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1. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED:
a (a) County (@) State Iﬂls 8 Ouri (¥} County, M
8|l ® Cityortown_.._StaLouis,Missonrd,. i
(%] (lfonmdn city or town limits, write BUH.AL end name of township) (¢} City or town S t - IJ Ou. 8 7 7
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E ({If not in hospital or institution, write streefBumber or Jocation) mmorial -3 ({If rural, give location) ' 0
(4) Length of stay: In hospital or institution ) NO
E (Specify whether || (¢} Citizen of foreign country? . {Y'ea or No)
< In this community )
E years, months ot days) A If yes, name country, -
ﬁ 3. {5} PRINT . MEDICAL CERTIFICATION
& || FuLL naME JOHN KREITNER : July 30th
- 3. (b) If veteran 3. (&) Social Security No. 20. DATE OF DEATH: Month day.
= ' - - year. 1948 hour 6 mintite. 20 A M
name war.
] ’: 21, T hereby certify that I attended the deceased from 12/ 2/ 47
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17 (o) _I.ﬂlll.QJl&lﬁ (b) Datc thereof. v / 20 /4 8 (e} Where did injury ? (City or town) (Coun ©ta
{Burial, cvemation, or removal) ath) (Day) (Year) (&) Did injury oocur in or about home, an farm, in industrial pla.ce in public ptaoe?
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18. {(a) Wlnle at wor] P——— ?z‘r ii:a.:: 0 i — ﬁ
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19. (@ 7. a 15-Lafaye t‘tE 3
({Data received local repistrar) y (ﬂeguuu s nmlure) Address. ale___gl_
7 ' {Liccnsed Embalncs's Statemeat on Reverso Side) FRANK R.IL EGLOFF




STATEMENT BY LICENSED EMDBALMER

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

_ working under my personal supervision.

+emb med .

Liéensed E’n;balmer No..

P. 0. Address............. .
_ Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply w

the above constitutes grounds for revocation of license.)

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

" .




