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No. 2 DEPARTMENT OF COMMERCE STATE BOARD OF HEALTH OF MISSOURI 16 494

2.4 Bukea or i Carsts STANDARD CERTIFICATE OF DEATH P
1 xa3es7 Li(raﬂon ltrict No. _____@ 18 Primary Recistration District No.... £y My Registrgr's No........ 485@-

-----‘

1. PLACE OF DEA Tl 2. USUAL § HM& OF DECEASED: 77, 74
a (a) County S.t LO i 5 {a) Sr.ate._......_._..M.i..S..ﬁ.Qllr.;..... (5) County. A / ?
= (b} City or town_......_. L u .
o] (1f gotside eitv of town limite, writs "RURAL" and name of township) (c) City or town g+ Lonis 9
8 {c) Name of hospital or inatitution: / (If outalds ¢lty ar town limits, write “RURAL") = *
= 1916 E. Warne Ave, @ sweato.. 1916 E, Warne Ave.
o {I1 not in hospital or institution, write strest ber or locatlon) (1 rural, give location)
Z Length of stay: In hospital or instituti
= “ ngth of stay o hospital or institutien 58 Y I‘Séneﬂ'y whether {¢) Citizen of foreign country?. No (Yes or No)
5 In this community ; ea .
= yoars, montha or deys) If yes, name country.
= MEDICAL CERTIFICATION
|l 3ul) Bive__Joseph.Koller
- - = 20, DATE OF DEATH: Month. M2V . dayo b .
h; 3. () Ii vercran, 3. (o) Social Security year 1944 bour 2 mihtlte,.a..c.?..jj._M
o name war.. ... None No, B /s
21. I hereby certify that I attended the deceased from
-t
= Color or 6. {a) Single, wiqowed. married, 19..._, to e}
MI 4. Sex Ma l e 0r-aﬂn : t e Udivorce‘s__]:.ggl_g_.._.. that Ilast saw h elive on . 19.......;
Z 6. (%) Name of hushand or wife....—eoceoereee. 6. (¢} Age of hushand or wife if || 20d that death occurred on the date and hour stated above. Duration
IV o ¥ Immediatpcause of death..........
] ’ 4 -
O 7. Birth date of deceased Aug. - 1889 4,«4—&
j {(Month) (Day} (Yoar) L g
8. AGE: Yearn Months Days If less than one day DPueto
Q
g M 54 9 x a2 4
1 J . hr. min. / ;&*’y .
2 Due to ot
= 9. Blrtholace Austria </ 7 )
: E R - (City.town,or caunty). - _ _ _ _-(Stats or farsign country) N i N i R
Oth ditions N . -
& - 10. Usual occupation Lab QIexr S (In:lru:?;(qmm .vll.h.ln 3 monthas of death) —
B || 11, tndustey or business_ T CE & Coal . il i PIYSICIAN
ajor hndings: ——

>|.' .,_{ 12, Name JOSEDh Koller Of operations.. Undertia

; . e . ' oL e e ; Lo N ’ N s e
= = | 13. Birthplace Aunstria pd the cause to

o N which death
Z (St-uor focelgn codntry) OF aut b Ala honl
3 18 1 Maden mame WL LANA. Meltg Ponm e | Ofautoey g Charped sta:
= E ) Austria 4{ tistically.

15. Birthplace " I " g - -
E % 3. B (Ci“.t?“'“m““) (Btate o fovsiam comnesy 22. If death was due to external causes, fill in the following:
- &= |l 1s: -(s) -10formant..-.. Mra., Agnes Wolf . . (6) Accident, suicide, or homicide (specify). ... S
g 1

; () Address 4159 Grove Str. (8) Date of occurrence.

17. (a) Burlal () Date thereof %/20/44 (¢} Where did Injury occur? {Civy or town) Troants) e

(Burial, eremation, ar remavel) onth) (Day) (Year) (4} Didi u:uury occur in or about home, on farm, in industrial pla.ce, in publie place?
() Place: buria! or u:remat!on.ﬁ_(fﬂ( = A Mttt "
18. (o) Signature of funera!l directo; A A of IUEY e

(5} Address 117 E..

-19. () MHY 20 f

(Frate raceived local rerfatrar)

~{M:D.orother) ..

T / R ... A o 2y on, ... Date dgnc%
(uﬁd Embalmer’s Stetement on {e\'e-ru Sid:)

—_—

-




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whoselname is recorded on the reverse side of this certificate was embalmed by me, or by

......... ' stered Apprentice No

Sig;‘md- M/ %0“9’2’(

working under my personal supervision.

) Licensed Embalmer No. ‘90 §L /
P, O. Address
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wit
the above constitutes grounds for revocation of license.) . ..:?‘R‘ -
If this body is not embalmed, fact should be so stated above. .




