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L. PLACE OF DEATH:, o/ 4 o - 2. USUAL RESIDENCE OF DECEASED: oy
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(2 City or town St Loui ] : &
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11. Industry or busmesa.Ci.ty_Of_SttLoui-s...._..A PHYSICIAN
Major findings:
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16. "6 “Tniformant. Mrs. Ernestine Stahl- - - ! (5) Accident, suicide, or homicide {(specify) :
) Address 8229 Idaho Ave, (b) Date of occurrence
T ——— el e et e .
17. (@ Burial (8). Date thercol 10/1 4/44 {¢) Where did injury ooctur?. iy T
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(¢) Flace: bunal m: crematioLMt_l_..m.., ...Q.___..__.. ..................
: of place, :—‘—""
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STATEMENT BY LICENSED EMBALMER

working under my personal supervision.

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