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

DEPA%%MZNT OF COMMERCE
BureaU oF THE CENSUS
Epegls

R 27 1944

gj.gmary Registration District No_..........L..u.‘B.Q....

THE STATE BOARD OF HEALTH OF MISSQURI

STANDARD CERTIFICATE OF DEATH

84.34
2640

Stale File No

03

{Date received ‘local registrar) ¥ (Registrar's signatiore)

24 19»114

ration District No... Registrar’s No.......c.......
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED; g
{a) County L. (@) State Missouri (%) County. / ,?
() City or town. St uisa -MO » ~ . . 7
(If cutside city or town limits, ‘write "RURAL” and name of township) () City or toWh........ bt . L ouls Z e
@ Nﬂmes(?é hosgital or lm:g“lﬁ?tn Ho . t 1 J (If ontaide city or town limits, write “RURAL"™)} T
o ~ouig. City Hospita 1007 Allen Ave
(If not in hoapital or institution, Write sireet number or localion) (d) Street No (If rural, give ]oc:tion)
(d) Length of stay: In hospital or institution..... 3 ﬁﬂy no
(Specify whether || (e) Citizen of foreign country? {Ves or No)
In this community.
yeara, months or days) If ves, name country.
MEDICAL CERTIFICATION
3. (a) PRINT . N
:'Ut‘:; EAME'"""“""'Elizabﬁth Folk 3 () Social Seeu] 20. DATE OF DEATH: Month March . day 16th
N veteran, . e cia urity n
€% No.- xx% year._ ... .19]4.zl-....w......hour,,.,M.ﬁ.u.ﬁ5.0........._...n'u'nute_...__..______..E_t.M.
name war. 2
- - 21. I hereby certify that I attended the deceased f romMQ.rCh.lBth ........
Color or 6. (o) Single, widowed, married, wlly o Mareh Y6th . 1o
4, Sex Female /mm Whlte J/dw reed. Wldowed 3 M![b
- Oreed. .o Lo sl that I last saw h___ L Malive on Marﬂhlﬁth., 19...
6. (b) Name of husband or wife. .. ... 6. (€} Age of husband or wife if || 2nd that death occurred on the date and hour stated above. Deration
. Wr Okt
Mertin FPolk alive. 2% vears Immed:ate cause of deathh\r XS IOy a, of ((' IARTE N
7. Birth date of deceased October 19 1865 C- \Wé’ras'rﬂ s"j 7o Ll Lo
(Month) {Day) (Year) i
k) ’ﬂ
8. ACE: Years Months Days If less than one day Due to 4
- 78 | 4 |27 -
‘“ hr. min [ ;
Due to ¥} S
9, Birthplace Hu ngary 6/ H"W
{City, town, or county) (Btate or foreign coontry) / l
. Qther conditions :
10. Usual occupation a t home (Tuclude preguancy within 3 months of death)
11, Industry ar Lusiness NPTy TTE PHYSICIAN
-— 5 + findinga: -
5 Name : . Klerer . Y ' g’f operations..
& Underline
2| 13. Birthplace Hungary ,i— ithe causc to
(City, town, “‘”‘%"ie Hl r S(a ar forsign couatry} Of autopaycﬂ. C eanmn. ‘- 1“ £ 1" fr‘ 51 5' #___.Ishould be
a 14. Maiden name, .L veC cpaggeﬂ sta-
i / 1 ! oo tistically,
S 15. Birthplace Hungal’y 22, If death was due to external causes, fill in the following:
= {CiLy, town, or county) (State or forcign cafunl.ry) ) ' ag:
16, (o) Tnformant. John Kalch. . . s wom 1l te) Acuident, sulclde, or homicide {speclfy) oo .
(&) Address 5111 Col ogne AVG . (b) Date of occurrence
i . BUTL18L s Do therent, 3/20/1944 | @ Where did injury occur? R
(Burial, eremation, or “ml d $.S.Pete %“’“‘h’ (D") (1““) (&) Did injury occur in or about home, on farm, in industrial place, in public place? ; **
() Place: burial or r"rﬂmﬁgm | i
18. {a) Signature of funeral director.’ o ém it wark : ¥4 'i':‘é?ﬁ;’ of iffjuryes, s e
(6} Address... HQET GreVigfs Eve. g . N :
gnatbre "X o LF - el A M ngr thery ...
19,
“ om in Lafaydste te Elm ______________

{Licensed Embalmer’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER : . o
I hereby certify that the body whose name is recorded onlthe reverse side of this certificate was embalmed by me, or by -
, Registered Apprentice No ) - '....,
working under my personal supervision. Lo :
Signed @ p W
. . . L1censed_ Embalmer No. 3 8 7 7 et e
: o . P. O. Address 7‘0_ a 7/%‘/&-/‘-)-5—‘(—‘0
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.) _ - '
If this body is not embaln?ed, fact should be so stated above. ’ : -
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