THE DIVISION OF HEALTH OF MISSOURI )
cwesoo p TED JAN 21 1950 =709
e ‘ STANDARD CERTIFICATE OF DEA{G 03 Sttt File N
! BIRTH NO. REG. DIBT. m.31 - PRIMARY REG. DIST. Registrar's No.,......... ...............?.8.
1. PLACE OF DEATH i "2 USUAL RESIDENCE (Whers deccased lved. If lusti idence befors
t) a. COUNTY a, STATE Missouri o COUNTY y  Sdimbaion),
b, COIEY (It outedde rate limits, write RURAL and give , %AI?E:LGTH ,1?5; C CITY (u ondd: corporate limits, write RURAL azd aivs townakip) ,71. / IR
TOWN TOWN S i P
a d. FULL NAME OF (If zet in hospital or Instisution, glve strest address or location) d. STREET hd , give loaation) .
o HOSPITAL OR ADDRESS
0 INSTITUTION Barnes Hospital M Ao 2519 Oakdale
. NAME OF . {Flirst b. {(Mlddl Last
G DECEASED AT (Mladie N o (Last) 4 OATE  (Mouth)  (Day) (Yemn)
B ( Type or Print) (\D'QQ'R Lo, E KM&H’A{ DEATH [/ — ¥ -So
é 5, SEX 6. COLOR OR RACE(] 7. MARRIED, NEVER MARRIED, '| 6. DATE OF BIRTH 9. AGE (In years| ¥ UnoEm | YEAR | F WeoEm 0 Has.
2 D . WIDOWED, DIVORCED (Epacity) : ot birtadan) umul Days | Hours | Min
male whit e married / Dec, 28, 1877 72 6 | !
§ 102, USUAL OCCUPATION (Qivekiod of work- | 10b. KIND OF BUSINESS OR_IN- | '1). BIRTHPLACE (Stats or farsign oounter) 32, CITIZEN OF WHAT .
5 dooa during most of working life, sven If retired) B _ DUSTRY . COUNTRY?
A machinist . retired St. Louis, Mo. U.S.A.
’ < 138. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
& NOT KNOWN _ - ] not knawn _ | Mrs Hinnie RS _
i || 15 WAS DECEASED EVER IN L. S.ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT'$ SIGNATURE OR NAME ADDRESS
(Yes, 80, 0r gnknown) | (I yea, give war or dates of servics) NO.
§ no : none Mrs Minnie R, Kuehn 3519 Qakdale
I 18. CAYS® OF DEATH . MEDICAL CERTIFICATION Iymmgm
i || Enter only onecowseper | 1. DISEASE OR CONDITION
Z [ line for (s), (b, and (¢) | CIRECTLY LEADING TO DEATH® () Acute myocardial inf arct.lon 9 s
e “This docs not mean | ANTECEDENT CAUSES ] .
S | the mode of dving, such | Mortid conditions, if any, gising PUE TO (b) Arper;i.osclero?lq heart disease . SEV.yIS.
i 'a 1| a8 béart fdflure, asthenta, " rist to the obove. cause (a) slaling . : oot ~. - i - -t - - .
& || etc. 1t means the ana- | the umderlying couse “‘“ . )
oy eare, infury, or complica- -« - ..~ DUE TO () "t
5 || tion whter eauaed death. | 11 'OTHER SIGN!FICA\NT CONDITIONS
[~ Conditions contribuling to the death buf not
91 .. - | reluted to the disease or condition cousing deaths . - U e .
“tu || 192. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION - ' 2, AUTOPSYr
= TION | T, . . .
|| 21 ACCIDENT (Bpecily) 215. PLACEOF INJURY (a.g..Inorabent | 2lc. (CITY, TOWN, OR TOWNSHIP) T (COUNTY) {ETATE).,.-‘
SUICIDE home, farm, fastory, sirsst, office bidy.. sta.}
& HOMICIDE
g 21d. TIME (Month) (Day} (Year) (Hows) | 2le. INJURY OCCURRED | 21f. HOW DID [NJURY OCCURT? /f\
- I wSiry . WHILEAT[—} NOTWHLLE ' . H’ fj
U m. | “work AT WORK
e E 2. I hereby éertify that T attended the deccased from L =3 19.50,to = [—&f | 19:5_.5, that T last sato the deceased
5 dliveon __f— &£ 19502, and that death occurred at _sJT £ m., from the causes and on the dale slated above.
P siG {Degres ot title) | 23n. Annr@ nes H z7 E‘-‘;TES_IGNED
G iem © "M.D. ¢/ rnes Hospital, . . (1449 .
E 242. BURIAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY '| 24d. LOCATION (Olt,.town.otwnhty) - (Btats)
TION, REHO{I{. £ o . .
§ cremation / J-" glhalla ‘rematory ] St. Louis County,
DATE RE:'nBYL%cEGiL REGISTRAR'S SIGNA] |zs FUNERAL DIRECTOR'S 81GMATURE ;
| JAN 5 1omn




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

ey Student Embulmer So.

working under my personal supervision.

SEUABNE evennneenteanttosannssnsnnanns ceeere Signe
Student Embaimer

LaEmbalmean #/7‘\?
P. O, Address @df&m

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failun to comply with

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

|
|
the sbove constitutes grounds for revocation of license.) 1
|
|




