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1. PLACE OF DEATI{:
(a) County.
5t, Loui

(b) City or town
(If putaide chyw l.own limfts, write “RUBAL" and name of township)

() Name of hmvﬁﬂi‘.’é'“’“ ospital #1

(T pot in hospital or inatitution, write atrest number or location)
(d) Length of stay: In hospital or [nnﬂtut{on_._...z... 2. ............._.Z...
D y %;ecify whalber

In this community.

2. USUAL nEsmENCE OF DECEASED:
(@ sate. Higsouri

St.

{8) County.

Louis 2) 1L

(It outside city or town limits, write "RURAL”)

3102 a Taxas Ava.

{1f rural, give location)

(¢} Cityortown

@ Street No

years, months or daya) () If foreign born, how long In U, 5. A2, ..yearna.
- MEDICAL CERTIFICATION
3 (o PRI e RUDOLPH.__GOTTSCHALN . o oaTE oF DEATEL MmO . 30
- 5 ¢+ Men h.__.m___t.;___ Y. .
3. (@) 1f veteran, Y OSEUSHET 1100 2240 hour minute.. 00 Aoy

WRITE PLAINLY—USE I.fNFADING BLACK INK—MAKE A PERMANENT RECORD

name war.
5. Color or 6. {a) Single, widowed, married,
4. Sex., Mg‘..l..@ ] FRCE JITSLEMAT dwnrn-d arried
6. (b) Name of husband or wife. . 6. {¢) Age of husband or w!.fe i
Catherine ears
7. Birth date of d d June 9 18 8
{Mouth) {Day} (Yoar}
8. AGE: Years Moenths Days If lesa than one day
5‘? 5 2 1 hr. min
o Binpace__Sha LOUi®  _Missouril
{City, town, or county} {State or forelgn wm%
Shoe Worker

10. Usuat pccupation

11, Industry or business {_-'.

{12. vame Albert Gottschalk_
13. Birthplace.

Z
é{ 14, Malden pame A%‘&‘"’-Kiﬁ\ﬂ.per
5
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15, Birthplace. Ga i
{Clty, town, or oo (3tata or forelgn countr!

i)
16. (» Iformane_CBEHOTIiNG “Gott sohalk ¢
® Address...... 21028 _Temas Ave.,

17. (@) Rifrinl

" {DBurisl, eremation, er remaval)

*3

5 D £ 1940
(b) Date thereo! .-Dhﬁish-’_—n——-(m,) F

18. (&) Signatore of foneral dire

N 2630 G
o o DEC 27

o H”Mﬂgbﬂzﬂm
Germany [ % )
(Stats or foreign cohin D¢ %

21. I hereby certify that 1 attended the decensed from MO vembher
Z27s 1910, 0. NMovember 20,...19, 14“,0

that I last gaw h_ 100, alive ofwcreenre oo B30 sber- S0y — 1900

and that death occurred on the date and hour stated above.

Duration

Other

/(hﬁ‘

PHYSICIAN

Underiine
the cause to
[which death
should be

Of autopey Ay ol

(Date received local rexistrar)

22, If death waas due to external causes, fill In the following:
(o) Acddent, suidde, or bomicide (specily)

(®) Date of occurrence
{¢) Where did Injury occur?

{City or town) {County) (State)
(d) Did injury occur in or about home, on lann. in industrial place. in puhhc place?

(Specify type of place)
{e) Means g




STATEMENT BY LICENSED EMBALMER

s

. ' ; : - .
I hereby certify that the body whose name is recorded on the revé:gééi)éle-of{hia certificate was embalmed by me, or by ..o

T Registered Apprentice No.

working under my personal supervision.

. U Licensed-Embalmer N b4
O 264
“P.O. Addresa ....... S.t......Loul.ﬂ .M.Q,o .................

i Note: The above MUST BE SIGNED BY THE LICEN SED EMBALBIER in his OWN HANDWRITING (Failure to comply w
_ the above constitutes grounds for revacation of license.)} :

I this body is not embalmed, fact should be so stated above.



