FAILER MAY 20 1949  THE DIVISION OF HEALTH OF MISSOURI

I
. Mo, 300
e STANDARD, CERTIFICATE OF DEA‘% serne 17490
. 97280 318 % Q8 " ANSY T
P BIRTH NO. REG. DIST. NO. = Lo PRIMMRY REG. DIST. MO, . . . Repistraras No o o icnivena .
1. PLACE OF DEATH ] 2. USUAL RESIDENCE, (Where deceased lived. 1f institotion: residence befors
a. COUNTY : a. STATE b. COUNTY adinimlon).
Missouri i -
b. %1;! (1! outelde eorpurate limits, write RURAL and give __ §T ALYENGTH OF c. Cg’é( (H outside corporate lmits, write RURAL azd cive township) f)
woahip) | this )!
Town St. Louls, Missouri™™{[>'"" @i (own St. Louis g
d. FULL NAME OF (If ot in hospital or jnstisution, giva streat addross or loestlon) ,[|  d. STREET U rarsl, give location) 7
Wermonion St. Louis City Hospital # 1 | "APDRESS 15995 N, Market:. St W,
3. NAME OF 3. (First) b. (Middle) . ¢ (Last) 2. DATE Mot
DECEASED © Mahnken OF (M;ny) Bth, 1879
( Twpe or Print) Josephinse |~ DEATH ’
5. SEX / 6. COLOR OR RACE | 7. MIARRIED. NlEVEgchRRIED. 8. BATE OF BIRTH 19, AGE (In yesrs) I Uxen | TOR | I otk o ues,
. (Bpeciiy) ) |Months| Dayw A
female’ | white | MEPFFIZL™7 | July 6th, 1878| & || owm|moum | e
10a. USUAL OCCUPATION 2 wor 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE o
Mdndummd-mﬂul}!?::::::::ﬂmdl; - 7 DUSTRY | (Binte :""d'” oountsy) ) 1268:};:11_%{1(?FWHAT :
ife i 8t, Louis Missouri /.
13a. FATHER'S NAME ' + [13by MOTHER' S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
+ « | Mary Amna Lindemann. Herman Mahnken.
:?i DEanEASEP EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURII‘Tg 7. INFORMANT'S SIGNATURE OR NAME ADDRESS
‘sa, Do, or unknowa! ) , kive war or dates of service) . . :
- none 'Herman:Mahnken. 1601a N, 19th, St
18. CAUSE OF DEATH . . MEDICAL RTIFICATION . INTERVAL BETWEEN

| Enter only onecame per | | DISEASE OR CONDITION 7 -
Jine for (8), (b, and (ey | DIRECTLY LEADING TO DEATH® q)

: ' - ONSET AND DEATH
’

*Thir doea not mean ANTECEDENT C'AUSES ‘
the mode of dying, such | Morbid conditions, if any, gising DUE TO (b}

WRITE PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

a# Meart fallure, asthenia, |- Tide to the abone cause (o) sinting - ..
de. e?l I:M:; A ‘e::_ the underlying canae last. e N
eqse, infury, or complica- DUE TO (c)
tion twhich caused death. | 11, OTHER SIGNIFICANT CONDITIONS
. Conditions contributing fo the death but not
related to the discase or condition causing death. .
19a. DATE OF OP'F:g}‘i 19b. MAJOR FINDINGS OF OPERATION ' . 20. AUTOPSY? -
‘ . ) YEs NO
Z1a, ACCIDENT 21b. PLACEOF INJURY (a.g.. loorabout | 21c. (CITY. TOWN, OR TOWNSHI - COLNTY, EIA
2 UICIDE (Bpucilr) Mm.llﬂn.llmw.nmt.::ﬁ‘ub!z::m.; e ¢ PJ ¢ ) 7 IR/
HOMICIDE ' 1y
21d. Téh}ﬂE (Month) (Day) (Year) (Boan) 2le, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? ! .
. WHILEAT [—] NOT WHILE :
INJURY ! m | “work (] 'AT WORK M M
22. I hereby certigy /g7 bauended the deceased from _S.MQ_, 19, __5,[6#9_, 18 that I laaigaw the deceaced
alive on ,q_,,i._, 19, and that death occurred at _4300Pm.. from the causes and on the date stated above.
Zi. SIGNKTU . (Degronr title) | 23b. ADDRESS : 3. DATE SIGNED
« A\ ya St ¢ E 0 1515 Lafayette Ave; 5/6/49
%NBEMLC A- | 24b. DATE 24c..NAME OF CEMETERY OR CREMATORY 244, LOCATION (Oity, town, ot county) (State)
N {l t 2] .
154 a1 May 10-1949 Calvary Cemetery St. Louis Missouri
DATE REC'D BY LOCAL | R RAR'S SIG 25. FUNERAL DIRECTOR'S 51GNATURE  _ ADDRESS
HAY 9 ﬁ‘v gy, leldner U 2223 St, Louils Ave

(Ticensed Lmbaluler's Statement on Reverse 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 oo

e st b ee e e eeamrae eemememeaemestsememesee e aoeetasses bt Soea st es et etee et ees st e eeeen o seameae ememnaabeneean ,  Student Embalmer No.

Signad..... sessasaarinas seesnassasssssremanan . Licensed Embalmer Nn

Student Embalmer e
P. O Address__zézzz\j C

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.




