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WRITE PLAINLY—USING UNFADING BLACK INKE~—MAKE A PERMANENT RECORD \\ 3

FILED MAY 5

’BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI
1949 STANDARD CERTIFICATE OF DEATH

318 PRIMARY REG. DIST. m.m RegurmnNo 3619_....._.

13095

' s:m File No.

REG. DIST. NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare decessed lived. I iostitation: residence befors
+ a. COUNTY a. STATE & COUNTY admimbont.”
Misgouri L) id
b. CITY (If outslda corpurate Uiits, write RURAL and give ¢. LENGTH OF ¢. CITY (If sumids oorporats Lmits, writs RURAL and give township) v '7
townbahip) | STAY (in this place) A /
TOMN St. Louis Z 35 yoargl TOWR St. Louis of
d. FULL NAME OF {If nos in hospital orinﬂ.lmﬁon give streot address or location) d. STREET (i rural, give location)
HOSPITAL OR ADDRESS
INSTITUTION. Lutheran Altenheim 8721 Halls Ferry Road
3. NAME OF . {First b. (Middl c. (Last)
DD a. {First) ( ) 4. DATE (Month) (Day) (Year)
{ Twpe or Print) Mary ? M=yer ™ April 22, 1949
5. SEX ’ 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE CF BIRTH 19, AGE (In years| If UNDER | TEAR | IF UNDER 4 w3,
WIDOWED, DI\I‘ORCED’(SD-MII Iast birthaday) Moath-l Days | Howrs | Min,
Female White 7id oned QOctober 1, 1865 83 I
i0a. USUAL OCCUPATION (Cive kind of work 10b. KIND OF BUSINESS OR [N- | 11. BIRTHPLACE (Btate or forslga sovntry) 12, CITIZEN OF WHAT
dooa during moat of working llfe, even if retired) . DUSTRY o~ COUNTRY?
At Home —_— Kuperna, Ruassia -~ V.5.4,
130, FATHER'S NAME 13b. MOTHER'S MAIDEN NAM 14. NAME OF HUSBAND OR WIFE

Heinrich Michleas

I5. WAS DECEASED EVER IN U.5. ARMED FORCES?
(Yue, b0, or unknown) | {If yes. wive war or dates of service)

No ——sa

16. SOCIAL SECURITY
NO.

None

Katrina M‘lchlee.s ! K )

Joseph Meyer
17 INFORMANT'S SIGNATURE OR NAME ADDRESS

Rev. W, A Meyer, 8721 Halls Ferry Rd,

18. CAUSE OF DEATH DICAL CERTIFICATION , . lﬁgﬁm
 Enter only onecauseper | |- DISEASE OR CONDITION x/; m{—.ﬂ .
line for (a3, (b, nd (o | D'RECTLY LEADING TO DEATH®(q) LA prs / 2 Aondrosi 4 /} arrtec [/j;_,M -
T st e | ANTECEOENT s s o L
the wmode of dying, such | Morbid conditionas, if any, giring PUE TO (b) - £ AT
as heart falture, asthenda, | rise to the above canse (a) stating / . -
ete. It meons the dis- the underlying cause lasi. / /’
. DUE TO (¢} - s B ﬁ Vs
eate, Infury, or complico. = -
tien which coused death. | 11. OTHER SIGNIFICANT CONDITIONS ) VT
Conditions contributing to the death but not f-\
related o the diseane or condition causing death. y - . a  FF ’
19a. DATE OF OPERA. | 195, MAIOR FINDINGS OF OPERATION #Mf 7 /A\ AUTOPSY?
f - . YES D NO D
21a, ACCIDENT (Bpesily) 21b. PLACEOF INJURY (ex..inorabost | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) - (STATE)
SUICIDE bome, (arm. fagtory, street, office bldg., #10.) -
HOMICIDE -
21d. TIME tMonth) (Day} (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
OF WHILEAT[] NOTWHILE
INJURY = | WoRK AT WORK -

22. I hereby certify that I altended the deceased from

:j‘ﬁ‘_u‘v_ 104422 to _%/_'/-L. 4eZ, that T lost 56 the deceased
alive on M 194/ and that death*cfcurred at 1:30 B'm., from the causes and on thc date stated above.

2, SIGN'ATU A /}{/ ﬁ%w '/Vi)

tl:g;r;eorﬁe\) '

23:. DATE SIGNED
4/22/49

Z3b, ADDRESS
8209a No. Broadway

IDNBgERM' SL REMA; 24b. DATE l 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Olty, town, or county) (Btate)
Buri4) 4/25/49 S.S. Peter &-Paul Cem,- St, Tonis _____ Mo.
DATE REC'D BY LOCAL | R N3 NATURE 25. FURERAL DI RECTOR" S SIGHNATURE ADORESS
REG.
AR 22 1q49 BEIDERGIEDEN F.H,,INC.,1936 St. Louis Ave,

nt on Reverse Side)




Dr, John R, Morris
8209a No. Broadway
10:00 - 12 Noon

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

- , Studen slidnr Wo.

SLUGENT vevunanrearonnanansns ennnae Signed. £. V() W

Student Enbalnr ;
' Licensed Embalmm;’; C'L/ { %/ :

P. O. ;\ddrm/ écﬁl cL‘:—ééZd*{

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN: HANDWRI'I'ING (Failure to comply with
the above constitutes grounds for revocation of license.)

R chubodyunotemba!med:faashouldba,wmdabwe.

working under my personal supervision.




