THE DIVISION OF HEALTH OF MISSOURI

14158

0. 300
030 FLED MAY 5 1949 STANDARD CERTIFICATE OF DEATB'@D'& State File No.. -
) . ) N
. BIRTH NO. A e A F 2 75 REG. DIST. NO. a&_ PRIMARY REG. DISY. MO.______ " __ Regirirar's No 28’?1
i. PLACE OF DEATH ) 2. USUAL RESIDENCE (Whers dessissd Uved. I fnstitution: residence before
- a. COUNTY a. STATE b. COUNTY siliission).
" MO.. e
/ b, CITY (If outaide corpursie limits, writs RURAL and give c¢. LENGTH OF c. CITY (It outslds corporats limits, write RURAL and cive township) Ve s
3 OR ') townghip)| STAY {in this place) - ._'J
TOWN St, Louls o TOWN  Affton “
? d. FULL NAME OF (I not in boapll ot institution, give street address or losatlon) d. STREET (If raral, sive location) -
HOSPITAL OR ADDRESS
) INSTITUTION S+ John's Hospltal 8941 Valcour Ave, /
S.quEAC'gESOEFD a. (First) : b. (Middle) . c. (Last)" l 4. DATE (Maonth) (Day)} (Year)
fﬁmwﬁhﬂ LeRoy W. Selz Jr, DEATH ~ Mar, 29 15497
6. COLOR OR RACE | 7. MARRIED NEVER MARRIED, | 8. DATE OF BIRTH 9, AGE (Iu years| IF UNDER 1 YEAR | & UWORR w0 nis. ©
() WIDOWED, DIVORCED (Hpacify) last birtbday) Monua-l Davs | Houmm | Mia,’
Ma] e hite Infant Mar,9,1949 0 I
10a. USUAL OCCUPATION (Givekind of work | 10b, KIND OF BUSINESS OR [N- | 11. BIRTHPLACE ‘(Btats or forelgn sountry} 12, CITIZER OF WHAT
done during moet of working life, even if retired) DUSTRY .o COUNTRY?
None St. Louls, Mo.Cy
T3a. FATHER'S NAME 13b. MOTHER'$ MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
LeRoy W, Selz S5r, i{Mary Haueswinkel |
I5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
{Yes. 00, or unknown) | (If yes, xive war or dates of sorvice) NO.
No None L.eRoy W. Selz Sr. 8941 Valcour Ave,

‘I Enter only onseatiss per

18. CAUSE OF DEATH
I. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH* ()

MEDICAL CERTIFICATION

INTERVAL BETWEEN
ONSET AND DEATH

line for (a), (b), and (&)

«Thiz does mot mean | ANTECEDENT CAUSES

)d 'F e“lq ¢ T .

the mode of dying, such
a# heart follure, axthenia,
de. It means the dls-
ease, Infury, or complica-

Morbid comditions, if any, giving DUE TO (B)
rise to the above cause (a) stating .
the underlying cause last.

DUE TO (&)

M._ W

¢ oo

| | &

tion which caured death. | I1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not
related to the disease or condition causing death.

(b’
Ak

19a. DATE OF OPFE)AN. 190. MAJOR FINDINGS OF OPERATION 5 5 - 20. AUTOPSY?
ves B [

Zla. ACCIDENT (Bpecty) 21b, PLACE OF INJURY te.e.. inoraboxt | 2lc. (CITY, TOWN, OR TOWNSHIP) . (COUNTY) (STATE)

SUICIDE - homs, tarm, fastory, sirest, offiss bldg., sta.) .

HOMICIDE
214. TIME (Month) (Day) (Year) (Houn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

WHILEAT NOT WHILE
INJURY WORK AT WORK P

2. I hereby certify At ét Iattended the deceased from g#.zg—__
alive on e , 1912. and thet death occurred at _9__...15_P

19¥% b0 ,19¥ % that T last saw the deceased
m., from the causes and on the date stated aboue

WRITE: PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD

waR 30 g3

REG}R 516, ATURE! : ""-----E i

Zi. SIGNATURE 0 {Degree oz title) | 23b. ADDRESS A l . ?ED
O (o CTE 22760 ) Yﬁfdhw¢ﬁ@MJ 3/59%
%NBFI{ERN; CREMA-{}/24b. DATE 24¢c. I\AME OF CEMETERY OR CREMATORY - | 24d. LOCATION (City, town, or coiinty) - {State}
N (Bpecitr) .
Buri r.31,19491 Resurrection Cem, St, Louls Co, Mo,
DATE REC'D BY LOCAL 25, FUMERAL DIRECTOR™ S §1GNATURE ADDRESS

iegshauser 4228 S,Kingshighway Bl

({icensed Embalmer’s Statement on Reverse Side)

B




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 ...

o ter ettt sher s . , Student Embalmer Mo, ‘

Slgnei_m%

Signed .u.iciciesariesrrsrcanacccrsonnnatnresann- Licensed Embalmer No L/&p oz |

Student Embalmer ]
P. O. Address |
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply v
the above constitutes grounds for revocation of license.) -

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




