THE DIVISION OF HEALTH OF MISSOURI . - ‘
Ho- 390 ALED NOV.25 1949 STANDARD CERTIFICATE OF DEATHmOB State File No.. 38661

10.48 oy
. #103387 gy
BIRTH NO. REG. DISY. MO, __ = ™. PRIMARY REG. DIST. MO. —— Regisirar's No =
1. PLACE OF DEATH 2. USUIAL RESIDENCE [Where decsssed lived, If lnstitution: residence before
a. COUNTY 2. STATE . b. COUNTY L. aduiion),
7 Missouri K-8
b. CITY (M outside corpurate Umits, write RURAL and give ¢. LENGTH OF ¢. CITY (If outsdde corporate limits, write RURAL and give township) é;/ ¢,
R township) | STAY/(IS this place) OR
TOWN St. Louis, Mol / TowNn  St. Louils g
d. FSOL%PF‘PAT_EO%F (If not in hospital or institation, glve street -ddr—nrlouthn) DRESS (I rural, give location) -
iNstitorion ~ St.Louis City Hospital #1. ) 1820 Taylor Ave.
3. DNECMEASOEFD e. (First) ' b. (Middle) ) T . (Last) 4. DATE (Month) {Dsy) (Year)
(m»mmw . WANDA DONOHUE oeamn November 14th,1949
6. COLOR QR RACE | 7. ‘I\JIADRO%E% ISIE‘\.rJ‘ggc%SRRIED 8. DATE OF BIRTH v 9.:'(‘.-'-E tIn v-;n ; ::.n PYEAR | P UNDER M MRS
. (Bpecity) - & Days .
Femal e[ ¥inite marriec . | Ray 30,1890 sy | Fowem | e
lO:n USUAL OCCUPATION (Gwekind of work | 10b. KIND QF BUSINESS ?JngY' 11. BIRTHPLACE (Stata or forelgn country) IZCSITIZENOF WHAT
ne during mget of working life, aven if retired) . UNTRY?
PrHTSRe Natl. TeildTing St. Louis /j
ils;. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Albert Urbaniak. Caroline Terton | Welter
i5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 156. SOCIAL ‘SECURITY | 17. INFORMANT' S SIGNATURE OR U ADDRESS
(Yea. no, or gnicnown) l (If yan, xive war or dates of sorvioe} . NO. % .
494 099 598 W grey 7
18, CAUSE OF DEATH MEDICAL cem‘l‘ncﬁ:oﬂ . iy INTERVAL BETWEEN
 Enter only onscausoper | ! DISEASE OR CONDITION : . 0 ONSET AND DEATH

Iine for {a), (b, and {c} DIRECTLY LEADING TO DEATH*(q)

«This docs not mean | ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, giving DVE TO (b) = —
a2 heast failure, asthenda, .| rise to the above cause {a) stating . - . : S Teoe T -

de. It means the dis- the underlying cuuae last,
ease, injury, or complica- L DUE TO__ (c)
tion which eaused death, § I1. OTHER SIGNIFICANT CONDITIONS

Conditions contribuling {o the death but not
related Lo the dizease or condition causing death. . : _ . .

19a; DATE QF 0915%\"- 19b, MAJOR FINDINGS OF OPERATION ’ ) . 20. AUTOPSY?

ves (1 wo []

21a. ACCIDENT (Bpecity)

WRITE, PLAINLY—TUSING UNFleING BLACK INE—MAEKE A PERMANENT RECORD

21b. PLACEOF INJURY ta.g. Inorabues | 2le. (CITY, TOWN, OR TOWNSHIP) , o (COUNTY) .- (STB
SUICIDE ) Bome, farm, Iactory, sireet. ofSos blds. e1e. - SRR ol P A
HOMICIDE - . . 5 . e .
21d. TIME  (Month} (Day) (Year) .(Hour} zm\mmnv OCCURRED 211, HOW DID INJURY OCCUR? = ‘ 7
O I o b W <0 - Y
2. I hereby ceﬂf{ w i 6ttmded the deceased from 9/7/49 29 ?ul/ 14749 19, tha{ I last saw thc deceased
alive on / / and that death occurred at a[}}: , Jrom the causes and on the dale stated above.
23s. SIGNATURE . - ‘title) | 23b. ADDRI R Zic. DATE SIGNED
iJ ézé y Z ‘0"‘ f N ?515 -Lafayette- Ave,, lll/ 175311
, s
Z4a. BURIAL. CREMA- | 24b. DATE 24c NAME OF CEMETERY OR CREMATORY .| 24d. LOCATION (City, town, of county) {Gtate}
TION, REMOVAL (Bpecity) 11/17 /49 . v . "
. - alnd Calvary Cemetery.- - 1. 8t, Jonj& . -7 s -
DATI%,%?‘B‘ Y LOCAL | R % TURE — 25. FUNERAL CIRECTOR' S 51 6NATURE ACORE AS
1b %; &M,_ St.Louis Funeral Home 2205 St. ILouls

—y—

(Licensed Embalmet’s Statemeut on Reverse Side)




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 No.

s - ‘ r::\t 1 {.- I,‘.
Signed e < 2//17- \E —rf a4 A
{

Licensed Embatmer No....,.. 4525 7 7

working under tny personal supervision.

Student csccecsstsonerrresacstneras veasenas
Student Embalimer

P. O. Address

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

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




