. No.300
. 10.48

PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI . L e
FILED APR 6 1950  sTANDARD CERTIFICATE OF DEATH g s e 10032

! BIRTH NO. '})QL REG. DIST. NO. ____ ' _ PRIMARY REG. DIST. W.M Registrar's No,

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whar d d lived. If institatie idence befors
a. COUNTY St. Charles a. STATE Ml ssouri b. COUNTBt Cha.rl élgi-lon)
b. CABY (I outrlde corpurate Umits, write RURAL and give . s:r lil’-ZNGI‘I: OF €. Cg’;{ (If outaide eorporats limita, write RUKAL and give townshin)
) 1]
oan St. Peters towsabiz) “yra || tows  St, Peters
d. FULL NAME OF (H nos in hospital or instituticn. give streot add or loeation) d. STREET (I rura!, give location)
HOSPITAL OR ) ADDRESS
INSTITUTION
3. I;JEACME %'E a. (First) b. (Middle) - &, (Last) 4, DATE (Month) (Day) (Year)
(Typeor Prim) Walter Je Sammelmann DEATH Mar, 30, 1950
5. SEX l 6. COLOR OR RACE | 7. mro%%rég. E'E\}rzgcaésﬁmm. 8. DATE OF BIRTH 5. lffE {In youn K ::.u ny:mu  UNDER n HES.
. . (Bpaciiy} - ° Hours | Min.
male white | marrie Jan,#22, 1871 | 79" l |
10a. USUAL OCCUPATION (Giekindof work | 10b. KIND OF BUSINESS OR [N- | 11. BIRTHPLACE (B:ats or forelgn cowntry) 12, CITIZEN OF WHAT
dmdﬁu?ld-urﬂulumwnuuﬂrdl . DUSTRY COUNTRY?
apmer farming St. Petersp Mo,
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME . 14, NAME OP=MuoBND OR WIFE
i Ben Sammelmann | #dpf¥#rrances Hunn | Mathilda
I5. WAS DECEASED EVER [N U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 7. INFORMANT"
(Yon, m.ﬂs.known) (If you, #ive war or dates ol service) q? s SI G‘ATUW‘P‘NgE Chariougsss
; 86-18-902 Walter Sammelmann |

MEDICAL CERTIFIC.ATION INTERVAI. BETWEEN
18. CAUSE OF DEATH ONSET AND DEATH

. Enter anly onscalse per . DISEASE OR CONDITION .
line for (8), (b), and {¢) | DVRECTLYLEADINGTO DEATH (4 —I—d“]ﬁ-“g;“'ﬂ— M .L’Q %& .

ANTECEDENT CAUSES .
.

*This does not mean -
the mods of ding, such | Morbid conditiona, if any, giving DUE TO (b)

a8 heart fallure, asthenta, | Tise to the above cause {a)
de. It means the diy- | 'he underlying cause lost.

case, infury, or complica- : PUE LR B—
tion which caused deoth, | 11. OTHER SIGNIFICANT CONDITIONS ) ¢5
Conditions contributing o the death but not 4 X
related to the disease orewndi!ion causing death. ’ . :
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION ) ’ ©|f20. AUTOPSY?
TION
) - - - - ves [ wo [ ]
21a. ACCIDENT {Bpacity) 21b. PLACE OF INJURY (es..inorsbout | 21c. (CITY. TOWN, OR TOWNSHIM . (COUNTY) (STATE)
SUICIDE - boms, farm, tagtory, sireet, office bids., #10.) ) ’ N
HOMICIDE . .
21d4. TIME (Month) (Day) (Year) (Houn 21e. INJURY OCCURRED | 2). HOW DID INJURY OCCUR?
' . WHILE AT HOT WHILET
TNJURY = | WORK AT WORK .
2, I hereby certify that I attended the deceased from}aﬁ—, 1940, lomg_a 19;5:_“: that I last saw the deceased
alive on z s 19&, and that deathoccutred at X Qe m., from the causes and on the dale stated above.

WRITE, PLAINLY—USING UNFADING BLACK INK-—MAEE A

(Degree or title) | Z3b. ADDRESS

Zia. SIGNATURE

| 23c. DATE SIGNED

ud 3/81/SD

. BURIAL, CREMA- | 24b. DATE 24c, NAME OF CEMETERY OR CREMATORY 244. LOCATION (City, town, or county) (State) -

FPrA ™1 4 4-1-50 |All Saints st., Peters, Mo,

DATE RECD 8Y LOCAL REGEI\DSTRAR‘SSIGNA'I;URE 290 UNERAL 2 IAECT GNATURE on:ss
Ghul | -'56 @ Kotinby / o WP ﬂé ,@

\ - nsed Embalmer’s Statement on Reverse SLiF)
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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, of by cerceeemenn

..... . , Student Embalaer Mo,
working under my persona! supervision.

~

F

Signead.ecivernsecscnscscccacasnsusasennns TR Licenzed Embalmer No f?’ ,7/
Student Emlulncr

P. O. Address S yalleos’ 7o

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.)

Iflhisbodyianoteg:b:lmed.faasuhouldbemm:edabove. -




