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N. B.—Every item of information shonld be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important,
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STANDARD CERTIFICATE OF DEATH
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(a) County.
(b) City or town St Loui <]

(If ouesida city or town limits, write “RURAL" and name of township}
{e} Namo of hospital or institution:

De Paul Fospital

(I not in bospital or Instituticn, wriumﬂ
{d} Length of stay: In hospitalor insti

mber er boentijon)

days
(Bpecify whather

2. GSUAL RESIDENCE OF DECEASED:

@ st Missouri (®) County. /
St. lLouis
(If outslde cliy or towa Umita, write "RURAL™)

@ sweet No. 5015 _Plover Ave

«. (If rural, give location}

(e} Clty or town

Inthis cummunityS 5YI‘S s - 35
years, monihs or days) (#) Ifforeign born, how long in U. 8. A.? years |
) . g L MEDICAL CERTIFICATION |
(N Tena Frischmann (27 ) |
5 ® Mvetern i Sﬁc%lfmmy 20. DATE OF DEATH: Month..... < ..W.Jmﬁy o |
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- Frischmann . wive 80 yean|| Impe@iste cavse of déath - J
7. Birth date of & dLAuge., 24 1R786
(Month) {Day) {Year}
8. AGE: Years Months Days If less than one day
63 0 7 | — hr, min.
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Othet conditions s
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g{lz. mme Mathew Streck _‘i/‘j
= L1s. Binbpiace Kitts€E Austria h
14, Moldeo name MOF TE LR (Btaze o forsigycoainy)
E{IE. Birthplsce L AL LS EE nustria
{City, town, or caunty) n coaniry)

18. (a) Informant's own signature.
(b) Address

“<ﬂButial

{Barlal, cremation, or remaval)
(¢) Place: burial or ¢remation

P
{8) Dats theract SePt

(Mozb) (Day) (Yeor)
Calvarv Cemeterylf

\ Jn) Accident, suicide, or b

22, I d eath was due to externs! causes, fill in the following:
Icide (specify)

(b) Dato of occurrence,
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Cit 10 {State
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(d) Did injury cceur In or about home, on farm, in (nd

{Licensed Embalmer's Statement on Reverse Side) v hd JJ




STATEMENT BY LICENSED EMBALMER

eaeverse side of this certificate was embalmed by me, or by

Reg'lstered Apprentice No

working under my personal supervision. %/
) . Signed. 7 \%0@ ol ok g

Llcensed Embalmer No.ﬂ 9- /
P. . Addresj/zf'f% ,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
the nbove constitutes grounds for revocation of license.,}

If this body is not embalmed, above space should be left blank.




