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

FED QVQURITY AGENCY

AlEFBEE %"‘“’IW‘“

Registration District Noweweeeevea-.n

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District Nol A

38784
0 b - Registrar's No. _LﬁoingﬂLL

1. PLACE OF DEATH;

(z) County
(&) City or town

St.Lonis Missouri,

(1f outsida city or tawn limits; writs “RURAL" and name of township)
{c) Name of hospital or institution:

St.Louis City Hospital-Max C. Starkloff

2. USUAL RESIDENCE OF DECEASED:

(@ State.... Migsouri ) County.
St. miﬂ

(If outside city or towa limits, write “RURAL")

(3} Street No..............._m__ﬂo__sﬁrah St.

{¢) City or town.

7

{Dale reexived localresistear) (Registrar's siggatare)

{[f not in hospita] or institution, writs street nomber oo loention) d h Bmoria {If rural, give location)
{d) Lenpth of stay: In hospital or ifstitution____3__Weekas ¢
(Specily whetber || () Citizen of f country? no {Yes or No)
In this community Lifa
years, months or days) If yes, name country.
MEDICAL CERTIFICATION
3> {e}) PRINT
FuLL NaME_ . William Wemeyer - Nov 20th
- - - 1] 20. DATE OF DEATH: Month hd day.
3. (b) ki veteran, 3. (¢) Social Security No. ~ 19 8 6 10 P
N N year. [!' hout minute. M
name war._._.._. SNORE onea ) 11 / 7 / 49
21, I hereby cettify that I attended the deceased from
0 5. Color or 6. (o) Single, widowed, marrled, - t9.. .t Nov, 20th 10 48
s s Male {7| rce¥hite.l  dvoea Mawy / || ey Nov, 20th . 48
6. (3) Name of husband or wife.....MBIF__ 6. () Age of husband or wife if || 2nd that death occurred on the date and hour stated above. [ Dacation
aliveo o €3 __years || Immediate cause of death 4 . 5
7. Birth date of deceased__._.._..___M?.. _,.___“26,__18'25 T (Lt
(Mont (Day) (Yonr)
8. ACGE: Years Months Days If less than one day Due to.. ;j
hr, min pat
13 5 2h / Due to rd f‘é J]/
5. Dithonee . Sts Louds Missourd 7/ Y A A
{City, town, or county) ~ {Stats or forcign cmmu-;) / ;y
.- Other conditions.
10. Usual mDﬂuoﬂ--——-——-—---—--—-—--—--—--Be—tim (Iscind ¥ within 3 tmonths of death) / &” _
11. Industry or business MajerEndi PHYSICIAN
or findings: R
§ 12. Name John ‘w. Wj.emver .o 1 Fal | Y fnmmnnnq . '.- et o o . odertin
& e
=\ 13 Birthplace Germeny 7 Byt
{City, tows tate or foreign country) _ || | _of put i . SIS hould b
§ { 14 Maiden name AYT¥s - Appletdi e : : .; :u u";
. : i it tistically.
S 15. Birthplace..... ...... H«»wt«!-w-lﬂgiuiﬁw »—-m-—g-om-l——) 22. If death was due to external causes, fill in the following:
= {CiLy, town, or county) (State or foreign country)
6. (@ Toformant________MUSe Mory _ Wiemeyer ... | Accdent. sicde. or homicide (specity)
@ Addresson.. BUT. Ne Sarah . St. () Date of occurrence =
. : ?
1. @ Cremation 1 ) Datethereot11=23=h8 || () Wheredidinjury occur iy iy (Conmin
(Burial, crematicn, ar remaval) (Month) (Day) (Yeas} (&) Did injury oceur in or about home, on farm, in industrial place, in public plaoe?
() Place: burial or.cremation....... yaihalla Crematory A =
18. (o) Sigmature of funeral dxml:torM..a_t'h_'Hemn_&_Eonu“Inc N A giplece -ﬁ}nr':;_.' £ ( 2
TS Gate ot
5. @ A0 &3 Joten. 515 TaTaystEs ™ 11753 g"

(I.wcxued Embaliner’s Statement on Reverse Side)

t




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

Signed._(‘// - ,,.‘-% / Koat........
'fcensed Emba!mer o. _éé N — N A—
P. 0. Addr 2 . L)oo
_ Note: The above MUST BE SIGNED BY THE LICENSEP EMBATLMER in hns OWN HANDWR
the above constitutes grounds for revocation of license.) . X .

working under my personal supervision.

G. (Failure to comply wit

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




