lo. 300
-10-47
+17-39

FEDERAL SECURITY AGENCY
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MISSOQURI DIVISION OF HEALTH

STANDARD CERTIFICATE Ot'
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T

1. PLACE OF DEATH:

{a) County
{&) City ot town S t Louil 8

{If outsida city or town limita, writa “RURAL"” and pams of township)
{¢) Name of hospital or institution:

Deaconess Hospital g

{1 not in hospital or imstitution, writa strect number or location)
{d) Length of stay: In hospital or institution

{Specily whether

In this community,
years, motiths or daye)

2. USUAL RESIDENCE OF DECEASED:

@ State...... MO, ®) County.
(¢} City or town St. Louls /7
(If outaide city of towa limits, write "RURAL")
(&) Street No. 5645 Finkman Ave. ?
(If rural, givo locativn)
(2) Cltizen of foreign country? {Yes or No} d

If yes, name country.

WRITE PLAINLY--USE UWAD@G BLACK INK—MAKE A PERMANENT RECORD

3. PRINT
full fAme_ JULIA_A. BAIMGARTH _...__.
3. (b) Ii vetreran, 3. {¢) Social Security No.
name war__NONe
e/ 5, Color or 6. (2) Single, widowed, mar_r{ed,
« s FPemaleg | nelihite | divarced AT T 104
6. (b) Nameof husbandorwife ... 6, (¢) Age of husband or wife If
Anton L. alive_._._._a.a._.......years
7. Birth date of deceased June 28 1893
(Moath) (Day) {Year)
8. AGE: Years Months Days If less than one day
' 55 3014 | e o
o Bihpuee_CBLAWISSA Mo. 0

{City, lown, or eounty) {Stase or foceign country)

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month__OCL, 4,12

year. 19 48 hour. 7 H 10 mintite P ) M
21. T hereby certify that I attended the deceased from

M“‘f il 1Ol E 19.E.K
that 1 last saw h,.?:;f.._ ahve on 1O — £ 19%?.

and that death occurred on the date and hour stated above.
Immediate cause of death

Duration

4L e

Vi

YA et -

Due to

. o T T N
Other conditions, /%%‘4

10. Usual occupation. FLORSEWOTH oo oo woa: SR (Include pregnancy. withid/s manths of death) 7 v j
11, TIandustry or business. : = =3 ‘PﬁSlmN
o Major findinga: ! V -
4 12. Name._Henry Qermann . P Of operations —_— _
o ¥ ~ [ ;9 [ - Underline
I 41 to
Z 13, Birthplace S Mof 3 ] N | ehich death
tate or foreign country’ - Of autopsy : should be
E 4. Mmden name.... ,ﬁi _ad-lgh&gen (J ] C/ ' %zmcﬂata-
= cally.
%‘ - 15, Birthplace. T ve———— —a‘-afi?f;em pevmiriney 11-22, If death was due to external causes, fill in the following:

16. (a) Informant A :]L_on__L. B A umga_n_t b {5) Accident, suicide, or honticide (specify)

@ Asress 064D Finkman Ave. || ® Date of occurrence
17 ) Removal(MEr.) o) Date thereor: LO=16=48 || (2> Where did Injury occur? . -

(erial, cremation, or remn D ) (Dax) (Your) (d) Did injury occur in or about home, on farm, in industrial place in public m?

() Place: burial or cremationd 4 Ltmar, Mo, ‘9
18. () Signature'of funral directors LA S ESNANS LY UNALCOL [« - wiii e weatl” ™ N 23‘33’0; IS

@ Address_ 3228 _S. gshighway Bl, : Soum

% O] % . (M. D orother

B O e reoetvcioe] cesimean / T (Registrar's gignature) " Haad 9\-5 __‘%:% ﬁ 6014 _*Daté signed ,a/ (a8

{Licensed Embalmer’s Statement on Rovérse Side)
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STATEMENT BY LICENSED EMBALMER

1 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 .

Signed..._. /M”ﬁ

Llcensed Embalmer, No %& & 7

working under my personal supervision,

P. O. Address

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

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




