. No.30 | \ E DIVISION OF HEALTH OF MISSOURI s 36
o) FUER FEB 21 1950 STANDARD CERTIFICATE OF DEATH ‘ State File No.. 7"""""‘,_,,_.

. 10.48
BI#TH NO . REG. DIST. NO. jz 4- FRIMARY REG. DIST. W-MRmuimr:No»\-%Zi S

)
= <
<

1. PLACE OF DEATH - _ M 2. USUAL RESIDENCE (Where d d lived. If & idence befors
a. COUNTY . , N a. STATE . " b COUNTY j g,
Sf- i ﬁam ! i Mo, St.Loui o
b. CITY (If outaide corpurate Timita, writs RURAL 10d give ¢. LENGTH OF CITY (I ouwside corporsée limits, write RURAL aaJ give township)
. townahip) STfY ?(H’ﬁm place} 4
oW [ Ceral i) / S Maplewood L5
d. FULL NAME OF (If ngt in hoaital or institation. s{sl streot address or location) || a1, 'STREET (11 raral, give looation} f
HOSPITAL OR i . ADDRESS
INSTITUTION Mt .St ,Rose Sanitarium 7L72 Hazrl Ave.
3: NAME OF " s (First) b. (Middle) c. (Last) | 4. DATE (Month) (Day)  (Year)
( Type or Print) FANMNIE WEESNER peat Feb,12,19 0
5. SEX ] 6. COLOR OR RACE | 7. HIARRlEB. gﬁggcrélgﬂmm, 8. DATE OF BIRTH 9, I:GEI (ix‘:’:;ln IF GNDER | YEAR | ¥ UNOER M uEs,
. {Bpuacify) rt! ¥ nthe | D Hours | Min.
F., W, 3 ) Jan,10,1888 Gofen || P [ e e
10a. USU{«L OCCUPATION (Glwekindofwork | 10b, KIND OF BUSINESS' OR IN- | 11. BIRTHPLACE (State of forelgn eountry) 12. CITIZEN OF WHAT
WHH‘O% of working kife, sven if retired) DUSTRY St.Loms,Mo. 0 %OUETRYT
[ 18 1
'rSa. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Charles Maguire | Mary Ann Slattery | Mr.Eugene Weesner _
Ir% WAS DfanEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURkTJ 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
) DO, ) | . xlve war or da '] i 3 -
g T | Hrm e erdtectemi= 1 none Mr.Eugene Weesner,7472 H azel Ave.
18. CAUSE OF DEATH ) MEDICAL CERTIFICATION . . INTERVAL BETWEEN

. ONSET AND DEATH
. Enter only onecauseper | . DISEASE OR CONDITION
Jime for (8}, (b, and o) | DIRECTLY LEADING TO DEATH* ) y Q ntarra  oF « bnonio ,

ANTECEDENT CAUSES %(

*This does not mean |- ‘ ¢
the mode of dtring, such .Rforb'ld conditions, if any, g{u{ug DUE TO (b} _MMM S W

-|| ae heart failure, asthenia, | rise to the above cause (a) stoting ¥

ete. It means the dig. | ‘e underlying cauacl}m G
ease, infury, or complica- DUE TO (¢) A ,f/;m A a4-g 't< A e‘ €1t é,4(° ! E[g

-

WRITE Pf.AINLY-—'USING TUNFADING BLACK INEK-—MAKE A PERMANENT RECORD

tion which caused death. | 11. OTHER SIGNIF]CANT CONDITIONS
: Conditions contributing to the death but not * -7-— ‘L( ’
related Lo the disease or condition cousing death. -
- 19a.” DATE OF OP%%#‘- 19b. MAJOR'FINDINGS OF OPERATION o 20. AUTOPSY?
L . 563K
21a. ACCIDENT (Bpecily} 21b, PLACEOF INJURY (e.g..inorabout | 21c, (CITY, TOWN, OR TOWNSHIP) ~ (COUNTY) o~ (STATE)
SUICIDE homa, Iarm, Inctory, surest, ofios bldg., 40}
HOMICIDE . ; ~ - DD 2X,
21d. TégE (Month) (Day) {(Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY O(IUR? .
. - - WHILE AT NOT WHILE N L e e
INJURY &,O,c, . R L [ AT WORK

22. I hereby certify that I attended the deceased from M 19_1,‘7_ lo —L'J___ 19L that T last satw the dcceased
alive on M 1950 and that death occurred af M . Jrom the causes and on the date stated aboue

M

* . SIGNATURE ' (Degres or title) | 23b. ADDRESS T TESIGNED .
2 (BURIAL CREMA) 245 DATE 7 NAME OF CEMETERY OR CREMATORY - | 24d. LOCATION (Oity, tom, of county) '- (sma)
{Bpedty
Budral™ B Feb 15,1950 Calvary Cemejery | --st.Louis,Mol S
wa LOCAL | REGISTRAR'S SIGNATURE 7, 45 P OIRECTOR'S 81 cHATURE  ADDRESS
| 13 OR 2, £, 7t o £ .7 ,[ 3840 Lindell Blvd, -

<~ Licensed Embalmer's Statereat on Reverse Side) . B T .




%

\
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 . oo

= ,  Student Embalmer Wo.

working under my personal supervision.

Student susenvsecens teversrasanaarnn vesaies . Siﬁﬁed ' . W/G;V\ Wﬁoﬁﬂ.\

Student Embalmar ) i
v . : Licensed Embalmer No.... 2.8 9..5)_

P. 0. Address 4.3 440 ¢

- Note: The above MUST BE SIGNED BY 'I'HE LICENSED EMBAIMER in I:nOWN HANDWRIT!NG (Fail
tbe-buummunmgroun&ﬁumoﬂmm)

If this Body is not embalmed, fact should be ¢o stated above. o "




