THE DIVISSON OF HEALTH OF MISSOURI

S. No.30 :

s we.30 FILED AUG 2 1349 STANDARD CERTFICATE OF DEATH e o, 2 IOO8
: é BIRTH KO. wee. oist. wo.(F/ 7 PRIMARY REG. DIST. m(&?éé_& Registrar's No. il 6l oo
g ~ || 1- PLACE OF DEATH ’ . ., 2. USUAL RESIDENCE (Whare d d lived. ¥t Lnstitatd 1d befors

. COUNTY . . . R dim
* St.Louis 8 STATE w3 geouri b. COUNTY gy Lou1 .(;.1;:.,
b. CITY (I outelde corporate limita, write RURAL and give ¢. LENGTH OF ¢. CITY (if outalde corporate limits, write RURAL aad give township) -
OR townsbip)| STAY (in this place) GR p)
TOWN  Maplewood / ea Trs . TOWN Mapelwood =
d. FULL NAME OF (If act in bospital or jnstitution, give streat addros or loaation) d. STREET (If rosal, gvs locution) ! -
HOSPITAL OR ADDRESS a
INSTITUTION 7291 Gayols - 7291 Gayola
3'5‘EACPEESOEIE a. (First) - b. (Mlddle) ¢. (Last) 4. DS}"E (Month) '('Dny) (Year)
{ Type or Print) George A. Deller DEATH July 14, 1949
5. S5EX 6. COLOR OR RACE | 7. m&wo NEVER MARRIED,, | 8. DATE OF BIRTH 5. AGE un yean| G| Vot | @ oo 2w
+ (Bpaeif; ) .t H: Min.
Male fL) White Marriea “7 |December 20, 1881 &7 (| 02"1 )
102. USUAL OCCUPATION (Qwekiod of work | 30b. KIND OF BUSINESS oafm- 11. BIRTHPLACE (Btate or forelan eountry) 12, CITIZENOFWHAT
done during most of working lifs, even if retired) - DUSTRY ) :
_Foreman-Retired American Brake Shod Bulfalo, New Yorx /
13a. FATHER'S NAME ‘ 13b. MOTHER'S MAIDEN NAME 14. NAME OFfHUSBAND OR WIFE
George Deller Caroline Yehle Bnily Delier
5 WAS DEE]‘EASE;) E‘:'IER IN U.5.ARMED FORCE‘; 16, SOCIAL sacunﬂrov 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
o, nown; f xlve war or dates of " N
No" - elwri®) | Yes but unk. | Mrs. BEmily Deller 7291 Gayola Maplewesod
18. CAUSE OF DEATH : INTERVAL BETWEEN
ONSET AND DEATH

 Enteronly onecaumper | 1. DISEASE OR CONDITION
\ine for (a3, (b, and (¢ | D!RECTLY LEADING TO DEATH® 5

*This does mot mech ANTECEDENT_CAUSES
the mode of dying, ruch |- Morbid conditions, if any, giving BUE TO (b)

an heart faflure, asthenia, | Tise fo the above. cause (o) dating t
de. It means the dis. | (e underlping cauae last. W O
case, injury, or complica- : DUE TO (¢} / %&

tion which cowsed death, | 11, OTHER SIGNIFICANT CONDITIONS ~
Conditions contributing £o the death but ot ‘/ , ) ?’., ?/’
reloted to the dlsease or condition causing death.
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION ’ ” 20. AUTOPSY?
TION
Mo e T WA YES D NO
2la. ACCIDENT {Bpeciiy) 21b. PLACE OF INJURY (v.s.. incrabout | 21c. (CITY, TOWN, OR TOWNSHIP) COUNTY) STA
SUICIDE —\,\/‘; hore, farm, factory, surest. 0:“ bl:.:..m.) ¢ ¢ ¢ TE)
HOMICIDE ~ . e} —
2td. TIME {Month} {(Day} (Year) {(Hour) 2le. INJU'R‘I_’ OCCURRED | 21f. HOW DID INJURY OCCUR?
- . .7 | WHILEAT[™] NOT WHILE
INJURY _ M = | woRK AT WORK

2. I hereby cerlify that I auendad the deceased from _(.24___, 19@, fo M.!ﬁ_ﬂ , that I last saw the deceaced
alive on ~-and-that death oc(ﬂ rredal _______Im., fron} the chuzes and on the date stated above.

2. SIGNATURE%I\ (M mmj:;’&a; -23b. AD ‘I[E?C&AZW ﬁ/ww %l 07255171;;

WRITE PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD\') ¢

TION EEMOM'FAL 24b. DATE 24c. NAME OF CEMEI'ERY OR CREMATORY 24d. LOCATION {Oity, town, or coonty) " (Btate) '
Cremation L./ 7/16/49 Missouri Crematory St.Louis, Missouri

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 25 FUNERAL DIRECTOR'S SIGHATURE ‘ADDWESS
7- /5'—9&7“& g ¢. Hoffmeister Colonial Mortuary St.L, Mo.

{Licensed s on Reverse Side)




I

Es

John R. Brisco
2648 Qakview Tr.

1-3 PM
7/15/49

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 —

Student Embalmer Mo,

Student ceuiieneneen Nreeresnsssassanannnan . Signed _%W /MM/M %

1
Student Eabainar §‘l’:l'ee&sg%mbah'm.tr Neo j 6 77

P. O. Addres'-,7 I/ Y ’/Wm

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to compl}yh{h\
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be 50 stated above. E

working under my personal supervision.

A I uwi




