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WRITE PLAINLY—USING TUINFADING BLACK INK—MAEKE A PERMANENT RECORD

. Mo. 300
. 10.48

Q\‘.

#

ALED AUG 2 1949

BIRTH NO.

1. PLACE OF DEATH
St. Louls County

a. COUNTY

THE DIVISION OF HEALTH OF MISSOURI -
STANDARD CERTIFICATE OF DEATH

are. ist. wo. (F/ 7 rrimniv mec. pisT. WO ﬁéM Regasrraran_%,‘___ .....

e rre 2529

2. USUAL RESIDENCE (Where deceased lived. If lustitution: residence bedore
a. STATE b. LUNTY ldlnhlonl
Ma. t. Louis =~

b. CCI)“II';Y (If outeide corpurate Litits, write RURAL and give

c. LENGTH OF

townahipd| STAY (in this place)

4

c. CIT;( (If outaide corpeeads lifrits, write RURAL and give township)
TOWN Overland

TOWN Bverland, Mo. fe
d. FULL NAME OF (If not in bospital or lnatisution, }in streot addrem er lceation) d. STREET @ rural, shve location) /
HOSMTAL OR . * ADDRESS .. .
INSTITUTION 333 Gilrose 2333 Gilrose
3. NAME OF . (First, b. (Mlddle €. (Last
DECEASED & (First) ( ) (Last) 4. DATE (Manth}  (Day)  (Year)
(Trpecr Piipliss  Ella Chapman DEATH T-—  3-1949
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| IF tooER 1 YEAR | tr tOER M KT,
WIDOWED, DIVORCED (Bpediy) last birthday) Mcnu-' Days nml Min,
X, Wa S, [ 10-17-1868 821
10a. USUAL OCCUPRATION (Give kind of work 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE (Biats or forelgn ocuntry} 12, CITIZEN OF WHAT
done during most of working life. sven if retired) """ DUSTRY . s NTRY?
Housewife St. Louis County, Mo-. ) .
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF MUSBAND OR WIFE
Albert H., Chaspman | Mar¥y Feltner - =

13. WAS DECEASED EVER IN U.S, ARMED FORCES?
(If yuu, wive war or dates of service}

(Ysa. Do, 01 unknows)

16. SOCIAL SECUR]TY

17. INFORMANT'S SIGNATURE OR NAME ADDRESS

None

Mrs. Cora Gerlacke ,2333 Gilrose

. Enter only onecatse per

|| ax heart faflure, asthenta,

18. CAUSE OF DEATH
line for (8), (b}, and (¢)

*This does not mean
the mode of dying, auch

ete. It meons the dis-
case, infury, or complica-
tion which caured death,

DISEASE OR CONDITION

MEDI CER‘I‘I CATION INTERVAL BETWEEN
L [ AND DEATH
DIRECTLY LEADING TO DEATH® () k

ANTECEDENT CAUSES

Morbid conditions, if any, giving DUE TO (b)
rise to the above couse (o) sdating.
the underlying cause

- ﬁ2¢4£%#ﬁuld
. . .DUETO (c)

I1. OTHER SIGNIFICANT CONDITIONS ~

Conditions condributing to the death but not -
related to the disease or condition causing death.

EL

19a. DATE OF OF_F%»}; 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
I : . B L . . ves (1 wo [A
2la. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (e.x..lnorabont | 2Ic. (CITY, TOWN, OR TOWNSHIP} _ . (COUNTY) | (STATE)- ,
SUICIDE ———— bome, Iarm, fagtoty, sireet, offics blds.,st0.) — : - :
HOMICIDE
21d. TIME (Moath) (Day) (Yemr) (Hour) | 2fe. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
. - —— WHILEA‘I’ - KOT WHILE e o
TNJURY WORK AT WORK

2, I hereby ceftgfy tha! T auended the deceased from

alive an

. cmd that death ﬁaﬂiﬂ

104 10 2827, 1944, that 1 1ot s0w the deceased

m., from the causes and on the dale staled above.

&LﬂGNAﬂj}E&%ﬁEWé;ﬁé;¢¢22fL

or til.le)

T Ttrdntner T

u.duaunmh CREMA- | 24b. DATE 24c. NAME OF causrznv OR CREMATORY | 24d. LOCATION (Ofty, town, or e&!ﬁty)y Z(Gtathy
. )
uriat | 7-5-1949 |valhalla .+ . Ist.. Louisy_Ao. .. .
DATE REC'D BY LOCAL GNATYRE M . run RAI.. DIRECTOR'S SIGMATUR ADDIEB%‘C’
(s @tfn e YSSEQDrqu )]

R Lj

-t

(LEcensed Embaimer’s Stxtement oy Reverse Side)
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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 e —

Student Embalaer No.

working under my personal supervision.

Student

Student Embalmer
Licensed Embalmer No Z C/ &€ O

. )
P. 0. Address & /5 SV rlpreas

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.




