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FEDERAL SECURITY AGENCY MISSOUR! DIVISION OF HEALTH 2’10 31
N“ﬂ“ﬁ“‘n"ﬁ“u"lf_v“i“ g““i’é‘i STANDARD CERTIFICATE OF DEATH State Fite No 2
r~ v
Registration District No.............. Primary Registration District Noworowriaggpr |, . Registrar’s No, .__._._..2185.15_
1, PLACE OF DEATH; i 2, USUAL RES K3 -.Gi‘ DECEASED, 6
® County St.Louis @ State__ MO, ® County.... St eT0uis 7¢
(b) City or town : U, i e it C it K
{1f putaide ¢it¥ ox town limits; write "RURAL" and names of towmhip) () City or town nivers v y
(¢} Name of hospxtaﬁr institytiony tal i (Il outside city or town [imils, write "RURAL"} -
Jewish Hosplta (@) Street No 7051 Pershing Ave. (5
{If not in hoapital or institatjon, wrils sirest or ?ﬁm:) (A rurat, give location)
(d) Length of stay: In hospital or institution =3ays 2. . /
(Specify whather {¢) Citizen of foreign country? {Yes or No)
In this community. )
yeers, months or days) If yes, name cotintry. S
R . MEDICAL CERTIFICATION
Foll vame__ Sophie Kiburz 20. DATE OF DEATH: Montn 91108
3. (b} if weteran, | 3. (¢) Social Security No. ]| } Mont “"“‘7*7‘“‘“" 7 1
! year, %_______hour minute y M.
name war.
- 21. 1 hereby certify that I attended the d
5. Color or 6. (6) Single, widowed, ed, L. 19 19
e T We S, e ] —%"“‘/—7 >
. | race ve =t || that I1as whﬂ.&.aﬁwo 19l 1%
6. (b} Name of husband or wife...—vvovevecseens 6. (¢} Age of husband or wife if || and that death occurred on the da Dar, ai;
John Kiburz ___7_@_ . vears || 1mmediate cause of death
7. Birth date of decensed.. April lSth- ,1874 2 oot / I
{Month} {Day) {Yoar) e M WW / M?W
8. AGE: Years Months Days If less than one day Due to /J . A% - /
74 2 14 . - ——~—MJ¢M&Z@MM7 , 3
Due to
9. Birthplace - St LO uis G I:{O .7 " q . _ [ . s V
{City town, tata or foreign codntry)
. YA g . ) Other conditiona U
10. Usual occupation e —— (laciode pregnancy within 3 months of rxmh)V O
11, Industry or business M&: T PHYSIQAN
- or T nzﬂ —
E 12. Name John Young Of operations. U f’r ..'f S Undesline
g : Mo.Y the cause to
7 | 13. Birthplace @ ;i P — which death
1 to o farcign country of - should b
5 14 s BTEAEDY DELOTE =i | ot , L
St.Louls Mo. UV - - tiatically.
&S | 15. Birthplace . 22.- If death was due to external causes, fill in the following: . -
= (City, town, or (State or foreign country)
16. (a) Taformant. MI «d ONN Ifiburz (6) Accident, suicide, or homicide (specify)
& Add 7051 Pershing Ave. (5) Date of occurrence
ial '7"'1"'43 (¢) Where did injury occnr?
17. (@) Bur (#) Date thereof £ njury (Gity o= 1ov2) Bate
{Bgrial, crematioa, ar removal) - Did injury occtr in or about hote, on fa.rm in Indust.nal pla:::. public place?

Signature of fusngalé 0 d
rre— e

{Date received local rexistrar)
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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 embalmed by me, or by

, Registered Apprentice No

Slgnlﬂr‘/ et »
" Licensed Ematmer Nov 2P K- S
P, 0. Address SE.2C W

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

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

working under my personal supervision.




