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STATE FILE NUMBE
o i 318 riren regsrsionvana 1 003 11748
lie Registration Distriet No. ... gl ke Nk .. Primary Registration District Nl Sod. St -~ Rugistrar's Ne. ceeieeces
ico
r 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decaased lived. If ingtitution: Residence before
' o COUNTY : o STATE 5. COUNTY sdmission)
0 Missouri .
?506 - b. CITY (If outside corporate limits, give TOWNSHIP only}| Inside Limits - e CCI)TY ’ N | Inside Limits
OR R
Y N
Town  St. Louis skl Noo TOWN S+, Touds Tonft Moo
€. ;gls'é'r?:r%r?F (IFNOT inhospital, give location}]Length of stoy in 1b d %E‘ (f outside, give location) Reside on Farm
INSTITUTION Firmin Desloge Hosp, 27 ADURESs 4152 o Lafayette Ave, Yeso Nog
3. NAME OF Firat Middle ! Day
DECEASED
(Type or print) Catherine ; S
E cEx / 6. COLOR OR RACE |7, maprifp (B) nEvER Marriep [1] 8- DATE OF BIRTH 9. ;‘fjrf;ﬂhﬂ;‘;’,‘
wioowep [ oworcen (R Tn1e 15 1914 42
10a. USUAL OCCUPATICN (Gice kind ofwwk donte | 105. KIND OF BUSINESS OR INDUSTRY | [1. BERTHPLACE (City and xtato or countey) (’ 12. CITIZEN OF WHAT COUNTRY?
durl'ﬂg most of working life, ezen if retired)
St, Louis , Missouri U, S, A,
13, FATHER'S NAME §4, MOTHER'S MAIDEN NAME

_(ianrﬁe_Sielmtman - Genevieve.  Strech
15. waAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. {17, INFORMANT (Husband) Addresa

(Yes, na. or unknown) (IS yea. pize war or dotes of sarvics)
No l Joseph Skubic . 4152 a Lafayette Ave,

18. CAUSE OF DEATH [Enter only one caure per line for (2), (b). and (c).] INTERVAL BETWEEN ‘

PART |. DEATH WAS CAUSED BY: K . . N . ONSET AND DEATH
IMMEDIATE CAUSE (a) Aonndl Lo X lansank  anmdk
' e . Y
Conditions, if any. DUE To (B m AANM o ‘-'—“‘-7’ ot ‘z‘“‘
LT ]

twhich pare risg to
above cause (6,
stating the under-

Coroner cannot certity to a death due to natural couses.

:USE ONLY BLACK INK OR RIBBON TYPEWRITE tF POSSIBLE

> lying cause last. DUE TO (¢)

=] PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i(a) 19 ;\éﬁ_ S:L(EF;Y
. = .
-
£ b : p PRIES ’7‘/ OX ves [ no g
) ke 20a. ACCIDENT SUICIDE HOMICIDE | 200. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I or Part 1 of item 18.}
M s .
19, . | 2. TiIME OF  Hour  Month,-Doy, Year
" o INJURY * a. m. —
o p-
v a - P-m. -

w : .
2 X | 20d. INJURY QCCURRED 20¢. PLACE OF INJURY (¢. ¢., in or aboul home, | 20f. CITY. TOWN. OR LOCATION COUNTY STATE
- WHILEAT [ HOT WHILE farm, factory, atreel, office bidy.. ete.) Ssv . A . : '

- WORK AT WORK L I B e, 4 . [ . p ERY DRV PN

2 b
--E- N El-&l'ar(ended the deceased from r6 = De. & £ , to s As S0 and last saw 'h.er alive on s A=l - ,}'(_
% ) Death occurred at Y m on the date atated above; and to the best of my knowledge, from the causes siated.
o 22a. SIGNATURE {Degree or title) O 22b. ADDRESS 22;, DATE SIGNED
; £ o :
- lrona. # ,(8/4 d o Soo ol -SK-°<--‘..(8//I¢_| ra-24-5(
L] - —
: 23a. GURIAL, CREMATION. | 235, DATE 23:. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or couaty) (State}
] REMOVAL (Specify) . .
2 ial 1224256 Calvary Cemetery S

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

LE. J. SCHNUR 3125 Lafavette Ave, DEC241986 |
{Llcensed Embalmer’'s Statement on Reverse Side) 7 W-& .

- - ' ___ ‘N
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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 e
by me, OF by .. iieas e » Student Embalmer No.......

" working under my personal supervision..

Student....ooiiiiieiiiiiiiiiie i it crea e
Signature of Student Embalmer

-

R et ’ .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
to comply with the above constitutes grounds for revocation of license).
1f embalmed by a STUDENT, he also shall sign in his OWN handwriting.
. If this. body is not emba.l_med. fact should be so stated above. Az ioqq o B
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