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and that death occurred on the date and hour stated above.
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69 " {Specify whether () Citlzen of foreign country?. (Ves or No;
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years, months or days) If yes, name country.
3. (a) PRINT MEDICAL CERTIFICATION
FULL, NAME KATHERINE SCHULTZ 17
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. ve N e b} urity K
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6. S,
Durati
La Bernard SChUltz alive.. oo ears || Immediate cause of death wrapon
7. Birth date of deceased August 29 18’{7 Cerebral Hemorrhage .~ B hra.
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9. Birthplace St.Louis Missouri & = TE : A
{City, town, oz cotnly) {Sinte or foreign coontry) ; ‘ ”
. ' Oth diti
10. Ustal oceupation Hougsewife : e oo o
11, Industry or business - . W i PHYSICIAN
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STATEMENT BY LICENSED EMDBALMER. |

- - . I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb:\x-]med by me, or by

! . , Registcréd Appréntfce No. ,

.
. working.under my personal supervision.

the above constitutes grounds for revocation of license.) .

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

P e PR o '




