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

DEPARTMENT OF COMMERCE
BURRAU oF THE CENSUS

b peR 208

STATE BOARD OF HEALTH OF MISSOUR!

STANDARD CERTIFICATE OF DEATH

Primary Reglatration District No. G?...Q._.__.__._._

15 83‘)
I

State File No

Registrer's No.

1. PLACE OF DEATHICh 1
arles
{a) County .
(8} City or town... 5t. Charles

{I outaide city or town tHmits, write "RUNAL" and nate of taownabip)
(¢) Name of hospital or instifution:

£, Joseph Hospital 0

(1 not in hospital or iostitution, write street number or. location)
(d) Length of atay: In hospital or institution ayvg
(Specify whather

life

In this community
yaars, months or days)

2. USUAL RESIDENCE OF DECEASED:
() Se_Missourl ) County St, Charles

St. Peters, rural e %

{11 outside city or town limits, write “RURAL™} 2o
l

(¢} City or toam

{d) Street No,

(LI rurel, give locstlon)

(&) Citizen of forelgn country?_—riiew 70 f

If yes, name country. ~

(Yes or No}

3. {a) PRINT
FULL NAME

Kathrine Loeffler

MEDICAL CERTIFICATION

o T S e 20. DATEOF DEATH: Mon. MarXch ... 19
. veternn, . {¢) Sccial Security
year 1944 hour. 6 minute 15 A M.
name war. No i
"iz(’here y certify that I attended the deceased from

s Female l S Colotar s 4o |&@ S‘“"‘X{E{'ﬁ% mﬁ- L e Lo ok 2 LR 10X
s race. dl""m} that T last saw h.e alive an et ¥ 19.% }‘
6. (5) N e of hus fm . 6. (c) Age-df husband or wife if and that death oecurred on the date and hour stated above. .

ﬁp 08 ep e meE alive o years Immghdiate causes of death Dauration
7. Birth date of deceased Oct, 24 1866 ﬂ:’n-p\ 2207 L"_'A“?('E_ I I ¢ porie 4
(Maoth) (Day) {Year)
8 AGE: Yeara Meontha Days If Jesa than one day Due to._.._.......A'Z..., At b 8D ?
7" |4 24 ) _ '
T. min.

o

Birthplace . Sto Peters’ MO.

©

Due to

{Date rocetvad yr.ﬂ rwl-v-r) {Reglstrar's sfenatore)

{Citv, town, or conaly; {State or forelgn country) Y " 7
10, Uguai . OUSQWI fe Other conditions. _W it
. Usuai occu {Include prognancy within 3 manths of death) —
i1, Industry or business $ator fodi n FHYSICIAN
ajor
2 12 veme_Anton Schneider . & operations. ... AL
= " "! ; g Underline
5\ 12 binbotece_ St Peters, Mo, _'J DA it drain
- (C epunty} {Qtate or foreign country) Of ant rr
g 14, Maiden name ‘I’f‘f _’[“‘.’Lg e - Efi“%::ﬁd!&e‘
= ) t P stically.
g 15. Birthplace CIS“ Py fiﬁer B Mo(s’m’ w'fﬂa‘“ — 22. If death was due to external causes, fill in the following:
6. (o) Informant Anton Loef fler {6) Accident, suicide, or homicide (specify)
&) Addrens St. Peters, Mo. (4} Date of octurrence.
17. () Burial () Date thereof 30244 (¢} Where did Injury occur? TS oo ey
1 L4 wo, <o :
{Buarlal, ¢remation, or remaval) (Monta) {Day) {Ymar) (d}  Drid injury occur i of about hotne, on ;arm. in industrial pla,ce tn public place?
{¢' Place: byrial oreremmuy NP i S —
18. (o) Sigoature of funeral d.trs ro,.....«' Fgr U While 2t WOrk? e (s'ff' '(’,';'.ﬂml of lnlury e
{5 Add S [ ] J—io [ ]
o @ g / 2O EE o et (Ted 23. Signature.. (M. D.orotben .,
Addresa. . X /Ao .. m }g‘_‘:'et- "“'()_._ Date dgned_j_._l‘_’_.‘*’o

/3 & a {Licensed Embalmer's Statement on Reversc “hre)



RECEIVED :
District Health Officer No, 9, @

District File Number.o..o. ... _.

Date Filed ¥ — 37— 4 4 . | '&‘l’

STATEMENT BY LICENSED EMBALMER

-

[ 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. f
. - ngnpd j % _____________________________________
- Licensed Embalmer No —
: © P.O.:Address_ M"‘-aﬁ&

. '
. {Failure to comply wij

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAN DWRITIN
the nhove constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be so stated above.




