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

DEPARTMENT OF COMMERCE

Fl Ltﬁmn OF ﬁm C sulgda
Registration District No. 8 1_8

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration Diatrict No1.003.,._

36372

1. PLACE OF DEATH:

(a) County.... - -
%) City or town.__ ke Louis, Miasouri

If outaide ci i hl. tn RURA
sl or institution: 3 ulsjﬁ

BiossEs |

{¢) Name of hospital or institution: 3

_Magt__Q_q__Sjarl;LQiﬂ.Memomal

{1 not {n hospital or institution, write strest number or lm:al.inn)
(d) Length of stay: In hoapital or institution..

(Specily whether

In this community
years, manths or days}

Staiz Fils No.
Registrar's No. 1{}259
2. USUAL RESIDENCE OF DECEASED: W&f
(o State____Missourl oo 7
(¢} City or town St » Toul S, g __3_____
(If ousteide city or town limits, write "RU
(@ Street No 1200 Allen Ave,
{If rural, give location)

{¢) Citizen of foreign country?. No (Yes or No)

d

If yes, name coutttry.

MEDICAL CERTIFICATION

. v

3. () PRINT Frank Anton Rychlink
FULL NAME P 20, DATE OF DEATH: MonthNOVEMDEL _ day 22,
3. (0 i vereran, * :) a-.——‘lti year, 191{'3 hour. 8 H 10 mintte A [ M.
- "
e 21. 1 hereby certify that I attended the deceased from. Q¢ tObeL
SdCo]or or & 6. (a) Single, wdﬁw;dr Faingdd 21, w43, November 22, o _[_4__3
1 sx_Male race * divorced... that T last saw b 1IN alive on Novembher..22., 19.. ! 3
6. (¥ Nameof husband or wife .. ... _ 6. (¢) Age of husband or wife if || and that death oocurred on the date and hour stated above, Durati
Alvina RJChl ink alive ... H ___________ Immgediate cause of death . uration
7. Birth date of d a Ynknown about 1896 W“.W_ ___________
{Month) {Day) {Year)
8. AGE: Years Months Days 1f tess than one day Due to_.w.._.mn_ww......,...,... I
About @ Uninovm - i . - S—
Due mwﬁw_ I
o Birthoace Austrila /5[
{City, town, or county) {Btate or fureizn country) - ,.‘1
Oth: ditions. P x
10. Usual oceupation.... BAKE T, : Chochocs pesstaney VTR wntbe o . ws
11. Industry or busi S £ L.-'”é! : PHYSICIAN
ﬁ 12. Name Unknown agiropner:anr.ii!;l-xs.__..._. .a“,'; f i
£ ? i Undetline
=12 Bhpace __Unknown, X || - the cause to
it .E‘ln. or coonty} (State or forcign cluntry) OF autopsy..... & Al M \ S hotild be
E 14. Malden name IIOWN, - cha{gcﬁ sta-
= tistically.
§ 15. Birthplace (gﬁliiiy(mmmy) - MSMZ wescl | E22 If death was due to external causes, fill {n the following:
16. (@) Informant... A4 Vina Rychlink (@) Accident, gulcide, or homicide (specify) .
(b Address, 1200 Allen Ave, ([ (® Date of cccurrence.
i (o _Burlal ) Date thereat_ 2725/ &8 |[ @ Where tia ojury occur? s i
(Borisl, cremation, or remaval) (Month) (Day) (Yoas) (d) Did injury occur in or about home, on farm, in industrial place, iz public place?
() Place: burial o cremation___ g N W _Plcker
18. (o) Sigmatere of funeral directar. 13 2 & A While 88 RPTKP.comcremene C oans of uu S
) Add.ress___UV._z Sl Sienat ’ @
gnatureld LA X Al NI
19, (a) 3 1&43___, 1515 Lafayette Aven flf 27

{Date received local rexhatrar) {Registrar's eignatnre)

Address

"4

(Licansed Embalmes’s Slnlement on Rﬂuu Side)



——
—— i

STATEMENT BY LICENSED EMBALMER

. - 14 . N
1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by W’

.+ Registered Apprentice No..

working under my personal supervision,

- s B V. Prew
T . ’ _ S L:censed Embaimer Noggg(/ ..............................
. e : ‘ P O. Address. /?.? 6’

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with

the ahove constitutes grounds for revocalion of license.)

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




