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1. PLACE OF DEATH: e e e 2. USUAL R DECEASED; FOE T
- {a) County {a) State Missouri o couny dou el
0= " (8) City or town____ St.Ilouis St.Louis ')
o] (If ootaide clty of town limits, write "RURAL" and nams of townghip) {¢) City or town o LOW sl / 7 - /g
L (¢} Name of hospital or institution: If putside city or town limits, writs ™ - bl
I = ( X . RURALY)  §
= St.Anthony's Hospital /) (&) Street No 4408 Algsks Ave., @
' {11 not in hoapltal or institution, write street umhegt Inoution) (I rural, give loontion} [4 :
Z | (& Leogth of stay: In hospital or institution veeks Yo o
% (Specify whether |[ {e) Cltizen of forelgn country? e (Yes o1 No)
In thi unity.
; " eara, contn o :1’-;-) ‘If yes, name country.
= MEDICAL CERTIFICATION
2l fulf RAME. Sheron Ann Kohne % 18t
= . = 20. DATE OF DEATH: Momb_.__&UgU8L., - St
| @ 3. (5 U veteran, 3. (e} Social Security year. 194q hour. 9 minute _40 P * M
| [ name wWer. No, GJ- )
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) = g . Coler or 6. (a) Single, widowed, martied, it 19.%L, 10 L 194 .r
| e i , - .,...., U ..
| é 4. Sex Fema'l Hhi t e di"Ol't‘Cdm-a-]-'--gg—]—'-g--— that I last saw h @ € alive on !’J"‘I‘_l' 3/ wﬁ:_
I Z 6. (3) Name of husband or wife..orirs—reeeeee. 6. {€} Age of huaband or wife if and that death occun'ed on the date and hour stated above. Duration
; ’ alive.........__ . yeara|| [mmediate cause of deatha .
J 7. Birth date of deceased._. July 11 2 1945 PﬂM +:“-v * f‘{
| (Monsh) (D) (Year) - { A 2¢ 3f4 )‘/,.‘,)
3 8, AGE: Years Months Days If les» than one day il Due to
] Z - - ey a— 20 RPN o . W
- ) br, min
| g Due to B
; = 8. Birtoplace .. _S_‘!?_LLOU is, Mo.., 4] ~ \
| Z. *(CIty. town, or conaty)l {4rate or foralgh country) =|f. N = - oo, ,'}\
jou] Other conditipns
= 10, Useal OOCI-'I."."‘"“" None T (;n:lrude m:'mm within 3 months of death) J
» &} 1. Indusey ord None . iz ‘ o ) PHYSICIAN
| | {15/ v weme.... Albert Kohme Of operatinns__._ 242 ' ) Vgt
: g Illinods L ! A N the catise to
z m [ 13. Blrchplace which death
= o (it & doceg Bleg (q“" ot Greign ”“""’J Of autopsy Ne shonld be
j & | 14, Maiden name. RV - . ﬁﬁfﬁﬁ;m
B g 15. Birthplace St .. IJOU.IS sHM0. » 7 0 22. If death was due to exteinal caises, ﬁll In the following: ; :
53] = (City. town, or county) (State or foreign country) a;
t 16. {a) lnfo o ede l-j_n_e ‘B‘i e 2. @ Acddmt.. suldde, or homicide (npoufy}
5 4408 Alaska Ave, () Date of occurrence
o @ -Burial ) Date thereot. 8 /3 /45 (¢} Where did Injury occur?, e o i
o (Burhl.a-m-don.wrmit& SIn Pet eré;ﬁ’g}u Dﬂ)c(éa) {d) Did injury eceur in or about home, on fa.rm in lnduntrf.nl pla.ce in public place?
i ¥ || =" (&)~ Piace’ burial or crer Lrd-3D - e || e——————  —
18. (s) Sigoature of funcral ditector Gebken-Blnz While at wurk?....,,...m...,.“.....(._,.m' o 'L':’é‘;'.’os RJ UV rarvema e
(B) Address....— 42 Heramee St, . ) e
23.; Signature_ s (ML D, OF other)
19- () ,......_.;;AH&.. '—1945_ ¥ (Registrar's signature) Address- 350, f M/h Iﬁfj‘!l !V‘r’ —.... Date elgned.. /}2
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STATEMENT i}Y LICENSED EMBALMER =~ = P
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- i hereby certily that the body whose name is recorded on the reverse Sldi:;W s embalmed by e, or by
PR - L Registered Apprentxcc No...... . -
" working under my personal supervision.l . .. . .

) - /]/‘/( Signed m W
- Licensed Embalmer No e/ 71{
P.O. Addrcsé( =) : v
Note: The above MUST BE SIGNED BY THE LICENSED E\iBALI\iER in his OWN HANDWRITING. (Failure to comply with
the above constituteés grounds for revodation of license.)

If this body is not embalmed, fact' shou.ld be so stated above.




