I X38671

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

DEPARTMENT OF COMMERCE

=ILED AUG %% gﬂ:STANDARD CERTIFICATE OF DEATH S

Registration District No.............. w0 8

THE STATE BOARD OF HEALTH OF MISSOURI 2845()

_ Primary Registration District No.__.._......_.._..;l Q 0 _3 Registrar's No..."...........'ﬁ:f.m...

{a) County.
(& Cityor Lowrl St.Louls
1{ ontside ¢ity or town limita, write “RURAL" ond name of township)
(c) Name of hospxta.l or institntion:

1. PLACE OF DEATH:

2. USUAL RESIDENCE OF DECEASED;
Ma#

(a) State.._.: M .13_591”?_1_ &) County.
() City or town St.Louls Lj/?

(If outside city or town limity, writs “RURAL")

6, (b)

4. Sex.... Mﬁlea

..... Katherine. Blaha
7. Birth datc of dmd?@.bruam

race.. WhL T

Name of husband ot Wife..ocoomoeeee

 8-FF56 /871

6. (a) Single, widowed, married,
averccaMarried 7

6. (c) Age of husband or wife if
alive_.._._ 75_.._.. yeary

{Month) {Day) (Ymr)
8. AGE: Years Months Daya Ii less than one day
7 5 6 '7 hr. quin
9. Birthplace Czechoslovakid

{City, vown, or connty)

10. Usnal occupation Laborer

{State or forcign conntry)

Sk, Anthony Hospitel .0 ool ... 1015 Allon AVORNe . . ... 4
{II not in benpitul or nuur,uhon. wnu #treot nnmbcr or lncutlnn) v . (1T rural, give locotion) d
() Length of stay: In hospital or |nstu.minn - N
{Specify whetber || (¢) Citizen of foreign country? Q (Yes or No}
in this community.
years, months or days) If yes, name country. roees
MEDICAL CERTIFICATION
3. (s} PRINT
futl name_JOSEPH M. BLAHA /
N * - lS?cl 20. DATE OF DEATH: Month August day 15th
. 3. i i
3. (8) M veteran, {c} Social Security vear.. 1946~ L. 6 minute 5P
No
pame war 21, T hereby certify that I attended the deceased from.....ﬂ[(.2,431,.‘.......... -
5. Calor or 19 to VA S 19_:‘_.‘.’6.

that Tlast saw hivws.... alive on ﬁ“’ A 10..%

and that death occurred on the date and@zur stated above.

Duralion

Immediate cause of deuath

Due to..

Due to. ...

Other conditions. i{, ‘L

{Includs pregnancy within 3 months of death)

(ﬂ:mlra.r mtm)

11. Industry or business / A PHYSICIAN
S Bl [ Majout; findings: :( Ny .
E 12. Name....22 fmon. hha_______41 DPemUDﬂS--M\ : -7 i hU“ derline
! t
21 12, Birthplace - Czegg‘?%lgvalf ) q £ w&ccg&l;bd-‘
L 0, or furelgn country Of L0 ,...,_.JuM qhou e
5 14. Maiden name Ui’ﬂ{'ﬁ&%‘?ﬁ) - aucopsy charged sta-
& Un.l 7 : tistically.
& | 15. Birthplace o 22. If death was due to external causcs, fill in the following:
= {CilLy, town, ar county] (3tate or foreign country)
16. ¢a) Informant Mrs Kat herine Blaha (2} Accident, suicide, or homicide (specify) 220
@ Address_ 913 Allen Avenue (0} Date of cccurrence
e 0 o BUPLEL . Do et Bl 0=1046 |0 Voo i sy iy
(Borial, cremation, ef removal) (Month) (Day)_(Year) (d) Did injury occtr in or about home, on farm, in industrial ptace, in puhhc place?
(¢) Place: burial or cremation.olé- SS Peter &' Paul
N L. I place} - -
18. {a) Signature of funeral director. While at wnrk?..........,..L.‘_..:..._f.p_.:.c:l" ‘(:';e iiggg of injury... :
® Add.rem ....... l 9 26 Allen
19. (@ 946 23. sznature
. (e z...;
(Dlm tuxrrvad

(Licensod Embalmer’s Statement on Reverne Side)




STATEMENT BY LICENSED EMBALMER

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

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

working under my personal supervision.

é Note: The nbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN IIANDWRITING. (Failure to comply with

the above constitutes grounds for revocation of license.)

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




