wose y TLEDFEB 211950  JHE DIVISON OF HEALTH OF MeSOLT 5863
D o STANDARD CERTIFICATE OF DEATH ate Fie oSNNS
. ) . _ (g -,
! BIRTH KO. _ REG. DISY. NO, 3[ Q PRIMARY -REC. DIST. NO. O R:gl':\‘rar’.lLNo..‘....»../....‘é..——.....,...........
q 1. PLACE OF DEATH . 2. USUAL RESIDENCE (Where d d lived, If institatica: resid before
&. COUNTY S : a. STATE . . b. COUNTY ndunimicnl.
t. Charles [figsouri St. CHarles
b. CITY (H outelde coroumte limite, wrlte RURAL scd give srnlﬂfm d?el—:, O, CITY (1 outeids sorporsty lindia, writa BURAL 'f"’ dretovmbin) A G 24/
TOWN R - 5 - TowN Rural - St.Charles Township )7
d. FULL NAME OF (IS oot in hosplal or Institotion. give strest addrem or locasion) d. STREET {1 rural, wive location) '
HOg]?ITAL OR . ADDRESS R ﬂ3
INSTITUTION R.R. #9 e le fr
3, NAME OF . (First b. (Middle e, (Lnst -
DAME O 8. ( :s) { ) (Last) 4. DS‘EE (Month) (Day} ~ (Year)
{ Type or Print) Nary ' Klatte peat  January 31, 1950
5. SEX / 6. COLOR OR RACE | 7. &‘f‘“"v}“ glﬁ\\.’rsgcaésnmsn.) 8. %AE OF BIRTH 186 9. I:\'GE&.;:-;- o inotn :Dfm ® owen u .
. {Bpeail. y . t ¥, on! aye ours | Min.
Female Vhite W owe -yl X 86 | |
10a. USUAL OCCUPATION tGivekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Buats or forelgn country) d 12. CITIZEN OF WHAT
done during most of working Lils, wven If retired) DUSTRY . + COUNTRY?
Housekeeper Home St. louig, Missouri H.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John Mueller Not Knomn__ | = 7red Klatte
15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY |17, INFORMANT 5 SIGNATURE OR NAME ADDRESS
(Yea, m_fmnnknown) {Il yeu, #ive war or dates of service) NO.
No None Herman Klatte St. Charles, Mo.
MEDICA RTIFI 1ON INTERVAL BETWEEN
. CAUSE OF DEATH 1. DISEASE OR CONDITION CERTIFICAZ “ “|“”“IET AND DEATH
- Enter only onecanmper | 1, BISEASE OF, BORDIROR The c (Pl A é Py
line for (a), b, ad (@) | O (@) s, &Lﬁ?
ANTECEDENT CAUSES M . )
*Thiz does not mean M -
the mode of dying, tuch | Morbid conditions, if any, giving DUE TO ()] 2V &"' 7/0-6—4—0’ 5y
a# heort fotlure, csthenia, | rise o the above cauae (a} stating - 4

the underlyging cause last, '
ete, It means ibe dis- .
eose, infurg, e compil - DUE TO () /éc»—/ @mo aeBnereql 1P Zry
~ L 0

S——
WRITE PLAINLY—USING UNFADING DBLACK INK—MAEKE A PERMANENT RECORD %

tign twhich caused death. | 11. OTHER SIGNIFICANT CONDITIONS _
' Conditiona contributing to the death but not H/) ?"
| related Lo the disease or condition causing death, . i
5 19a. DATE OF OPEE;H 15b. MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
|
, o | | v [
21a. ACCIDENT (Bpecily) 210. PLACE OF INJURY (og..in arabout | 21c. (CITY, TOWN. CR TOWNSHIP) {COUNTY) (STATE)
SUICIDE l/, hooae, farm, factory, sireat, office blde.. eve.)
HOMICIDE K
219. TIME {Month) (Day} (Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
OF WHILEAT[—) NOTWHILE
INJURY @ | “woRK, AT WORK Y %,
. — - 267 I ts
27 hereby certify that I atflended the deceased from , 1 Z, to _ ;19 , that I laat saw the deceased
- alive on _SZ_MLZO_ 1% 5‘3 and thal deatlf occurred at ., Jibm the causes and on the date staled above.
2. mGNAﬁJRE f) é,.. , f {Degiee ot zi:lB [ 236, AD% 2 I Ze. 075 }m
24a. BURIAL, CREMA- | 24b. DATE 24c. NA'yOF CEMETERY OR CREMATORY 24d. LOCATION (OIW,%
TION, REMOVAL (Bpecity)
Burial N _ Fah, 9, 185 Trinity Tut G S
DATE REC'D BY LOCAL ISTRAR'S SIGNATURE ‘2:_8} 2% FUNERAL DIRECTOR'S S16NATURE oon:ss
G -

(Licensed Embaimer's Statement on Reverse Side}
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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, o1 bymee e

- R Student Embdaimer No.

working under my personal supervision,

Student cuceiessrrancrcens sevesraesinannans Smﬂm @ 401

Student Embaimer

— -
Licensed Embalmer No j LY

P. O. Address__ Aﬁ(%&é«nar

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

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




