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WRITE PLAINLY—USING UNFADING BLACK INKE—MAKE A PERMANENT RECORD

10.48

{

FILED JuL

e

THE DIVIRUOUN UF REALIRA UF MiaAJURNI

1949  STANDARD CERTIFICATE OF DEATH Seate File No.. 22203

J'REG. DIST. NO. _L_L PRIMARY REG.’ m's-r:‘uci.'éL-LLé Registrar's No. ....I 3_..__......

Rl T Beitze

BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoased lived. If institution: residence before
a. COUNTY St . LOUi g C Ounty n. STATE Mi s Soui'i b. COLUNTY ﬂ‘ -dm-iunl
b. %’EY (14 outside corpurats Limits, write RURAL and give &rALYENGTH OF c. CtTY (If outaide sorporate timit, write RURAL and give townahip) /7
2 th
TOWN Rural Q‘:' mesis) (lu thie placed Town St. ﬁO}liS
d. FULL NAME OF (f not in hospital or institution, glve streot . addrom ar locatlon) d. STREET {E rura!, ive location) /
HOSPITAL OR ADDRESS
INSTTUTION  Shamrock Rest Home Al'TO Sacramento. /
3. NAME OF a. (First) b. (Middle) ¢. {Last) I3 DATE (Mouth) (Day)
DECEASED e 7)  (Xear)
tTwpeor Piney ~ MINNIE ~ WOLF ot JUNE 4, 1949
5. SEX 6. COLOR OR RACE | 7. xIARR]EB' g"i‘yERchEHSRRIED. 8. DATE OF BIRTH 9. l.J\.GE (h;:;;n LI: UNDER | YEAR | IF UMDER 4 s,
8 (Bpegily: - * onths| Days | Hours | Bin.
femal white Wadowed 5"”4 b 0et,21,186% 85 yris | |
10a. USUAL OCCUPATION (Cive kind of work 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or forelgn country) 12, CITIZEN OF WHAT
done during most of working Lifs, aven if retired) DUSTRY 0 COUNTRY?
housewife Y — ST. -LOUTS, MISSCOURTY U.S.8.
13b. MOTHER'S MAIDEN NAME " ]14. NAME OF HUSBAND OR WIFE

Kate Horack Julius Wolf-deceased

3

I5. WAS DECEASED EVER
(Y. 00, or unknown)

{1t yea, wivo war or dates of servios)

IN U.S, ARMED FORCES? | 16. SQOCIAL SECURITY | 17. INFORMANT' 'S SIGNATURE OR NAME ADDRESS

none Mrs, Cecelia PfyI-4170 Sacramento

- -

18, CAUSE OF DEATH

. Enter only onecamseper | |-

line for (a), (b), and (¢}

*This doer not mean
the mode of dying, such
as hear! follure, asthenia,
ae. It means the dis-

DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH'(a)

ﬁDICA; CERTIFICATION : ’ INTERVAL BETWEEN
b

Oﬂg ?Dﬂ\m
ANTECEDENT CAUSES Mw e ﬁ )
-
Morbid conditions, if any, giving DUE TO (b} \5 ‘j/W

rise lo the abeve couse (o) slatiag
the underlping couse last.

DUE TO (c)

case, nfury, or 3
tion which catsed dmﬂl |

par

A

&W

1. OTHER SIGNIFICANT CONDITIONS

Cenditions eonfribuling to the death but not
related to the disease or condition cousing death.

_f :a\(l.'

' |2 men,

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE / ) D
fé WA |_'Z_Z..._<( - < _[/f livarr Fun Directors 2849
] 1 el Erfiiges Statersen —

1%a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
TION
_ ves {1 wo [J
21a, ACCIDENT (Bpacify} 21b. PLACE OF INJURY (e.g..fnoraboss | 21c. {CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE . bome, farm, fastory, sireet, office bldg.. eted
HOMICIDE ~ ot
21d. TIME _a (Nusth)  (Dayh. -(Year, (Hosn, -|:218:-INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
o h«"“‘«‘.*d Q‘j ‘"‘*'\"""‘1 “WHILE AT ] NOTWHILE
INJURY S - = | " WoRK AT WORK N
2 hereby dy that I auende the deceased from %&Zﬁ. J'Qﬂ to 'ilmii_t 112 that I last saw the deceased
alive on- "19 " and tha! death occurred at . the causes and on the date slaled above.
‘T SIGHATURE d ot (Degres or title) 3| 23b. ADDRESS /D I /tyswm
%:m;q Mo O 523/ - KA 12)\ 6.4 /%9
zu Bumm. cm—:n.\- 24, DATE | 24¢, NAME OF CEMETERY OR CREMATORY m{ﬂocATtou (City, town, or connty) /  * (State)
II g 5 Q49 - “olyan amet an Louis, M QU
FUNE JCTOR' 8 31 CHATURK ADDRESS
“Pu 3

t en Reverse Side)




DR. LEWIS LITTMAN
8231 Clayton Rd, .

-

PA, 0202

324547 %” e

STATEMENT BY LICENSED EMBALMER

I hereby certiiy that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by oo

gm‘qt Embalme s et e easias

...................................

Student Emba!mer

. e ‘7 -— T ema. m———rrumaaae
Note The above MUST BE SIGNED BY THE LICBNSED EMBALMER in his OWN HANDWRITING (Failure to comply with -
the above constitutes grounds for revocation of license.) .

If this body is not emba]med. fact should be so stated above.




