5. No.300
v, 10.42

THE DIVISION OF HEALTH OF MISSOURI 43033

~E3 DEC 27 1049 STANDARD CERTIFICATE OF DEATH State File No
BIRTH NO. REG. DiST. NO. _‘g,igrﬂmmv REG. DIST. m._lD__jR,,,,,m,,N,, 1{! (()()
t. FLACE OF DEATH 2. USUAL RESIDENCE (Wkare 4 1 lived. I institution: residencs before
. COLIMTY. - . STATE . COUNTY sdmbafon).
* R S ¢ MiS souri > m/?v o
b. CITY (I outaide corpurate limits, write RURAL and give e. LENGTH OF || c. CITY (I oumide corperass lissita, writs BURAL and give townahipy  # [
OR ) sownahip) | STAY (lg this place} R ¢ f
ToWN 'St, Louis, Mo. 4Q0yrs | TW St. Louls 4
d. F#%SLPI;I_I{\ANLEO%F {If aot in bospitsl or lastivation. Eive street addiems or loeation) ASJ{I;%EI’ (T2 rural. gve location) Y
INSTITUTION 1318 Laurel [ L 1318 Laurel
3. NAME OF a. {First} b. (Middle) c. (Last) 4. DATE (Mont.h) (D. 3 er)
DECEASED .
(Typeor Pie)  Augusta C Tritachler | pam 12 E‘Lr949
5. SEX 6. COLOR QR RACE | 7. MARRIED, NEVER MARRIED, 8. DAYE OF BIRTH > 9. AGE (Io years] & hooER ) YEAR | ¥ NDER M KBS
F WiDOWED, DIVORCED! (Bpacify) last birthday) Mam-h, Days | Hours | Min.
/ ‘Married _Jnly 15, 18761 73 28l |
102. USUAL OCGUPATION (Givekind of work | 10b. KIND OF BusmEss OR m 11. BIRTHPLACE (State or forslgn oquntry) 12, CITIZEN OF WHAT ‘
done during most of working tite, svan if retired) DUSTRY COUNTRY?
Housewlfe At Home St. Loui s, Mo, rﬁ USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
John Ellis |#41helmena Ditzman Ue Wm, Tritschler
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY [ 17. INFORMANT'S SIGNATURE OR NAME . ADDRESS
{Yew, o, or unknown) | (I yes, rive war or dates of service) NO. )
o : None C,Wm, Tritschler, 1318 Laurel
18. CAUSE OF DEATH MEDICAL CERTIFICATION ngggl\!il- BETWEEN
I. DISEASE OR CONDITION . . . - ND DEATH |
'E‘:‘;'of?g"(:‘;“x’:g DIRECTLY LEADING TODEATH*;,y _ C&rebral hemorrhage ...° ., ..
“Tris dors ot ANTECEDENT CAUSES or apoplexy. one @ay.
iz does not mean H t nSion
the mode of dying, such | Adortdd conditions, if any, giving DUE TO (b) yperue 5 yrs3
ar heart fellure, asthenia, .guutgdthel a:wineg‘mlzagJ sating - 61- teriosclerosé? .o . : VI’S
dc. It means the dig- | fhe underiying cause lost. hronic myocarditis yrs
case, infury, or complica- .- DUE TO (¢}
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS
Conditions contributing o the death but nol
. related Lo the disease or condition causing desth.
19a. DATE OF QPERA- | 19b. MAJOR FINDINGS OF OPERATION ’ . 20. AUTOPSY?
TION
N . ves (] wo &
21a. ACCIDENT (Bpacily) 21b, PLACEOF INJURY (sg. ineraboet | 21c. (CITY, TOWN, OR TOWNHSHIF) {COUNTY) 75111‘5
SUICIDE bome, farm, tastory. strest. offos bldg..ese.) : ' L)
HOMICIDE .
21d. TIME (Month) (Day) (Year) (Bogr) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
- WHILEAT[ ] NOT WHILE| ‘ 9\ 3
INJURY = | TWoRK AT WORK

2. I hereby cert f{yt é d ¢ deceased from Feb, 19 43. o Dec. 13. 1949 , that I las! gaw the deceaaed
alive on , and that degth occurred at B ., from the causes and on the date stated above. =t

WRITE PLAINLY—USBING UNFADING BLACK INK—MAKE A PERMANENT RECORD

1| zs. s1G . oo (Degros or title) | Z3b. ADDRESS 23:. DATE SIGNED ~
By A T e/

2a, BURIéRvL. CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY - | 24d. LOCATION (Olty, town, or county). . (State)
ROt | 12-15-49| Valhalla: | St, Louis L

o
DATE REC'D BY LOCAL AR 25, FUNERAI IRECTOR" S 5 *
DEC 14 fam ,ff 3‘5 cﬂ/ﬂ—ﬂ/cb(, ﬁu/ZZ, ‘4386 -Linde1l

icensed Embaloer's S on K Side)




e —
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 b;-_f.m ..........

- \ Student Embalmar No.

working under my personal supervision.

Studen t ..... weeraas vessesassasssacanacans . Slgned... M D

Student Embalmar
Lxcenacd Embalmer No ? C?'/ 7

P, 0. Address ﬁ ;4(4/,, %/}—-—"

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. -




