N. B,—Every item of information should 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.

DEPARTMENT OF COMMERCE

MISSOURI] STATE BOARD OF HEALTH

BUREAU oF THE GERSUS STANDARD CERTIFICATE OF DEATH

AT
JAN L2090 T
Registration BtricENBY._ .. Primary Registration Distriet Now oo

perermege

Stlats File No.

41729

Registrar's Na.___iﬁa_&g

1. PLACE OF DEATH: .Ls\/\.f\-‘) JAN 12 194

(a) County.

)
(&) City or town St.. Louls l?""

{1f outside city or town limits, writs “RURAL" ond name of towaship)
{¢) Name of hospital or institution:

2135848 Grevois

(If not in hospital or institution, writs street number or location)
(d) Length of stay: In hoapital or institution. )

i {Specify whether
In this community. Lif e
years, mnathe or days}

2. USUAL RESIDENCE OF DECEASED:

(@ st Migssouri (%) County.
() City or town...‘Skta.....Lﬁlli.S

/

23

{If outside city or town limita, write “RURAL")

(@ Street No..2l0D8 _Gravols

(¢} If loreign born, how long in U. 5. A7,

{If raral, give location} ¢

years.

8. (o) PRINT

FuLL NaMmE.... Bertha Wolgast . .

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month JJE€Cs

..day

8, () If veteran, 5
@® year. 195 9 hour.__.. ...........ll S m!nl.ltz.._.. ﬁ .
nome war. e ) ——
21. I hereby certify that I attended the d d from
6. Color or 6. (a) Single, widowed, married, 19 to. 19........3
4 sex.Pemale | reeWhikte divorced.Sinng,... that I lest eaw h alive on - 193
6. (b) Name of husband or Wife.....o...owmeree . 6. (¢} Age of husband or wife if || 2nd that death occurred on te and Jpur stated above. wration
: [ alwa_....:..‘ = = __years|| Immediate cause of gt 7 - o~
7. Birth date of deceased_. ... 1892 . S W Faad
(Mont ) (DI!{“ {Year) y jJ f‘? P
-l 7 oyt
8. AGE: Years Months Daya If less than one day Due to ”,f—' . } ‘1/ - Ar
47 4 |1 | 5 ,
hr. min

9. Birthplace St Louis )

%;:rgmunly)
10, Usual cccupation

11 Industry or business

{12 Name.. Lomsm.o.lgast S .
18. Birthplace Gﬁmw,ﬁﬁ..._
gn couttiry,

ﬁlhy BM'BO' iun ty) (3tate or

E
g - Mazaiden name.
=3 { 16. Blrthplaca St Lo.uis.....)....m......_.. ..MiS.S.D.'llr.l.—_ -

{City, town, or
16, {(a) Inforn:mnt s own sig
(0} Addrem.,......._EB_. e T el

17, (a) {b) Date thereof
{Buria}, cremation, or remnval), {Month} (Daﬂ (Year)

(¢} Place: burial or cremation b2 %% :%j_-., .
18. (s} Signature of {uneral director.
() Address. 2051 3, Brog N

19, B) e
1

PHYSICIAN

Major ﬂndings:
Ot operations

"

0 Underline
the cause to

Of autopay.

o which death
. should be

charged sta-
tistieally,

¢ 2

-lr

(a) Accident, suicide, or b
¥

22 If death was due to external causes, fill in the

{b) Date cf cccurren
(e} Where did injury occur

cide (sped!y

'“ﬁwl ~

(d) Did injury oecur in or nbo

(City or town)
me, on farm, in

rix.l State}
indust place, fn public place?

other)




STATEMENT BY LICENSED EMBALMER

I hereby certify'thaF the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by ...... I

, Registered Appren!;ice No

working under my personal supervision,

.2_/3/

. _ 7 ’ Licensed Emb%
oo P. O. Address
Note: The above MUST BE SIGNED BY THE LICENSED EMBAIJHER in his OWN HANDWRITING. (Failure to comply

the above constitutes grounds for revocation of license.)
If this body is not embalmed, above space should be left blank.

§oo0 40



