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N. B.—-Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should statecn
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CAUSE.OF DEATH in plaln terms, so that it may be properly classified. Exact statement of OCCUPATION is very important
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nB v or mm Oeng %@1 STANDARD CERTIFICATE OF DEATH Stats Fils No
b~ PAX NS
Rexistrﬁ:mn District No. W@@ Primary Registration Distriet No... esasomsisann Regisirar's No.. 9940
1. PLACE OF DEATH: ""’5 T ﬂ 2. USUAL RESIDENCE OF DECEASED: v
{a) County. ves .
@® City or town ST+ LOULS, WB SOUFL (@ State.tilSSOUPL (&) County

(If cutsids city or town limits, write “RURAL’ and name of township)
{¢) Name of hospital or institution:

7

St. Louis

{¢) City or town

Citv Hospital, #1 (If ontaido city or town limlsa, write “RURAL™)  /
(If not in bhospitat or institation, wri fl mee: or location) .
) ava Street N 4622 Korte ve.,
{d) Length of stay: Tn haspital or imuuuoﬁ Vi S (d) Hireet No. s
In this community.
yaars, months or days) {e) If {orelgn born, how longin 7. S. A2, yoars.
s. @pent Adolph Reck 7 MEDICAL CERTIFICATION
FULL NAME - November 19
8. (b)) If veteran, 8. (¢) Social Security 20. DATE OF DEATH: Month day *
) ' ) N....Ju 9..6.9........_1:011: ___& 'J?).Q__m.lnut B A - M.
DAME WATawrenn D D16 No, no o
2 1. I hereby certify that I attended the deceased from_‘Q.t.Qh.ﬁI:.___....
. 5. Coloror 8. (o) Single, widowed, marricd, 30, 1999, 1o D ngmben 19,1939
4 gex_ t:alo ruce_ninite arvorced HRrriod || g e ndM aieo No b 19..39
6. (5) Name of husband or wife__.__.___ 8. (¢} Age of husband or wife if || and that death occurred on the date and hour stated above.
R Duration
Prieda Regk alive..._ 193 gears || Imm cause of death
7. Birth date of d d Dec. 16, =55 (1 £ b / et e ) W MMt Oty
{Moath) (Duy) {Your) N d‘
8. AGE: Yearn Months Days If less than one day Due to
s
7 7 11 3 hr, min /
Stoney Hi 11 P te
9. Birthplaco_. ... £ : — Qo
o {City. town, or county) (Stats or tareign country)
3 . Other conditions.
10. Usual occupatlon Lone. {1ntnds proguancy within 3 mo )i. anzru-)
11. Industry or busines, - e—— @ PHYSICIAN
E 12, Name. Ls op old Reok f__ M.jé;; Egg:g"“" Underline
— - the cause to
2 {18, Birtbptace e . Germany . which daath
City. to tats or foreign country, akou ]
& ¢ 14. Maiden name._. DOZO v bn{(n oy ni é Of sutopsy mm
E{m Birthplace ——— Gernany 22. If d eath was due to external czuses, fill in the following:
2 (City. owns e emmty) te or Forelgn country) . eath was due to extel ) uses, | H
slgna 3 homlcl
16. (a) Informant’s own tar EE: ,u o S E é , {a) Accident, sulcidg or ko o (specily
&) Addrem 4622 Korte aye. @) Date of occurrence.
17. (a} Burial (¥ Date thercoL_M (c) Where did 1 (City or town)
(Burlal, eremation, or remnval) (Month) (Day) (Year} |} (&) Did {njury oceur in or sbout home, on farm, in ind plaee. in pub!!c pfud
(¢) Place: burlal or cremation. 56 s POtOrs Cemotery f
Specity t f place)}
18. {(a) Signature of funersal director. While st work? ¢ { ’"ﬁci’m of infury,
® Adﬁﬁ k] 28, Signatur e (M. D. conbberk ..
19, {a) Ad

(Data recel ved local ruhtru)
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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 embalmed by me, or by

, Registered Apprentice No

working under my personal supervision. M
- ngned ﬂm\_,

Lidensed EmbaImerL 3 8 YO

P. 0. Address

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

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




