THE DIVISION OF HEALTH OF MISSOURI ’ 35483

No. 300 . !
oo | FALEDNOV 5 1949  STANDARD CERTIFICATE OF DEATH St Bl o e
BIRTH NO. REG. DIST. NO. 31 8 PRIMARY REG. DiSY. NO ? ' Regittrar's No.uuiiwesisnnnssinne
~1. PLACE OF DEATH g 2. USUAL RESIDENCE (Whers decessed lived.  If iastitution: residencs befors
a. COUNTY . STATE s b COUNTY “adntlon),!
. e Missouri Ry
b, CITY (1 outeide corparate limits, write RURAL und give ¢. LENGTH OF ¢. CITY (I outaide corporats limits, writs RURAL and give township) T3
. townghip)| STAY (in this place) OR .
TOWN . st. Louis / 8 vrs Town St. Louis. -
d. FH!.-SLPFI&E.EO%F (If not in hospital or fnstl "/‘ Zive streot add or location} dﬁ&% (U rursl, ghve loeation) D
INSTITUTION. 3135 Pennsylvania / o8 3135 Pennsylvania
3 NAME OF b, (First) b. (Middle) <. (Last) 4 DATE (Month) (Day) (Yean)
(Typeor Prime)  Dorothy E Ponnath | oea™H Qctober 22, 1949
5, SEX / 6. COLOR OR RACE | 7. MARRIED. 'S,E\}’S"CES“EL‘E;, 3. DATE OF BIRTH =79, AGE (In T o ’nﬁ ¥ oo u 1
- " { i Min.
Female | | White Fried /o | November 26, 191 | =
10a. USUAL OCCUPATION (tivektnd of work- | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or forelgn cowntry) 12, CITIZEN OF WHAT
dane during most of workiog Ufe, sven if retired) " DUSTRY . . COUNTRY?
At Home —— St. Louis, Missouri U.S.A.
13a. FATHER™S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
George E. Berberich ] Katlie Fey _ | George J. Ponnath
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT' S S{GNATURE OR NAME ADDRESS
(Y, 00, or unknown) | (If yes, chve war or dates of service} NO.
Ho - None George J. Ponnath, 3135 Penngylvania
18. CAUSE OF DEATH ’ MEDICAL CERTIFICATIO INTERVAL BETWEEN
 Enteronly onecauseper | |- DISEASE OR CONDITION OHSET AND DEATH
i for (), (b, and () | D'RECTLY LEADING TO DEATH® () 10 Vrnn T,

“This does not mieon ANTECEDENT CAUSES

fhe mode of dying, such | Morbid conditions, if any, giring DUE TO (b}
o2 heart fallure, axthenia, | | rise to the abooe cause (a) lta.ting
di. It means the dir- the underlying caude lasd.

case, injury, or complica- _ DUk TO (_G)
tion which caused death. | [1. OTHER SIGNIFICANT CONDITIONS

" Conditions contributing to the death but not
related to the discase or condition causing death.

M

19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION - N T ) . T - T | 2. AUTOPSY?
TION
. - . - ) YES D NO D
21a. ACCIDENT (Bowsity) 21b. PLACE OF INJURY (e.g.. inoraboat | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) Lt A}E
SUICIDE boms, farm, Iastory. sirseet, office blds..etc.) e el re o ’
HOMICIDE
21d. TIME (Mooth) (Dumy) (Ywan) {Hou) | 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? 3 ~
WHILE AT NOT WHILE. . . 3 /X
- TNJURY * = | work AT WORK . e /

i
2. I hereby certify tIZ I atiended the deceased from _m_j-_ 1916 lo XA mﬁ, that I lost saio the deceased

alive on s IQ_ﬂ, and that death occurred at 8330 A m., from the causes and on the date stated above.

=T U M BTN 5Toa e bitoenia  ifhrl

WRI'I"E:_“PLAI'NLY—US!NG UNFADING BjiZ.ACK INE—MAEKE A PERMANENT RECORD

s, BURIAL, CREMA. | HAb. DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCAFION (Otty, town, or county) T (Btate)”
TION, REMOVAL (Braetfy) . : =
Burial Dctober 25,3&[ Park Lavwn Cemetery -5t. Louis, Missouri.

D%W;ﬂf ZGN 25. FUNERAL DIRECTOR'S S1GMATURE . ADDRESS
) ﬁa—*@'« Beiderwieden Funera) Home Inc. 1936 St.L

d Embsimer’s St on Reverse Side) iS
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STATEMENT BY LICENSED EMBALMER

y

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

......... . Student Eabalimer No.
working under my personal! supervision.

Student ..cavriracaseranan sesenaractrasanaas Signed
Student Embalimer .

Licensed Embalmer No.

P. O. Address

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

H this body is not embalmed, fact should be so stated sbove.

“




