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WRITE PLAINLY—USING UUNFADING BLACK INK—MAKE A PERMANENT RECORD

‘ THE DIVISION OF HEALTHYOF MISSOURI
HLED MAY 23 1948 STANDARD CERTIFICATE OF DEATH Svte Fite Ho... 4RO B.

BIRTH KO. REG. DisT. wo. 317 PRIMARY REG. DIST. WO.___200Q Registrar's No. -—-31:‘7—
1. PLACE OF DEATH i 2, USUAL RESIDENCE (Where d d lived. I lostituts idonce befors
a. COUNTY a. STATE b. COUNTY ndipkuion)s
St _louis Hissowrd St Lowds 7 (-
b. CITY (I oytside corpurats limita, writs RURAL and give c. LENGTH OF C. CiTY (If ouslde sorporate limits, write BURAL and give townahip) ‘
OR towsabip){ STAY (in thie place) OR J
TOWN Univ 4 I / - TOWN University City =
d. FULL, NAME OF (If not in headtal ar lastitution, gha straot address or losstion) d. STREET (It rral, give location) ' 5
HOSPITAL OR ADDRESS d
INSTITUTION 7069 Ancadia_ Avenua : 769 A _epadi
36‘5%%55%% a. (First) b, (Middls) c. (Lust) L 4, DS}_:E {Month) (Day) (Year) -
( Type or Print) Elizabeth Amm Skrehl : DEATH  Jan 20 1949 .
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8, DATE OF BIRTH 9, AGE (In years| ¥ UNCER | YEAR | @ OvoON 1 mes.-
WIDOWED, GIVORCED (Bpacify) last birthdsy} |Monthe| Days | Hours | Mo,
fema.]é white single ¢7 | March 23 1945 , | ™ s
10a. USUAL OCCUPATION {(Glvekind of work | 10b. KKIND OF BUSINESS OR [N- | 11. BIRTHPLACE (Btate ot forelgn aountey) 12__CITIZEN OF WHAT -
doneduring most of working ilfe, sven if retired) DUSTRY U COUNTRY?. A
none - none S5t Louls :
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
George Strehl ] Betty Je None
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
(Yea, no, ot ubknown) | {If yes, give war or datea of servics) NO.

No None None ﬁeg:%e_&t.mm._zaﬁs_ﬂ.pcadiLAmm__
18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

" ONSET AND DEATH
 Enter ofily cnsesuoper | 1. DISEASE OR CONDITION é
Jine for o), (b), aod (9 | DVRECTLY LEADING TO DEATH®(5) IM,J
*This does not megn | ANTECEDENT CAUSES M"’&TJ 7 %fo .
the mode of dying, such Morbid conditions, if any, giring DUE TO (b) - - - - ‘
as heart fatlure, asthenia, ‘TC to the abore Cﬁmf (a) stating ’
de. It means the dip. | the underlying cause last, { O \F‘- :
case, infury, or compli _ DUE 70 (¢) . [
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS s g - . '
i Conditions contributing to the death but (oW L R 6 L
related to the disease or condition causing demth.
19a. DATE OF OPERA- | 190. MAJOR FINDINGS OF OFERATION . 20. AUTOPSY?
o7 1 - 0 w0

August : gy - y v - yes )
21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY (e.g..inorabout | 2fc. (CITY, TOWN, OR TOWNSHIP) {STATE)

SUICIDE boms, tarm, fagtory, street, office bidy., sto} - - .

HOMICIDE
214, TIME (Month) (Day) (Year) {(Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OC

WHILEAT NOTWHILE
INJURY WORK AT WORK

2, I hereby certify thal I atlended the deceased from _J_uly_._ 1948 i _Jan__20__ 15!;9_ that I last saw the deceased
alive g _Jan 3., 19_LQ and that death occurred at 12210  mAmfrom the causes and on the date stated above.

. S : ‘ (Degree or title) | 23b. ADDRESS ) _ 23:. DAJE SIGNED
777-870 . - 6?7?1@&4—1—4—\4 22 30/51?
c 711::. DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Clty, town, or county) - (sm,(
REMOVALM P - ) !
| ___dan 21 L9 i :
BDATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 25 FUMERAL DIRECTOR'S SIGMATURE . ADDRESS
21/if%° | Thurdid V Lininger KD .| Jos F Quinn 1389 Uhion Blvd.

(licensed Embalrfr's Ststement 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 byme,or by

................ . Student Embalaer No.

working under my personal supervision.

Student ...eee... Ceetsiierr e samei.....%_...%m

Student Embalmer

Licensed Embalmer No 5"-? 7"3,.

P. O. Address

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.

.




