5. No. 2
M—5.43
v. 5-17-39
e 1 X28671

DEPARTMENT OF COMMERg 19“

ﬁ'm:é OF THE jﬂﬁs

egistration District No..oooooeooce e 2000

THE STATE BOARD OF HEALTH OF MISSQURI

ST ANDARD CERTIFICATE OF DEATH

18907
4664

Registrar's No...._.....0= 2 2 =

State File No.
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1. PLACE OF DEATH:

{e) County.
St.Lonis

(¥ City or town
{If outxide city or town limita, write * *RURAL" and name of townahip)
(c} Name of hospital or institution:

3611 _Obhio Avenue /

(If not in hospital or instiLation, Write street number or location)
{d} Length of stay:

In hospital or institution

78_yesars

(Specify whether

In this community.
yeara, manths or days)

2: USUAL RESIDENCE OF DECEASED:
Missouri
St.louis

* {If outside city or town lmits, write “RURAL’")

(a) State, (8) County.

G

City or town........

(@ Street No.._. 3611 Ohio Avenue ﬁ
(Lf rural, give location) d
(¢) Citizen of forelgn country? No (Ves or Noj

If yes, name country.

3. (o) PRINT
FULL NAME

KATEERINE__SIEVING

MEDICAL CERTIFICATION

DATE OF DEATH: Month_ [8Y

5

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

{Date received local registrar) (Remunr ] nmm.re)

- 20. o day
3. (b) I veteran, 3. (6} Social Security - &
( ) veteran N None yvear. 19A6 hour. minyte %5 r =M,
name war. LT [+] .
: 21. I hereby certify that I attended the dfrom 2 o Y 4
/ks. Celor or 6. (a) Single, widowed, married, to 3 19
s sex.. Female /e White. divorced....3ANELLL || that T1ast saw b \trtive o ‘j’VLA»«[ o ﬁé
6. (b) Name of husband or wife....—...___.._ 6. {c} Age of husband or wife if || 2nd that death occurred on the date and #1’ Btnth above. Duration
Hr
== alive. === __. years || Immediate cause of death
7. Birch date of decensed.. June 19 1868
N {Month} {Day} {¥ear)
8, AGE: Years Months Days If less than one day
77 11 [l' I | 0N,
. 9. Birthplace.....obe Joonuis _Missouri .
{City, town, or county) {Stata or foreign country) '}
10, Usualooeupation———_._ Ak Home. s« . . . O&helr, o ’;,"Eu""’y within 3 montbe of desthy : / ¢
11. Industry or business ST - /‘ 2t PHYSICIAN
: . s jor findings: [y MO, .
E 12 Name..mmeer Christian H. Sieving Of operations.. &/ : ( /) .
) ﬂ @ hUnderhnc
2013, Birphee_Halover CLeJ:m | 7= the cause Lo
-(City, town, or county {State or funn;n eoum.ry) Of autopsy. - / should be
E 14, Maiden name . HaTy Erock.schmidt .___._._._..L_,. . charged sta-
B v d i tistically.
g 15. Birthplace (Cm_e:}ﬁ o’r{mlv) 'I'l-li—g—(s“u - mmug—- 22. If death was due to external causes, fill in the following:
16. (a) Informant. ... _Mn.__._;f‘?-:drlin_.ﬂ.._.Siexring_,_,_________.__'_;,_;__ (o) Accident, suicide, or homicide (specify}
@) Address____3611 Ohio Avenue . ... _._._.___||® Dateof occurrence
17, (@ __Burial () Date thereot 3=25=46 _ (e} Where did injury occar? ity of town)  {(Cauaty) e
- (Bazial, cremation, ar removal) . (Moath) (Day) (Year} () Did injury occur in or about home, on farm, in industrial place, in public place?
() Place: butial or creitation.....c00COrdig Cemetery
. Y . 11 - r
18. (g) Signature of funeral director.. Beldegvngde{L.EEH;_,InQ... \Vlule at - ofw:y_ f__z:_ o
&) Address El ouhs Ave.
23 Signat 3 ety
I 1 LY LI G Y | 7
@ ddresd. 3 [ S Sa’ﬂ M Date Blgned‘)/l

74

(Licensed Embaliner’s Statcment on Reoverso Side)

e

Bl



r

I

/ é[/\/‘- i ﬂ—»ﬁ% - | A% o= / % }’ -.
STATEMENT BY LICENSED EMBALMER {g&.

I hereby certify that the body whose name is recorded on the reverse side of this certificate wag embalmed by me, or by.

...... ..., Registered Apprentice No... . ,

working under my personal supervision.

P. O. Address....f.f.j.ué v -

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

If this body is not embalmed, fact should be so stated above.




