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1. PLACE OF DFATH: 2, USUAL RESIDENCE OF. DECEASED: Iy é

Q {e) County i ‘{
_ sate... Migsourd .
(& City or town....... St. Louis (s} State. 0 ) County....8bte._Louls ..
{I1 outside city or Lown Limi ta “RURAL" and f township) i Strxxiowtx
7 (¢) Name of hospital or natiutions T et b ) ‘ (@ City or town—..... (if outalds mygsﬂﬂ.ﬁ writa “BURAL"} , \
Hissouri Baptist Hospltal (@ Street No.___ 2445 Hord Ave. Jenninss.
{If cot in haepita) or institution, write street number or looation) T raraly ghva Jocmtion) T .
(d) Length of stay: In hospital or institution ? .
(Spacity wheiber || (¢) Citlzen of forelgn cotatry? No {Yes or No}

In this community Life /
years, months or days) If yes, name country A
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&~ Full NAMB..... die. F TX 1 - S
ol Felkenrath 20. DATE OF DEATH: Month Pabruary. . day_ 10th

< 3. (8) If veteran, 3. (c) Social Security 1945 3,30 X ;
?j name war. HO No. Nme year hour. minute, . M.
< 21. I hereby certify that I attended the deceased from
= ' 5. Color or 6. (o) Single, widowed, married, || J--— b i J _______ = Dot » & T

I 4. Sex....Female.| ne¥hite . divorced.ﬂl.d.ﬂlﬁd._d, “that I last saw h_&m___ alive om 1 — / o ‘(6-. 9 s
E 6. (¥ Name of husband or wife.._. ... 6. (&) Age of husband or wifeif || 21 that death occurred on the date and hour stated above. Duration

1
9 Julius Falkenrath ae........years
O | 7 Birth date of deceased November 15, 1867, 45-_
5 {Maonth) (Day) (Year)
=
4.} 8. AGE: Vears Months Days If less than one day
“
£y 1] 2 | 25| N 5
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& il o Birthptace.. . __Ste Louis, Missouri 7} -
5] {City, town, or couaty) (Stato or forsign country)
: - . Other conditions
?’ 10, Usual Occupﬂﬂon---——-——--ﬁo-um ork L (foctude pu.nmn ¥ within 3 months of death) }
- 11. Industry or business Ma o ’ PHYSICIAN
pl g 12, Nome.. . ..+ .Henry C. Ellerbrogk,.. : . T operatians... | i T
2 & Birthplace =i GRT : / {/ L th:fi:?‘zrw?é
- 3 i {City, town, or county) - ;;:T;m;;;r- Of auto wh i deab
5 a 14. Maiden name.._.._._ M8 8&J‘§t PB'uSt ! utopsy - ) ::h:r;eﬂ ata? R
-» - . {tistically.
E § 15. Birthplace i m‘m-m_ ::um,) Germ&nguu PSP S 22. If death was due to external causes, fill in the following:
& |16 (a} Informant C. J. Falkenrath {. - 1@ Accident, suicide, or homicide (specify)
B ® Adtron 28 Enfleld RBe. CLAYLORe. ... || oo of occomence
17, (@) oo _Burdal’’ 7 @) Date thereot “Feb,13,1945 | @ Wheredidinjury ‘occur? e i) Py
(Burial, eremation, or vomoval) (Moath) (Daoy} {(Year) (&) Did injury occur in or about home, on farm, in industriat place, in public place?

(¢} Place: bunal ot cremation. Hemorial Pa.rk Cemetery

-+ 18, (o Sigmatwie of funeral direcide 21V EN_F, Feutz _Funeral Heme While at work?. « Boorify type of plase)

vt g antan (e) Ma‘ms of imury

19. (a)"AE‘,ﬁ!s 13 __1%3%56 H&tj?lﬁri e.8. ivd._:z 23, Sagnatu:e_klt’@&
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(Licensed Embalmer’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER . '
7
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by.o....o . 510

working under my personal supervision,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR]TING (Failure to comply with

the above constitutes grounds for revacation of license.)

oJ..,. . . ).i',‘ -t v - .
If this hody is not embalmed, fact s‘hould. be so stated above. : Lo B



