N. B.—Every item of Information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state DN
CAUSE OF DEATH In plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important. o
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MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

3904, 7

. Bigle Fils No.

Ragisirar's No

Rc:l.ltntion District No__z_g_'.{___ Primary Registration District NOEJ-&—

1, PLACE OP DEATH:

(a} County. WJ"'
Rural St, Pepdirnghd ¥ 47T

(b} Clity or town
(If outside city or townlimits, write “RURAL" and name of township)

{¢) Name of hospital or institution:
Haﬁs Ferry Rd. & llehl Ave, 2

(II pot in hoapital or institution, write street number or locaticn)
(d) Length of stay: In hospital or Institution

St. Louis

{Specily whether
Inthis community
yours, months or days)

8. {a} PRINT
FULL NAME

Ahna Schladerbach IJ- 5(&

/4{?

2 USUAL RESIDENCE OF DECEASED.

13 souri St, Lonis

F () Stata

Q City or town Rur' 81

(If ootalde clty or towa limits, writs “RURAL"™)

Falls Ferrv Rd, & Meh]l Ave,

(3 rursl, give locaticn)

{3 County.

(d) Streat No

(&} If foreign born, howlong in U, 8. A1
MEDICAL’ CERTIFICATION

20. DATE OF DEATH: Mont| day.
3. (&) H vateran, 8. (¢) Social Security
Yyear.. A.Mmqmnmom D9 ming M.
name War. No.
21. I hereby 'y that I attended the deceased from
6. Color or 6. (6) Single, widowed, married, w 18 52 to / 19 &9.
- ﬁ " ’ ’ g J - *
4 Sex Female race te dIvorced_..jLi_.d_-p_E_ that ] last saw hzte _ allveon 148
8._'(5) Name of husband or wie....—o... 6. (¢} Ago of husband or wife if || and that death oceurred on the date and hot gtated abuve- Duration
Georre Schladerbach alive. yoars || Immediate cause of déath F /]
7. Birth date of d d I.lal"ch 30 a 18?5 1 Lﬂ%
(Manth) [15) (Yoar) y el WNARD -
B. AGE: Years - Months Days If lexs than one day bug to,
6 4 9 2 0 hr. min,
Due to
9. Blrthp! Black Jaclk . Migsouri
{City, town, or county) {Stats or foredgn country) ﬁ
ot Oth ditions i
10. Tsual pation At home (5? (l:!::unmm withio 3 months of desth) ﬁ [ 5 ————
11. Jodustry or business rA y ‘r/ PHYSICIAN
M findingw: —_—
g . Name___- Harman Klostermann (|| Meisy findings d Cedon
Vs : the catst b
& L 18. Birthptace {Cliy, to ty) (guu rmunv m’ '!?j ‘:hl‘i 3‘ I:h
“. o wun or £oun aho
E { 14. Maiden name M zahorh Haiater Ot autopay. Iehar:adn:»
ARLE Birthplace S S 3 (::‘2:? Ql:: :’:untry) 22. If death was due to external cavses, ﬂll‘ln the following:
16. @) Informant's own sigmatus ,?,,.‘. &’é e Za £ || @ Acctdent, sutetde, or bomicide (specity
() Address L Cne ., Pito (8) Date of occurrence
17. (a) Burial ( {5 Date &emw (e Where did injury 4 Coenty) Suate)
(Buria), crematica, or removal) (Month) (Day) (Yeur) , in publie place?

(b) Addre:

{Clty or unn? {
| () Did injury oceur in or ahout home, on farm, in industrial p
e
18. (a) Signature of funeral dire {7 While at work? (Sp-dh(:‘gv- ferms ot Injury. £
M1 S4B A T O H e / ,

19. (a),
(

loca} )




STATEMENT BY LICENSED EMBALMER

I hereby certifv that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or DY e eenenaiee

, Registered Apprentice No

working under my persopal supervision, \%
' Signed

Licensed Embalmer No 6/ 7 CS

P, 0. Address %%

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

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




