FEU JUL o 1950 THE DIVISION OF HEALTH OfF MISSOURI

5. No, 300

. No. - 3. 'S
. STANDARD CERTIFICATE OF DEATH - suue riewo 2 2 15
v, 10.48 #87604 M. @ .
' 318 1003 5519
BIRTH NO. REG. DIST. NO. PRIMARY REG. DIST. MO. -~ . Regisirar's No
1. PLACE OF DEATH ) 2. USUAL RESIDENCE (Whare d d lived. 1f ingtitution: resid before
. a. COUNTY ) -a. STATE b. COUNTY ndiwineion).
o L Ma.
b. CITY (If outside corpurate imlts, write RURAL and give ¢. LENGTH OF ¢. CITY (If outslde corporate limits, writs RURAL and give township)
} to )] STAY (in this place) OR
o TOWN St.Louis,Mo, J AL St.laonis A0/T
~ d. FH&'S-P'I!II_QAHEEO%F (If not In hoapital or instisution, give streot addrem or location) d‘A%rDRREEErSS (If raral, givs location) O
S . wstitorion  St.Louis City Hospital ##% 7625 Ivory
‘ E 35&%&&5&% a. (First) : b. {Middle) ¢. {Last} . 4, DATE (Month) (Day) (Year)
B { T¥pe or Print) HERMAN KOCH DEATH June 22nd, 1950
e 5. SEX 6, COLOR OR RACE { 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| o vhoem | YIAR | o twDER 10 was,
<]
> Male O White WIDOWED, DIVORCED (Bpecify) : last birthday) | Montha , Days | Hours ' Min,
; i _Married Mar.€ 18292 58
102. USUAL OCCUPATION (Give kindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or forelgn ocuntry) 12, CITIZEN OF WHAT
[+ dons during most of working tife, even If retired) DUSTRY COUNTRY?
271 Porter Koch Hospital St.loouis Mo.
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WiFE
9 Herman Koch " | UnKnown . Sylvis
| [ I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SIGMATURE OR NAME ADDRESS
-l {Yew, o, o7 unknown) | (I yes, sive war or dates of service) NO.
= Mrs.Sylvia Koch 7625 Ivory
I 18, CAUSE OF DEATH MEDICAL CERTIFICATION - INTERVAL BETWEEN
K || Enteronlyonecauseper | [. DISEASE OR CONDITION + T i . \-/* ONSET AND DEATH
# | tine for (), (b), and () | DVRECTLY LEADING TO DEATH (g) %.ﬁ raTeq Tas s
i «This does not mean | ANTECEDENT CAUSES .
S || eae mode of dping, such | Atorbtd conditions, if any, giring DUE TO (0 w&
= o# beart failure, asthenia, | tise to the above cause (u) stating
& [l de. r means the gty | e underlying cauae last. . : '
® ease, injury, or complica- DUE TO (c)
4 tion which coused death. | 1l. OTHER SIGNIFICANT CONDITIONS
= Conditions contributing to the death but not
a related to the disease or condition cauring death.
Fxy 19a. DATE OF OPTE_IFg\hi b, MAJOR FINDINGS OF OPERATION ’ B 20, AUTOPSY?
E . ves [ wo []
o 21a. ACCIDENT (Bpecify) 21, PLACE OF INJURY (e.g..inorabout | 2Jc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
, SUICIDE, bome, farm, tactory, strest, office bidg.. et0.)
. 5- HOMICIDE . X
o 21d. TIME - (Month} tD-;) (Yoar) (Hw.r} 2le. INJURY OCCURRED | 21r. HOW DID INJURY OCCUR?
: =]
SR . OF SN e © % | WHILEAT [ NOT WHILE
. J_‘ INJURY, =i | _work AT WORK !
E - 2 I~hereb1,r cmv'g that I at!ended the deoeaacd from __©f9/5U  1p to __GC/22/50 , 10, that I last saw the deceased
alive on , and"that death occurred at 1_&-_593% , from the causes and on the date stated above.
. E || 232% SIGNATU LAUL'RM ANN /?Degreo or title} | 23b. ADDRESS 2. DATESIGNED |
A7 . D 1515 Lafayette Ave.,  6f22/50
E URIAL. CREMA- 24b, DATE 24¢, NAME OF CEMETERY QR CREMATQRY 24d. LOCATION (City, town, or county) {Btats)
£ i Efa €- 26- 1950| Calvary St.Louls. Mo.
DATE REC'D BY L%CAEGL REGISTRAR'S SIGNATARE —— 2. FUNERAL DIRECTOR'S 81GMATURE ADORESS
JUN26 1y }/ L—lﬂl’—o Jos.P.Fendler Jr.7128 Michigan

(Ticensed Embalmer's Statement on Reverss Side}




e e e ettt e s

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 e,

. . . . Studef
working under my personal supervision.
| s
- ) Signed..eae e /
ﬂgned....‘..-............... ........ erenes . 'ised Embalmer No

Student Embalmer Uﬂ[
. P. O. Address e S

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.




