital or instituti
E @ ngth of stay: [n hospital of institntion (Specify whether |{ {¢} Citizen of foreign country?. No {Yes or No)
In thi ity__..
E nmr:. zfﬂ‘."ﬁ? dyny.) If yes, name country.
o MEDICAL CERTIFICATION
g || e Ry $Mr. Frank Kochanek
: - = 20, DATE OF DEATH: Month__ March day... 11 :
. (&) 1 ', . i
= 3. (&) If vereran 3. (c) Social Security year__ 1944 . hour__ 9 minute_ 3 A M
v name war. — No. a— b /
. 21, I hereby certify that I attended the deceased from. L
= Color or 6. (a) Single, widowed, married, 197 to_ ’ 10Xy
Mt 4+ sex Male Omﬂ- White vorced._Widowed that 1 last saw hLagen— alive on__J | - : 19t N,
Z, 6. (8) Naime of husband or wife._.._____... 6. (¢} Age of husband or wife if || 2nd that death occurred on the date and hour nt'ated above. Daralion
- Marie Kochanek Immediate cause of death.......
i alive. . _.years
o 7. Birth date of deceased.... JuUne 4, 187]
j (Month) (Day) (Year} J
-]
o 8. AGE: Yean | Months Days If leas than one day Due to
E 72 9 13 hr min
a - - Due to
Z || 5. sinpie Wienor Neustad, Austria &
% {City, towa, or county) -(Stata or foreign countfy) " TS R SR
Oth diti
@ 10. Usual occupation Hatchman (Include peesmncy witbin 3 monihs of demih) —
@ |l 11, todusry or business. . City_of St. Louis (1933) S— PHYSICIAN
. ajor fin 3t -
i £ { (2. Name Martin Kochanek . Of operations _
= . ; . L. v ' . nderline
»d E 13. Birthplace unknown N _Austria # |the cause to
Z - (Cley. puwn. or oggnty) {Btatn or foreign eountfy) Of autopsy :vﬁcf:ﬁm&
= ; ; arko :
3 [ { t4. Maiden name . B fha'{zeg sta-
- istically.
=: E 15, Birthplace. (c‘“u:-lﬁioa‘:"u&,) (S:}E':' E.I::nimi)/ 22. If death was due to external causes, fill in the following:
E 16. (¢) Informant...... mwauh____m_ ______ (a) Accident, sulcide, or homicide (specify)
= ® Addre_9309_ Niles Place, Affton, Mo. || Dateof occurrence
: 17. (o Burlal . () Date thereodlarch 20,1944 i () Wheredid Injury ’ {Clty o tawn} {Coanty) (State) -
(Barial, cremation, or removal) (Month) (Day) (Yesr) i (d) Did injury oceur in or about home, on farm, in industrial place, in public place?
g0 -' (e) Place: burial or cremation”_CoONCordia Cemetery . . -
_ 18. (a) Signature of funeral director..B@id@rwieden F.H. -..I.....c =} . While at work?.__ (Specity ‘(")” of place) of injury -
3 /" g ® fﬁ!ﬂ 13 ;6 'St. Lonis Avenue =~ "l . 7 7& oy ﬂe )
23. Signature. ! h {(M.D.osoather),
. 19, (a) \ B ﬁ_ﬂﬂ_}ngﬂuagﬂf_b)@ VL2 oan * o
{Trn1s received bocsl reristrer) ¢ Registrar's siguatare] Address.: f@' 7 ﬂ Date dgned.;..£...:’l"
y / 4 / (Licensed Embalmer's Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

" 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

e . . . LlcensedEmba & No 0?7¢777 e . |
T Y ot D B S

- -

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

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