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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMM
Burzav or TEE CENSUS

Registration District No._._...........,._._....._..

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE Oig&gH

mary Reglstration District No.

Staie File No......}i_(_lﬁ_'y_“%__
Regisirar's No.,.__%s_

1. PLACE OF DEATH:

- 7
(a) County. %
St.. Louls

(b) City or town
(l!‘ouuidn city or town limjts, writa “RURAL' and name of townskip)
{z) Name of hosmta] or instudon:

............... lara Ave,.

(If nut in bonph.nlur institution, write -ueel. numbu or Ioeation) -
(d) Length of atay: In hospital or institution

g

(3pecity whether

In thia community.
years, months or days)

2. USUAL RESIDENCE OF DECEASED:
o,

(¢} City or town 9t. Louis
(If outside city or town limits, writs “RURAL")

(s) State () County. rd

(=

(d) Street No_..._.._...]agn4 c
{If rural, give location)

{e) If foreign born, how longin 7. 5. A.?

3. {8) PRINT
S N Anna Franke
3. (b) If veteran, 3. (¢} Soclal Security
name war. No
5. Color or 6. (o) Single, widowed, married,

divor _idQ.H.e_d.__

6. {¢) Age of husband or wife if

. sfemale te
6, (¥ Name of husband or wife...cvcmvscarenencs

Ferdinand Frenke

alive.. yeira
7. Birth date of d 1 ADT. 12 1864
{Month) (Day) (Year)
8. AGE: Years Months Days If less than one day
76 5 11 hr, min
5. Birth! Mo, O
{Clty, town, o¢ county) - (State o ﬁ:dcnennnl.r? "
Housgewife e

k4

T

MEDICAL CERTIFICATION

70. DATE OF DEATH: Month.____s.gp_t_n__day
1940

year.
21, I hereby certify that I attended the d

¥
that 1last uwhEM alive o

hour..__

MOTHER FATHER

{Stats or fareign ecuntry)

11, Industry or business.
_vermgny
Malden name FEPEPITE Unknovn -~ i == -
16. (&) Informant____suC11le
(Brial, cromation, o removaD {Meath) (Day) (Year)
(%) Address I

10. Usual ococupation.
Birthpl Germ
14.
(o
{City, town, o coun F‘
ranke
17. {@) ... DY (5) Date thereof___ 3=
18. (a) Signature of funeral __ﬁﬁ
190 nion Blvd.
(Data received local registrer)

and that death occurred on the date
Duration
Immediate causs of death
Vsl
. A
[} * ]
e (v Yo tand Lo 18 (7
i
Other conditlona. o Vi
(Inchude p withio 3 months of death) ; ﬂ\ /\-’
e P FHYSICAN
ajor Endinga: -
Major Ending: AL
; ! [ ’ Underline
the cause to
¥} el lwhich death
Of antopsy. : should be
charged sta.
- A tistically.
22, If death was due to external causes, fill in t§e following:
(a) Accldent, suicide, or homicide (specify)
(3} Date of occurrence.
{¢) Where did injury occur?.
(City or town) (Connry) (State)

(&) Did Injury occur in or about home, on farm, in [ndustrial place, in publlc ph.ce?

g\

(M. D.ororteed ...
.. Date sign = e

(Specify lymr phu)f
@

Soaras (I

While 2

23. Slgnatyre

Addrm___&_ ‘1 .ﬂ._..

{ 1. vame_CaBDEY Steltemeler.
1.
mmm___ﬂnknom
) Address._ 1424 C lora Ave,
() Place: burial or cremation. 0 &LVATY Cem,
1. <aSLEP_2L 130

{Licensod Embalmer’s Statemnn‘!..on .BGVI!IIG Side)

Yo




[ . : . . -

STATEMENT BY LICENSED EMBALMEIi

I hereby certify that the body whose name is recorded on the reverse side of this cértiﬁwté was embalmed by me,or by..ooeee

, Registered Apprentice No

working under my personal supervision.

! Slgned ; / ___ e~

. - L:censed Embalmet No 3\5 j Q

. P. 0. Address
Note: The above MUST BE SIGNED BY THE LICENSED EhlBALMER his OWN HANDWRIT[NG- (Failure to comply w
the above constitutes grounds for revocation of license.) . - -

et c-

.; If thia body is not em.balmed, fact should be so stated above.




