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

ALES MAY 27 1949

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

17663

State File Nownvorisaion
12746 318 1003 4504
' aIRTH NO. REG. DIST. NO. PRIMARY REG. DIST. wO,"_ ™ W W —_— . Registrar's Nn M
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers decoassd lived. If jnastitution: residence before
. . STA - \ dnbwion).
a. COUNTY a. STATE Missouri b. COUNTY [ m‘{}nnl
b. CITY (If oyteide corpurate limits, write RURAL and give c. LENGTH OF ¢. CITY (U outside corporass limits, write RURAL and give townshin)
W St.Louis,Missour{ ™| A tume A4
. TOWN .Louis,Missouri, /i TOWN St. Louis , 7
d. FHO%PFFATLEOORF {1f aot in hospital or | icg, give street address or locatlon) 2 ST, e (I rursl, give location) /
sTirutioN  St.Louis City Hospital #1. = 2845a Chippewa St. 0
3. NAME OF . (First b. (Middle L4 . (Last,
DECEASED o. (First) ( ) o (Last) 4 DATE (Manth)  _(Day) _(Yen:)
Tyrew by JOEN  { JACK)  PEILLIP SALZMANN oo May 20th,1949
5. SEX 6. COLOR OR RACE | 7. #ﬁ)ROR\J'EB EIE“‘{CE’ECBEISRR[;)/ 8. DATE OF BIRTH 9-:‘?5 Ia r-,zro ; T | TEAR | o meR 4 Hes,
N {Bpagify) birthday! on Days | Houm | Min
Mate < | white y S July 19,1889 59 10/ 1 |
10a. USUAL OCCUPATION (Giekiad of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Stete or [oreign oountry} 12, CITIZEN OF WHAT
done during most of working tife, evan if retired) DUSTRY COUNTRY?
| r ISouthern Equip.Co.| St. Louis, Mo, 94 U. S. A,
hma. FATHER'S MAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Phillip Salzmann Alving Klayging Elsie Salgzmann
I5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes, 0o, or ynknown) | (I yes, xive war or dates of servics) NO.
No : : 495-14-5402
18, CAUSE OF DEATH - ) MEDICAL CERTIFICATION INTERVAL BETWEEN
. Enter only onscaumper | !, DISEASE OR CONDITION _ C ‘/ - F‘ . / < ONSET AND DEATH
Jine tor (), (by, and () | CVRECTLY LEADING TO DEATH® () ardif ¢ Gy {tar 1 ¢ 24
*This does not mean ANTECEDENT CAUSES ( f . ! t ¢ ﬁ 0
the mode of dying, such | AMorbid conditions, if any, gmu DUE TO (b} —pQ’—L‘ﬁ—fd’ Lro bl /BTN
ar heart faflure, axthenic, | rise o the above couse (o) dat *
de. It meons the die- the underlying cause last.
eaae, infury, or complica- _DUE T(_) © . ' o
tion whick coused death, | 11. OTHER SIGNIFICANT CONDITIONS N
Conditions contributing to the dtcth but nol
related to the disease or condition causing death.
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION

21b. PLACEOF INJURY (ex.. In or aboct

21c. (CITY, TOWN, OR TOWNSHIP)

Lakewood Park Cemetery

. (Bpecily U Al
Za gﬁ%ﬁ?y ! Bome, farm, faatory, strest. offios bids.. et (CouNTYy ;f«/(fsr TE)
- HOMICIDE
21d, TIME tMoath) (Day} (Yeaar) (Hour) 21e, INJURY OCCURRED | 2if. HOW DID INJURY OCCUR? ¢ .
iRy m | MesT[ ] MOTmNRE | /L/»m
22, [ hereby uﬂyg th I altendcd the deceased from 5/ 16/ 49 , 19 , lo 5/ 20/ 49 19 ,that T last aaw the deceased
alive on , and that death occurred al _4t408m | from the causes and on the dale slated abore.
23a. SIGNATUR {Degres or uue) 23b. ADDRESS ’ | Z3. DATE SIGNED
% 7}{ oo 1515 Lafayette Ave., 5/20/L9
%NBHEN:OA\%P:LCREMA- 24b. DATE 7 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county)® - - (State)
: : St. Louis County, Missourl

E 25. FUNERAL DIRECYOR'S SIGNATURE

ADDRESS

Witt Bros. L. & U. Co0.2929 E._Jefferson

PR L

(licensed Embalioer’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 ... -

8.2 Pk ey N , Student Embalmer No.

Signed /&é/&n/ @%ﬁ .

écenscd Embalmer No. 'z/ ¢ ? :

el

working under my personal supervision,

SEUGENE vuvvencssocotacnanssanassssancas ves
Studcnt Embalmer

P. O. Address

Nou. The zbove MUST BE SIGNED BY THE LICENSED MALMER in his OWN HANDWRITING. (Failm-e to comply wi
the above constitutes grounds for revocation of license.)

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




