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DEPARTMENT OF COMMERCE
BUREAU OF THE CEHSUS

FILED FEB 3 490

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEPSH

State File No.

-
Registration District No...........=# 3 f Primary Registration District Noweoooove e Registrar's No. ()88
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
c = o~ - = = = = é-t.c
.(“’.;A_?““‘Y 1 (o) "state Misgourl- [ ¢ Couny N
(b) City or town gt .Louls
(It ou » city o town limits, write “RURAL" and name of townahip) (c) City or town...... .. St_‘.Loui <]
{c) Name of hospital or institution: / {If outside city or town Limite, write ~“RURAL'} [
— sdowne. Ave
49%1’ mlﬁ%ﬂl or institution, writa street number or location} (d) Street No'“""i%'a"'mnﬁﬁgﬂ?m%g) e
(d) Length of stay: In hospital or institution
{Specily whether (e) Citizen of foreum countryi’ {Yes or N'o)

In this community.
years, months or daye)

If yes, name country.

J (a) PRINT
NAME _

. ._Katharina Brandenburger

3. {b) If veteran, 3. {¢} Sodlal Security

name war. 383630303038 No -
J 5. Color or 6. (a) Single, widowed, married,,
4 ser_. _Femala nce White divorced _WI1AOW_ =

6. (b) Nameof husbandorwife............___.. 6. {¢} Age of husband or wife if

- MEDICAL CERTIFICATION

20. DATE OF DFATH: Month . 20th ay  January. . ..
Yﬁll'._.._.lg.é.?..._.. hour......._. __.6.:..0.0_. ‘nutl-_.._.EJ..:n....M.

I hereby certify that I attended the d

21,

that I last sqw hcm alive on.. iR @ =194
and that death occurred on the and hour atated above.
Duration

Immediate cause of death

{Data reccivod Jocal rexistrar) (Reritmr;:ig_nltm)

AlVC it years <
7. Birth date of deceased.. .Septﬁnlber 18_ 1_858 R, f}‘ £ )
(Year) M MMJ“ N / 7] w
- O 7y
8. AGE: Years Months Days If less than one day Dueto..._ A f : -
8_8 4 2 hr. min g
/ Due to.... -
REOES Tt Y S inola- . . - _- : A
(City, town, or county) (Stata or foreign country) gl" e o
10, Usual occupation...... At _HOM®  0: "1/ o 1., eeiva s’ || Qeherconditiones oo 5
11. Industry or businesa i P [r\ {;, POYSICIAN
5 12, Name...,.................g. 1% _.Fllnk N b WOBE DPZf:'TF:"' T . S Ar i~
Bl it ——— ./ —_ = - h! & ~Underline -~ —
= 1 13. Birthphce. ___Germany ....... the causeto
“En"' county) Ot " (State of foraign “"";"") Of autopay \ should be
g 14, Maiden name.., OWI /f ) . , ct:hz:rgcﬂ sta-
istically.
§ 15. Birthplace..... ,G,Gb%% Bite o iz 22. If death was due to external causes, fill in the following:
16. (@) Informan @,“y—..... r. 2 |[te) Accident, suieide, or @dde (specify)
@) Address. 4938 Bnsdovne AvVe () Date of cocurrence.
lie aiboa ——,
1. @ _RemOVAL_ """ %) Date thereet. A=RR 21947, [ ) Where did injury occur? T ——Tcr—" ")
(Burial, m"““" or removal) M‘““h, (Day} (Yoor) (d) Did injury occur in or about home, on farm, in industdial place, in publlc place?
©
N e vea {Specily type of place) . L
180" () T et G Means of injury.. :
@ w M. D. )
L W o
19. (a) ¢ /
H Date gigned ! M

(Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

.» Registered Apﬁréntiée No

working under my personal supervision,

Llcensed Embalmer No. _3 /P J/ ;‘

‘o 5 P.O.Address...

R

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

the ahove constitutes grounds for revocation of license.) . Ll e

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




