WRITE PLAINLY—USE IjNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COM

ELELAPR S mii

Registratlon District No.___..sf..._.ef._Z_...

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District Noigéy

14635

720

State File No.

Registrar's No.

1. PLACE OF DEATH;:
St.Louis
Eichmond Heileghts

(If qutaide city or town timits, writo “RURAL' and name of township)
{c) Name of hosp:tai or insutuuon /

lary's Hospital

{If not in hoepital or institution, write sireet numgx m]:limatmn
(d) Length of stay:

(a) County.
{d} City or town

3

(Specily whether

In hospital or institution

In this community.
yeara, manths or days) " [y

2. USUAL RESIDENCE OF DECEASED:
Mo.

(e) City or town

067
(%) County. £72

S e 7
St.louis, o
{If outside cily or Lown limits, write “RURAL”) /

4445 Lindell Blwvd,

(If rora), give location)

(a) State

(d) Street No.

(¢} Citizen of foreign country? ’/ {Yes or No)

If yes, name country.

Bertha A.Wahl

3. (n) PRINT
FULL NAME

3. (b} If veteran, 3. (¢) Social Security

name war, No.
3 | 5. Color or 6. (a} Single, widowed, married,
4. Sex r. I L LI, I

6, (b)) Name of husband or wife. 6. (¢} Age of husband or wife if

alive....o o ceeme e YEATS
August 5th.,1885

7. Birth date of deceased

MEDICAL CERTIFICATION

20. DATE OF DEATH: Monts_ BT CH day. B

Year. l 94'5 hnur....._.._._...._..‘.4._....,_
21. I hereby certify that I attended the deceased from. ..
19 _. to...,
that I last saw 7_alive on.

and that death occurred on the date a hour ats bove
Immediate cause of death....

Dumhz

{Month) {Day) (Year) _ .
; .
8. AGE: Years Montha Days 'If less than one day Due to?%M"-‘ o {9%‘90
7 g 6 2 2 hr, min.
N Due to
9. Birthplace St.Louis Mo. £
- - (City, town, or connty} _ (State or foreign country) 7
s ey Oth ditio
10. Usual occurpation At Home (In:lidc: :ugna::r within § months of death)
11. Industry or business Saor fond PHYSICIAN
N or Nndings: .

g 12. Name John Wahl s Of cperations.......... P A Undert

) P : : nderlin,
| 43 Bu,,hn,,,ml ‘ ] Germany a Y :}W’}Jﬁ 4 th[_leig:lése r.§
By N - . (W eat.
S o o BYTGNEED A BroWAT = || otswormr.. N Frodifhe

. e name har .
: Unknown tistically.
g{ 15. Birthplace. (City. town, oF Gounty) Gints s foreign mmz 22, If death was due to external causes, fill in the following:
16, () Tnformant._ ML ed ohn Wahl (a) Accident, suicide, or homicide {specify)

(#) Address 4445 Lindell Blvd., (5) Date of occurrence

17. (@) Byrial () Date thereof 5-29-45 (e} Where did infury occur? e o P

(Barial, cremation, or removal) (Month) {Day) {(Year)

(¢} Place: burial or crem.at.ion..._...B

18. (o)

19. :: AEKR_#B45 (b)-mﬂll/ E 2;/.'_})1@4’{@%4

d local re (Repistrar's -mmrn)

Slgna.ture af funeral dlrecto' .

(d) Did injury occur in or about home, on farm, in industrial place, in public ptace?

(Specify type of place)
(e) sMeans of injury. ....._:-.. S

_ (M. D. orothex u_ﬁ
VA

{Licensed Em.baln{er s Statement on Reverse Side)
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! STATEMENT BY LICENSED EMBALMER -
+ T hereby certify that the body whose name is recorded on the reverse sidle of this certificate was embalmed by me, or by..... it ‘
' i - . , Registered Apprentice No....... : ceniad .

working under my personal supervision. : . .

X ‘ SlgncriM WM%
" . . - Lva_nsed Embalmer No 2 Xéf §

Note: The above MUST BE SIGNED BY THE LICENSED EI\’[BALNIFR in his OWN lIANDWRITING (Failure to comply with

the above constitutes grounds for revocation of license.). oty "u e et
~ e T

If this body is not embalmed, fact should bg so stated qbove. . " '



