THE DIVISION OF HEALTH OF MISSOURI .
s w00 FLED JUN 27 1943 oy NDARD CERTIFICATE OF DEATH 22012

cv. 10.48 State File No... -
- L ! BIRTH NO. REG. DIST. NO., 2 z 2 PRIMARY REG. DIST. lﬂio__ozﬁegiﬂmr'sx’a.lé;:zmgﬁ. .....
. 1. PLACE OF DEATH ; 2. USUAL RESIDENCE (Whers deceased lired.” If lnetitution: residencs before
a. COUNTY . STATE b. COU adiatmion),
é St, Louis i Missouri B, Louis 2
b. C'EY (I ountaide corporste limits, write RURAL and give g:rALYENGTH £F c. Cg’Y (If outaide corpersim Hmita, write RURAL and ;Iv-mﬂlg) ..; y -
. townahip) (in this place) . ?
_;g TOWN University City ‘e= 6 ve ToWN  University City = ' ‘521/
d. FUU.. NAME OF {I &ot in hospltal or inatitution, ive streot sddress s location) d.A%ng (I ran), gve location) Z" 4
St
;S" NsTiToTion Christian 01d Peoples Home 6600 Washington Avenue (/]
3. NAME OF a. (First, b. (Middt Last -
DECEASED (Fimst) (Middle) ¢ (Last) 4 DATE  (Month) " (Day)  (Yew)
( Type ot Print} MARIE IDA POMAREDE DEATH  May 19,1949
5. SEX 6. COLOR OR RACE | 7. #lARRIED_ Eﬁgnclggnmm, 8. DATE OF BIRTH ° 9, AGE Un yeara| i vrmen + nﬁ ¢ WO u k.
s (B ' . 0! Hours | Min
Female /| White RS e =l Nov. 4, 1855 g3 | |
10a, USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or forelan eountry) 12 CITIZEN OF WHAT
dooe during most of working Lifs, sven i retired) DUSTRY ﬁ COUNTRY?
Housewife St. Louis Missouri America
HIS:. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME NAME OF HUSBAND OR WIFE
F. W, Keferstein ] Marie Neihsus ohn P d
I5. WAS DECEASED EVER IN .5, ARMED FORCES? | 16. SOCIAL SECURITY |17 INFORMANT'S S)GNATURE OR NAME ADDRESS
(Yoo . or unknown} | (I.!,T‘ﬂhnrordnt-dmhn) NO. .
o one : None Miss, Mary E, Craig, 6600 Washington Ave

Q
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3
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3

18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
|~.!1 _ Enter only onecauseper | 1. DISEASE OR CONDITION . ONSET AND DEATH
Z [ imefor (e), (b, and {¢) § DVRECTLY LEADING TO DEATH" (5 ; .

P
58 || «7nis 2ocs ot mcan | ANTECEDENT CAUSES / |/
2 the mode of dying, such | Aordid conditions, if any, gising DUE TO (b) L grin A /Z/ _
- s heart fallure, asthenia, | .riec to the above cause (n) slating . , . i . / B i
& | cte. 7t menns the dia- | the underlying cause last. -
o eaae, injury, or complica- . __DUETO (c_) - ) 2 lﬁl 2
4 tion which coused death. | 11, OTHER SIGNIFICANT CONDITIONS A
= Conditions contributing to the death but a0t q 5 o
3 related to the diseare or condition causing death. .
kv |l 4. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION ' i . 20. AUTOPSY?
= TION ) | [}
|| 21 ACCIDENT (Bpecity) 216, PLACE OF INJURY {e.g., Inerabous | 21c. (CITY, TOWN, OR TOWNSHIP) - ©COUNTY) . .. * ~ (STATE)
SUICIDE bhome, farm, fastory, street, offios bldg. 10
] HOMICIDE _ ]
g 21d. TIME (Mooth) (Day) (Ymr) (Houn | 2te. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
OF .. WHILEAT[] NOT WHILE| - : -
J‘ INJURY WORK AT WORK T
P?’ 22 I hereby ceriify that I atterided the deceased from M— IBZ(!O _%AL 19_E FZ, that T last saw the deceased
ﬁ- alive on ,19.¥% , and that death occurred at _5__. ., Jrom thefcauses and on the date stated above. ‘
= | 22a. SIGNATUR (Degroe ar mle) @b DRESS Z3c. DATE SIGNED
[N ) 3.
/{/MWM 9 07 “F. éza—‘—«/ //é-fﬁff_

E musw‘\- -u? 24c. NAME OF CEMEI‘ERY OR CREMATORY | 24d. LOCATION (Oity, town, orcounty) -  ({Stale)
; Buria v 20, 1949 Bellefont.aine -Cemetory - - St, Louis, Missouri

DATE REC'D BY LOCAL WRAR‘S SIGNATURE . 5. FUMERAL DIRECTOR'S S1GNATURE - ADDWESS

5 2o | K o d hepard Funeral Home,1167 Hamilton Ave




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, 0f by

Student Embaimer No.

working under my personal supervision.,

Studunt‘ ........ e Sign M 2?7 W/\

Student Embalmer | N ( \__/L'lceuSCd Embal Ci 77{ 7 / ]
1 : P. 0. Address.. / Zyd—wm M

Note:* . The zbove MUST BE- SIGNED BY THE_ LICBNSED EMBALMER in his OWN HANDW‘RITING (Fa:‘!m to comp.ly with
the. above r.onsututes grounds for revocation of llceﬂ.!&)

If this body is.not embaltied, fact should be so stated above, L - o7




