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DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI 34 f 87

Bunray oF THE CENSUS MTANDARD CERTIFICATE OF DEATH ' State File No.

IEg{stmtion District No.. 9 ._5...... S Primary Registration Disteict No., 60 ..... é ........ Registrar's No. / j 3
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: 0
S i # 4}
{a) County t, Louls @ sue Miggouri . (6 County.
(8) City or town KOQ —
{1f outside city or towa limits, write "RURAL" and name of valh.\p} {¢) City or town s t, » Loui B / /
() Name of hospital or institution: (If onwide city or tawn limite, writs “KUHAL"} ’
Robert Koch Hospital ¢/ @ sweet No_ 1833 Dolman &
{Lf not in hoapital or institation, write strest humber or location) i T M N
(II rural, give location) f
() Lenath of stey: In hospital or inatitution.....44_dAaYya .. . S
(Spocify whetber || (¢} Cittzen of foreign cotintry? Ho (Ves or N&)
In this community. Li f e
years, months or days) I yes, name country.
3. {a) PRINT MEDICAL CERTIFICATION
FuLL NnamE_. MARY LORRAINE HRBACEK . 10 24
3. (5) 1f veteran 3. () Social Securlty 20. DATE OF DEATH: Month .Y . day
' ’ ) ___.19&.6._........... l minute. 50 B M,
name war, No. )
I hereby certily that I attended the deceased from
/ 5. Color or 6. (a) Single, widowed, married, /T‘ 9—10 léﬁ.. to, 10- 24 1¢4__§_;
4. Sex.Female race..‘lml L e divorced..._ __Sj. n.gl_e 4

that Iast saw h. @1 _alive on___.__.._...l_o__-_z.é.._.__‘.:.‘_._-‘.._......__._.._ et 1FENE. 1?&5

® Add:em _1226 All

23.

19. (a) Zé"
(Dal.o renmved loca)

. s

6, (%) Name of husband or wife..——oo.... 6. (¢} Age of hushand or wife if || 2nd that death occurred on the date and hour stated above. | purstion
- BV e.snsmsoooon.yRATE Immediate causs of death N >
e Bt dore of deconnet & 29 1924||...Pulmonary Tuberculosis S (7)
{Month) (Day) (Yeor)
8, AéEc Years Months | Days If less thar one day Due to {7
i
2 2 5 2 5 hr, min l J/
U Due to
“9, - Birthplace.. _.._Bt " ._LQulﬂ ..................... Mi_ﬂﬂ.QuJi‘l rraen ) -
(City, towp, or county) (Stats or foreign covntry)
. o 3 Oth nditi
10, Usual cccupation IR - (Inelnde progasnoy witkis 3 months of death) —
11. Industry or business : / e R PHYSICIAN
y . . . ajor findings: :
5 12. Name;_._mll Hrbac ek ' lﬂ gi opnnr:ig:nn .U d' H‘
nderline
13. Birthplace . Czechoslovakl the cause o
',g-., {State or foreign country) Of aut should b
g 14. Maiden name .. fr ene . lﬁnro A _.U autopsy .. s ) c}::;gﬂsta?
tisti Y.
§ 15. Birthplace.... sg't'y —ml:%n%’)”"“" “&%‘Eﬁ‘%ﬁ;&r e 22, If death was due to external causes, fill in the following:
iﬁ.. (@ Infn t_____HQ api I;al_ReQ ords - (@) Accident, suicide, or homicide (specify)
() Address. & Koch Hospltal, Koch, Mo, (8} Date of ocrurrence
17, @ BurdAml . ® Date thereat 10/ 28/46__||© Wheredidinjury occur? TP o o
RN {Basial, cremation, or removal) (Mazuth} (Day) (Year) (¢) Did injury occir in or about home, on farm, in industrial place, in public place?
(g) Place: burial or m-pm'zhnn Old S S. Pe’ter&Pm _~—
18."(aJ Signature of funeral director. whue at work?,_,_____________f_‘_)_f_{y l(")m 'f\l;i:ans’of njury. ... ._.._..___g__

Signature M 44“"" %M(M D, orothet)..?_’_qm

g

(Licensed Embalmer’s Statement on Reverse Side)

Robert Koch HOSD11A8L v signed0=24=~46

-Address. ......d
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was elimed by e, or by.
,» Registered Apprentice No

Signed y P Q—@\

working under my personal supervision.
el
* * Lit¢nsed Embalmer No.

P. O, Address..... /? .......

.

-

Note: The above MUST BE SIGNED BY THE LICENSED EMilALMER in his OWN HANDWRITING. (Failure to comply with

the nbove constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be so stated above.




