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WRITE 'PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT R.ECORD\M“

FILEE SEP

BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURS
STANDARD CERTIFICATE OF DEATH

agc. DIST. w0, 2/ O PRIMARY REG. DIST. no.a_?:& Regisirar's No

9 1949

L. PLACE OF DEATH

. a. COUNTY

r

A7
State File

{27757

. [ N— sttt pvretres seoe sera s

..

k3%

2. USUAL RESIDENCE (Whare decessed lived. 1f Lostitgtion: remidence befors
a. STATE

alive on

, and that death\ocirred af

b, COUNTY . 1.
St. Charles Mo St., Charies
b. CI'TY (If outcide eorpurate limity, write RURAL and give c. LENGTH OF || c. CITY (If outside corporate limits, write BURAL an give townshin}
pol township}| STAY (ln this place) ) 4 2
oW St, Charles 100 dgysl TowM O0'Fallon Rusaral Z
d. FULL NAME OF (If not in hospital or Tnstisution, nnﬁ;n address or location? || d. STREET. (If rarsl, give bocation) - ' @)
ITAL OR "ADDRESS :2
INSTITUTION. 3+, Joseph St.. Charlaes =_————-
3. NAME OFI_': a. (Fimst) b. (Middle) ¢. {Last) s, Da;g (MT“’) (Day)  (Year)
(Typeor Print)  Anng Felse DEATH Augiidt 13-49.
5. SEX 6. COLOR OR RACE | 7. MARRIED NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (in ywars) o DR | TEAR | ¥ UoER M ka3,
/ WIDOWED, DIVORCE DM) ’ Laat birthday) Month,buu Hours | Mia
femsle white Widowed J- | _May 14 1865 |
10a. USUAL OCCUPATION (Givekind of woek | 10b. KIND OF BUSINESS OR IN. | 1. BIRTHPLACE (Stete or forelgn sountry} 12, CITIZEN OF WHAT
@004 during most of working life, even i retired) DUSTRY 7) COUNTRY?
____Housework  °~ | @@ —————- St. Petgxers Mo.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
} ] QOhmes . Halter Joseph Felse deceeased
15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY |17, INFORMANT 'S S[GNATURE OR NAME ADDRESS
{Yes. 00, or unknown} | (If yuw, give war o+ dates of sarvics) NO.
no no no Colette Felge O'Fallon Mo,
19, CAUSE OF DEATH . MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enter only cnscsuwyer | |, DISEASE OR CONDITION ,é Al a ONSET AND DEATH
linsfor (a}, (b), and ¢y | DVRECTLY LEADING TO DEATH () W—MJM ﬂg Y /2/"/} -
Thir does wod mean | ANTECEDENT CAUSES /0
the mods of dying, such fufwgdmmbg:m if ?“5 m DUE TO (b) : ]
Mh; gxthenla e g coure (g . - *.
::cbm;: m‘; the dis- | he underlying couse lost.
case, Infury, of complica- DUE TO.(c) - .
tion which cansed death, | 11. OTHER SIGNIFICANT CONDITIONS T
Condizions contributing to the death but not )\:}éjv
related Lo the disease or condition cousing death. :
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF QPERATION ’ ' T ‘20, AUTOPSY?
TION
- : LT Tl e . . . mDmS‘
2ta. ACCIDENT (Bpacity) 21b. PLACEOF INJURY (ag..lncrabost | 21, (CITY, TOWN, OR TOWNSHIP) - {COUNTY) - GTATE) |
SUICIDE home, tarm, (astory. sthest, offios bldg_ eie) ‘ .
HOMICIDE '
219, TIME (Moath) (Day) (Year) (Hour | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
INJURY ' mnu:n NOT WHILE
AT WORK
. : . . / ~
22.' I hereby certify that 1 aucnded ¢ deceased from- . Is_ﬂ o 19.&2 tha! I last saw the deceased

b . Jrom the causes and on the date slated above.

23a. SIGNATURE (Degnaor titls) | 23b. ADDRESS 2%, DATE SIGNED
R& .ﬁ ) r2 0l & Eallnfar 1807w
zu Buﬂ i’AL cm:m; 24D, DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, town, or county) (State) T
Buri al Aug, 16-49 Conceptionm Dardepne Mo,

DATE REC'D BY LOCAL

7-1 - 4%

RE’GfTRAR'S SIGNATURE
w

Immacnloate
pok.)

" St

25, FUNERAL DIRECTOR'S SIGMATURE - l ABDRESS

o Reverse Side)
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‘G *ON 10010 uireeH 0sla
. BICIES SELEREL

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

- . \ Studant Embeimer No.

working under my personal supervision,

Signed........._ |\ ST med L "z .
Slgned ...................................... s ucens:d Embalmer NO f’}’y

Student Embalnor
P. O. Address__ L 7-2* o M0

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply witl
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be 5o stated above. .




