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Registration District No...... ﬂ_

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE W&TH

Primary Registration District No.

State File No ‘ 14813
0@5‘ Registrar's No LLOQS

CORD

2. USUAL RESIDENCE OF DECEASED:

1. PLACE OF DEATH; e o
(a) Cotnty (a) State Missouri (4} Count. i
Y.
(%) City or town n’llssourl \\'\’ V QAM X / / ?
({f outside cit¥ or town limits, write "AURAL" and name of township) (¢) City or town St. Louis
(¢) Name of hospital ot institution: 0 (If outside city or town limits, write “RURAL"}
Lutheran Hospital @ Street Mo 3804 Federer Pl. g
(If not izt hospital or institution, write street pumber or location) (1 rarel, give location) d
(d) Length of stay: In hospital or institution.. ....._.....A. Da.ys eemem e e nmnn . N
(Specify whether |f (e) Citizen of foreign cottntry?. o (Yes or No)
in this community Tl Yrs. R
yours, taontha or days) . If yes, name country.
- ] . MEDICAL, CERTIFICATION
Yotd By Dr. William D. Aufderheide ‘ . 16th
3 ) Sociel Secnt 20. DATE OF DEATH: Month APril u., .
3, (¥ I vet , ) al urity R
&) yeteran year. 19[:? hour. 8 minnte. . 50 PM
name war. ¥, DI‘ld War. -_I. e Nowwnm
21. I hereby certify that I attended the deceased from
\ 5. Color ot . 6. (2) Single, wido_wed. married.‘ A’Iﬂl\d— : f - 59‘/7 to... ,,___.(__é_____________ 19_¢_z-_
. sex Male ol | rece White divorced_WidoWed titht 1 last saw b Ldam. alive on LG ‘ 19.7.{.2..:
6. {b) Name of husband or wife.... 6. (&) Age of husband or wife if || 2nd that death oceurred on the date and hour stated above. Duration

JAgnes Anna Pa.velec alive .. .............years || Immediate cause of death 77 p
7. Dieth date of deceased.. JULY._ 30 1375 4 va-
(Manth) / {Day) {Year)
8. AGE: Years Montha %k Ii less than one day
71 8 ﬂ hr. min

b
,
LN

* WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RE

v
¥

et MW U
‘18, (a) Slg'nature of funeml director.

Missouri. @

{3tate or foreign country)

‘9. -Blrthplace =< St. Loui Sy o
(City, town, or county)

Other contditions.. %. =t

10. Usual occupation Physician RN (Includs pregnancy withis 8 months of death) U o
11. Industry or business... Mi€dical f _______ PHYSICIAN
Major findings:
é 12] Namel El‘edﬂril'-Ck ‘w Au-f-‘derheide g f f operations . U_d .
T nderline
=
# | 13, Bintbplace......... Germany J— . 6/'\ the cause to
o cu.,. town, or county (S1a1e of forcign cotintry) Of avitopsy. i should be
14. Maiden name . m im J’I.eitm.n._m ............ N - T W . . & vy |chargedsta-
E tistically.
g { 15. Birthplace ; _Q_Qm___ i any = 22, 1f death was due to external causes, fill in the following:
- {City, town, cr coanty) (S1ats or forcign e?nn_l.{y)
16. ‘(o) Informant-Mrs. Hurold E. Jamisson . ... K (@ Accident, sulcide, or homicide {specify)
o address_ Hestfield, New Jersey (5) Date of oocurrence
17. (@) _ Bur’ial """" () Date thereot 4/ 2L/ LT () Where did injury occur? T e i
cremation, or remaval) (Mantk) (Day) (Year) (d) Did injury occur in or about home, on farm, in industrial place, in public place?
(5 Piace: barial or cremation -Sunset Burial Park -

Beiderwieden F. H. Inec.
JAvenue

Loul

®) Addrnﬁpﬁ?

&mtm_____ﬁ;;é:‘za‘a

19, (a)
(Data received local registrar)

(Specify type of place) o

While at wy, - (&) Means of Enjury._..

(M. D. or ather). J

Date mgned_fj;-

Address_242.3. A o

“/

b,
(Li d Embalmer’s St

t on Reverao 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.

P.0. Address. /. Z. 3.6 /

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 abave.




