SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
District No, __Jw__kegmur ‘s No. __.3 56.;3/._

Registration District No. _____

e

~651-047261

STATE FILE NUMBER

11 LLL
{Licensed Emb‘lmer s Sutcmum on Reverse Side)

AMENDED o Ly gumagen, PN 4
| wllll [ WO} ) B RN B} LV § U laﬂ'
1, PLACE OF DEATH 2. USUAL RESIDEMCE (Whera deceased lived. If institution: Residence befare
. COUNTY . 8T . i
8 a St . Louis a. STATE Mo N b. COUNTY St . Louis admission)
% b. CILY {If ouiside corporate limits, give TOWNSHIP only} Length of stay in 1b C. COILY Inside Limits
i
= ToWN Clavyton DOA. TOWN  Plorissant Yo ld NoD
< c. FULL NAME OF {If NOT in hospital, give location} Inside Limits d. STREET (If outside, give location) Reride on Farm
'l"_" HOSPITAL OR ADDRESS,
< INTTUTION St | Louls County HegplYesx O 2065 St,Catherine Yes (0 No)
3. (PIJ_AME OF .DE)CEASED First Middle Last 4. DOAF'I'E Month Day Yoar
ype or print
DEATH
Raptha Koch : Dec. 11 1961
5. SEX & COLOR OR RACE FA Marriedmc Never Married [J }8. DATE OF BIRTH ]| 9 AGE {last birthday) |IF UNDER | YEAR | IF UNDER 24 HR
F. w Widowed [J Divorced [J 2 _6 _1902 9 Months | Days Hours Min.
, 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY] 11, BIRTHPLACE (City and state or country) | 12. CiTIZEN OF WHAT CQUNTRY
E during most of weorking life, avan if retired) " . U . S . A .
: Sypervisor FamousaRary Rock H3ill, Mo,
1 ~ 13a. FATHER'S NAME T3b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
)
)
. Rudopph P. Moll Bertha Schwade William H, Koch
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 17. INFORMANT Addrei?l OI'is Sant
(Yes, or unknown) | (1f yes, or cates of service)
o |4 v WeHE Wm. H. Koch-2065 St, Catherine
- 18, CAUSE OF DEATH (Enter only one causs per line for (a), (b), and {c). {NTERVAL BETWEEN
=z PART |. DEATH WAS CAUSED B ONSET A DEATH
g ﬂ——
1V .
5 3 IMMEDIATE CAUSE (a) ’I .
a g —
$ =] Conditions, it any, DUE TO (b)
5 which gava riss to
4 above cause (a),
= stating the under-
lying cause [last. DUE TO (c)
-4 PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not relsted to the terminal PART 111, If deceased was ale  was
g disease condition given in PART | (a) there a pmgnan:y/h’f:;? 90 days.
§ ] ] O Yes | W [J Unknown
?—: 19. WAS AUTOPSY 208, ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. {Enter nature of niul’v In PART | ar PART Il of item 18.)
& PERFORMED? a a w]
v ves 3 no ol
-l
| T20c.TIME OF  Hour  Month, Day, Year
a INJURY a.m.
g p.n,
20d. INJURY OCCURRED 20a. FLACE OF INJURY [e.g., in or about home, | 204. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK farm, factory, street, office bidg., erc.}
NOT WHILE AT WORK [
a P ] ri z 2 }
é 21. | attended the decessed from. ,-Llé_;-nd last saw :;;;'nlive nn—#%L—
[a] Desth occurred 8t on the date stated sbove, and)f the best of my Itnow!edg,irom the causes stated.
=4 A
8 5 22a. {Degres ar title 22b. ADZ 7 27c. DA fNED
I g n g
-
7] Z ’ sl :‘;‘
< 23a. BURLAL, b. DATE 23c. "CEMETERY OR CREMATORY . LOCATION (City, towh, &
o a REMOVAL (spec.fy)
b4 ] Burial 12 -1I=19A1 St+. Peters Cath, Cam irlaeood, Missonri
= CY 24, FUNERAL DIRECTOR B ADDRESS e 25. DATE RECD. BY LOCAL REG. |24. ISTRAR'S SIGNATURE
3 > aumenn Bros. Inc &f M@
- . -_—
g [34] - --d"‘ Hu/ﬂ.-—/ﬂ U\‘bb\' > ”
L) (/



- LTCE

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 Student Embalmer No.,

working under my personal supervision

. — e / ~
'\J %
Student Signed § 2 D .

Signature of Student Embalmer

L) . . .
- Licensed Embalmer N '"c_—g ' ‘z;L

P. O. Address

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

If émbalmed by a STUDENT, healso shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated, above. ,

- - e -






