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WRITE PLAINLY—USING UNFADING BLACK INE—MARKE A PERMANENT RECORD \L\,

THE

JLED JAN 28 1950

DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO.B_I_LPRIMARY REG. DIST, MM

State File No

Registrar's Na..... /77 ...............

BIRTH NO.
I. PLACE OF DEATH 2. USUAL RESIDENCE (Wh‘:-w decoased lived. If institution: residence befors

a. COUNTY a. STATE < b. COUNTY » __ adioimmion).

Saint Louls Missouri St. Louis™™™™

b. CITY (1 outcide corpurats limit, write RURAL nnd give ¢. LEKGTH OF CITY {11 Gutelds earporste limits, write RURAL acd give w'mhln)

R towrahip} 5”\} {ip this nl-lte" g
TowN Ferguson ) Toun Bel-Nor.

d. FULL NAME OF ¢1f not in hoapital or imatitytion, give streot addrees or location) d. STREET (U rursl. gve location) '../
HOSPITAL O ADDRESS -
NSHTUTIoN Ralls Ferry Nursing Home 2051 Arlmont Drive ,

35&%5&%5%% a. (First) b. {Middle} ¢. (Last) 4. DATE (Month) (Dey) (Year)

{Tupeor Priny) EIIMA Witthoff DEATH Jan. 19th, 1950

5. SEX 6. COLOR OR RACE | 7. MARR!,FEB. I;EJS&CESRRIED. 8. DATE OF BIRTH 9.1:\.(55 (lnd:c)-n h:' UNDER | YEAR | F WOER b HRs.
. (Bpacify) t Y. ol Hours | Min.
Female | | Wnite WA oved “H2. Aug. 28th, 1857 52} 1 B | =

10b. KIND OF BUSIRESS

10a. USUAL OCCUPATION (Give kind of work
e
None

uring oyoas of working life, even if rotired)

dﬁiemp oyved

OR |IN-
DUSTRY

1i. BIRTHPLACE (State or foreign sountry)

.
Saint Llouis, Missouri ¢

12, CITIZEN OF WHAT
[TRY?

13b. MOTHER" S

Unknown

13a. FATHER'S NAME

Eberhard Boeckstiegel

MAIDEN NAME

I5. WAS DECEASED EVER IN U.5. ARMED FORCES?
(Yes, no, arunknowa} | (If yes. war or dates of service)
Kone None

16. SOCIAL SECURITY
NO.

7. INFORMANT' 5 SIGNATURE OR NAME
Gilbert Witthoff, 3051 Arlmont

14. NAME OF HUSEAND OR WIFE™

Late William Witthoff- .

ADDRESS
Drive

No
I. DISEASE OR CONDITION

(8. CAUSE OF DEATH
- poter only onocBUSPET | TRECTLY LEADING TO DEATH® ()

line for (&), (b), nnd (¢}

ANTECEDENT CAUSES

Morbid conditions, if any, giring DUE TO (b)
Tige to the abore cause {a) staling
. the underlying cause last. - -

*“This does not mean
the mode of dying, auch
as hear! fallure, asthenia,

ele.” It means -the dis-- v
DUE TO (c)

MEDICAL CERTIFICAJAON
)

INTERVAL BETWEEN
ONSET AND DEAFH

[ tinee.

-—

S?M

caze, injury, or complica-
tions which eaused death. | 11. OTHER SIGNIFICANT CONDITICNS .

Conditions contribuling fo the death dut not
related to the disease or condition cansing death.

19a. QATE_ CF OPTE'I%AN 15b. MAJOR FIINP_INGS QF .OPERATION L . 20. AUTOPSY?
DA | wlw
21a. ACCIDENT " (Bpecity) 21b. PLACE OF INJURY (o.c.. Inorsbout | 21c. (CITY. TOWN, OR TOWNSHIP) (COUNTY}Y (STATE) ~
SUICIDE home, [arm, factory, strest, office bldg..etq.) . 2 .
HOMICIDE o
21d. TIME (Month) (Day} (Year} (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
: ) . WHILE AT NOT WHILE
INJURY o e . I 'WORK AL WORK .
22, [ hereby ?ﬂify that I altended {he deceased from :é’_‘ﬁmr_é_oblog% 195_72 that I last saw the deceased
.
alive on . 19.52, and that death oteurred at =2 m. the causes and on the dale staled above.

RE

(Degroe or title)

foU |

23b. ADDRESS

523/

M«ft’o{(ﬂ

2y

|AL. CREMA-

TI%ZEE%O‘TL (Bpedity}

24b, DATE

1/21/50

24c, NAME OF CEMETERY OR CREMATORY

Saint Johng Cemetery

"IAN 20 1650

24, OC"\TION (City, towh, er cofinty)
Saint Louis County,. HiSSOuri

C (State)

. FUMERAL DIRECTOR'S $1GMATURE

Uy Calvin F. Feuts,

‘AODRESS

4828 NVatural Bridge Bl.

REG!;}?RAR'

{Licensed Embalnjer’s Ststement on Reverme Side)




-

. 020

. 3% S

Pr31
4

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

........... : eerenerrmeemseoeeenn Studeant Embafmer No.

working under my personal supervision.

Student cucsevsnen haemasamsessasancsannones
Student Ernbalrner

i Noﬁe The abote MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
~ the above constitutes grounds for revocation of license.)

I this body is not embalmed, fact should be so statec[ above.




