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

DEPARTMENT OF COMMERCE -
BUREAU OF THE CENSUS

A1 A= JELLENE

THE STATE BOARD OF HEALTH OF MISSOURI

945' STANDARD CERTIFICATE

. Primary Registration Distriet No..___

OF DEATH State Fite No... 18 48 -

10075

Registrar's No.......... .4.".?.5‘2

1. PLACE OF DEATH:

{a} County

2. USUAL RESIDENCE OF DECEASED: i

6, (b)) Name of husband or wife....oo ...
LLsura Tritschler. .

name war. brdterbodbelset No. e
5. Color or 6. (a} Single, widowed, married.’
4, SexMa.la_é race..White.. divorced.....Widoweds

6. {c) Age of husband or wife if

alive....=mmem years

Immgediate cause of death
YA M : .
st W

T F (@) Stae. Missouri () County.
{4) City or town St. Louls . 3s 5
{If outside city o town limits, write "RUAAL'" and name of township) (¢) City or town S 't . Lou]_ S & //
() Name of hospital ot institution: (If outside city or town limiw, write “RURAL") ‘
2018 Sidney Street i (@ Street No......2018 Sidney Street
(If not in hospital of institution, write street number or locotion} {I{ rural, give location)
(d) Length of stay: In hospital or institution -
(Specily whelher {¢)} Citizen of forelgn country? No {(Yesor No)d
In this community. 63 years
years, months or da ye) If ye8, MAMIE COUNEIY . ot eaereormeeneeneoses
MEDICAL CERTIFICATION
Uy Y John Buscher
TR - ST 20. DATE OF DEATH: Month.......8Y .. . day.. 29,
X teran, . e a uri!
If veteran y vear. 1946 hout 1: minute... 40 Poar

21, I hereby certify that Zttcnded the deceased from.

z ; wwo

/ ey
~that I last saw h.hnr.\[alivc on.
and that death occurred on the date and h

“Austria

15. Birthplace.

I

MOTHER

{

(City, town, or coanty)

Informant.._ M8Ehilde Buscher .

(Sut.e or foreign oounuy)

Signature of funeral director..BeAderwieden F. |

18. (a)
® Address......... 133.‘6 St. Loyl .!_\X.e we
19. (a) MAY
(Data reccived local rl:lhlm) (Hegul.rnr . umtm)

H.,Inc.

7. Birth date of deceased.......... J.une - ) .18 5%"“—-'
{Moath} (Day) (Year) 1
/8' AGE: Yeats Months Days If less than one day
81 ! ll | 3 hr.
°. nmmaoem.........._.ELLMA‘L)___ S — : ~
{City, town, or counly tate or [oreign country’
10. Usual occupation..._.‘...aﬂ-xpent:ﬁl euamasr s ses s e pnns e et iR e %}Bﬁﬁgﬁm;” i 3 months deatl) k/ é &
11. Industry ot business.. Terminal Rajlway ff PHYSICIAN
Major findings: i hd
g Name_. Karl. Buscher . o Of operations........ B : fi{_ j .Underline
[ . . ]
21 13. Bisthplace Lithuania J i [the cause to
,(Gity, town, or coant (State or foreign conatry) Of aut ———— should b
14. Maiden name.__.. Bm:hara._geidenbarg S autopay Y L charged ta.
: tistically.

22, If death was due to external causes. fill in the following:

{a) Accident, suicide, or homicide (apecify}

16. (a) SR
(5} Address. 2018 Sldney Stireet {#) Date of occurrence —_—
N ‘ - -
17, (@) . __B_urlal_.. . {b) Date thercof.. e 1&6 (c) Where did injury occur? (Cite ot towey Fro PEYPOR)
{Burial, cremation, or remaval) . (Month) (Day} (Year) (&) Did Injury occur in or about home, on farm, in industrial place, in public place?
) Place: burial or eremadion. St Trini by_«wmexgn_c;amm tery —

. (Spedh' type of place)
Whilc at worl:? " W ]

23. Signalure

Mz%:;rv ..... a._..-.._.._.._...
DA

Date signed_

[T Address

{Licensed Embalmer’s Stutenient on Reverso Sldc)
'




.

Dr. J. P. Keim
2730 MeNair
10:00 - 2:00

o Py ety

A STATEMENT BY LICENSED EMBALMER

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

................. , Registered Apprentice No ,

working under my personal supervision.

P. 0. Address_..x. ‘

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 embalmed, fact'should be so stated above. L



