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STANDARD CERTIFICATE OF DEATH

1003

State Fl‘le‘Na ESj 9
1]

1
Registrar’s No,

D7

1. PLACE OF DEATH:

_ (a) County .
(b) City or town,,

(¢} Name of hospital or institution:

St.

St.. Louis. .
(1f autsida ¢ity or town limits, write “RURAL” and nams of towzship)

Anthony d

(d) Length of stay:

In this community.

{if pot in hospital or instilution, writa strest number or location)

In hospital or institution
{Specily whether

years, months or days)

2. USUAL RESIDENCE OF DECEASE™:

(a}- smm.—.;.;]tiiﬁﬁﬂ.lll’li.—..:;—. (b} - County.

gt/

(¢) City ot town S t ] LO l.lis

{If vutside cily or town limits, wri

(@ Street No 1529 Warren Street

2
ita "RURAL"™) VP 7

{If rural, give location)

o

{¢) Citizen of foreign country?

7

(Y'es or No) 0

If yes, name country....

Full,

PRINT

NAME Katherine Gawedzinski

3. (b If veteran, 3. (¢} Social Security
pame war. " No
. : .
/] 5. Color or 6. (o) Single, widowed, martied,
s sexlomale | me WhiLR | avered.liarried
6. () Name of husband or wire iQWLS 6. (0 Age of husband or wife if
AlVE e rerrsecesene e YEQTS
7. Birth date of deceased. OV EMDE T 23 1889
(Month} (Day) (Year)
8, AGE: Years Months Days If less than one day
57 1 14 VPR ;1 JAURNURT . )+ N
o Blrthphces. - POl and . . - z = il 7
{City, town, or county) {Stats or foreign counuy)

10, Usual occupation Hlangsewifa -+

19. {a)

[ B A

P .

MEDICAL CERTIFICATION

20,

6th

ear. 1947 8.

hour.

minuje._.

21,

2t Llast saw b =%¥" alive on

. .

——
v certify that I attended the deceased frpm...... ¥ g

and that death occurred on t!é'ﬁe and hour stated above.

Immediatp-cause of death

Duration

: 4___3___44'79.

'Othcr conditiona’:.:

(Dne recerved %l renﬂ.nr)

(Iaclud v within 3 menths of death) i
11. Industry or bu.mnﬂ- PHYSIGIAN
y . . Major findings:. , ' . .. . - . T, L —
g 12_ Name KRT(Y‘ V(‘) n nnka Of operatigns, ... "
g J 12 Neme LATOL-LBOHODHA ool 7 ,  Undertine
21 13. Birthplace....22 —Poland 7| - - the cause to
anx. lo-n. of county} (Statas ar foreign munl.f',) Of autopsy W should be
g 14, Maiden mame AT Y KOnopks T " |charged sa-
Itistically.
= .
% 15. Birthptace T — --@%%;L% 22, Tf death was due to external canses, fill in the following:
t6. (o) Taformane LON1S: Gawedzinakil . ... || Acident sucide, or homicide (specity
_ » address > 1029 Warxen. ﬁaﬁtwree t__ . ||® Date of cccurrence
17. (@ _Bupial (5) Date thereof. Jan 9, 1947 | © Wheredidinjury occur? (City or town) {Conxz (Stats)
(Borial, mmunn, or removal) (Mcath) (Day) (Year) (d) Did injury occur in or about home, on farm, in industrial piace. in public place?
(&) Place: burial ormmmmn "Calvary Cemetary : P
Il tal’ ' o : .
i85 Sipmaie of funrt drenocgn tral Und Co. s asidrA ﬂm)of inj ,,.._n_-é/
@) Addms_..lﬁél-. .Casg——av &-- @/—

Tk D, r oth

Date signed
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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.

P. O. Address
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.




