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WRITE PLAINLY—USING ! UNFADING BLACK INE—MAEKE A PERMANENT RECORD .~

FILED MAY 10 1950

BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. OIST. NO, 3_1_8_ PRIMARY REG. DIST. uam_g__ Regisirar's No.......

14(

State File No...

15. WAS DECEASED EVER IN U.S.ARMED FORCES?

16. SQCIAL SECURITY
(Yoo, no, or mnknown) | {If yes, give war or dates of service) NO.

1. PLACE OF DEATH 2. USUAL RESIDENCE {(Where Jdeconsed lived. 1if iastitation: resklsnee before
a. COUNTY a. STATE b. COUNTY ..u.m-mm.
Miggouri
b. CITY (I oqtaide corpurate Limits, writs RURAL snd give c. LENGTH OF ¢. CITY (I outaids arporate limits, write RURAL s5J give townghip) (/{
. towrahipl | STAY (in thia place) 3 ] - é)
TOWN St. Lounis & TOWN t. Lonia l‘ E
d. FULL NAME OF (If not in hospltal or i jou, give strect address or location) /4. STREET (If rars!, give location) j)
HOSPITAL OR - ADDRESS g .
INSTITUTION 1 17 E, Colleme 2147 E, College
3. NAME OF . (First b, (Middle) c. (Lest
DECEASED ) ( (. } 4 DATE  (Month) (Dey) (Yea
(Typeor Pint)  111inois L, Hinghous oeaTH  April 27, 19504
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF 8IRTH “"1 9. AGE (io years| IF USDER 1 YEAR | OF UNDER M HES,
WIDOWED, DIVORCED (Bpecily’ : laat birthday) | Motha , Days | Hours | Min.
female white widow 1./ |Deces 24, 1869 80 - I
10a. USUAL OCCUPATION (Glvekind of work | 10b. KIND OF BUSINESS 0[‘ IN- | 11. BIRTHPLACE (Stats or toreign sovntry) 12. CITIZEN OF WHAT
done dartng mn-.l.ot working life, sven if retired) DUSTRY / COUN'{?Y%
housewife I1linois eahe
1:3.. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND DR WiFE
E3 Pagdoeck . Rebecen Hampton | _ decessed

17. INFORMANT'S SIGNATURE OR NAME ADDRESS

Mrs, Mabel Wesemann - 2147 E, c-’c:llegg Ave.

line for (s}, (b), and {c)

ANTECEDENT CAUSES

Mortid conditians, if any, gieing DUE TO (b}
rize to the abooe cause {a) datmg
the undeslying cause lost. o

DUE TO (c)

*This dots not meati
(he mode of dying, such
ai heart failure, asthenia,
ec. It means the dis”
care, injury, or complica-

11. OTHER SIGNIFICANT CONDITIGNS -

Conditiona contributing to the death but not
related 2o the disease or condilion causing death,

tiom tohich coused death,

no
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
aseper | |- DISEASE OR CONDITION ONSET AKD DEATH
- Enter only onecsuseper § T, LB crly [FADING TO DEATH® () ~ -

e

19a. DATE OF OP_F%AN- 19b.~-MAJOR FINDINGS OF OPERATION |

20. AUTOPSY?

YES D KO m

(Bpacity) 1 21b. PLACEQF INJURY to.x.. 10 oTabout

21a. ACCIDENT 21, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE) -
SUICIDE home, farm, {actory, street, ofice bldg., eve.) R i} Id
HOMICIDE : ]_)(
21d. TIME (Mooth) (Day) (Ysar) (Hou) | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? 77
' ' WHILE AT NOT WHILE
INJURY = | work L] arwoaK - o . »
2. 1 hereby cert:fy that 1 attended the deceased from %; 19_2! o _Mgl; J‘Qﬂ) that I last saw the deceased
aliveone ==y 7 @ and that death occurred ot 9230 Do, , from the causes and on the date stated above.
Za. SIGNATU ﬁ e U (Degra or 1 23b. ADDRESS Z3c. DATE SIGNED
e AN YD /a% P
%.ON SMEL CHEMA- 245 uKTE 24, NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Clty, town, or county) fstate).
. } .
Purial 7y | 5-1-50. 3t. “eters “Yemetery St. Louis, Missouri.. .
DATE REC'D BY L%CEGAL REG ?NM 25, FUNERAL nnu:c‘ron'n 81 GNATURE ) nnnur:.'.'s'
MAY .+ josm X ﬁ—dﬂfé_“ Math Hermann & “on, In on, Inc, 2161 E,Fair Ave.

tlicersed Embalmer’s Statement on Reverse Side) Side)




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 b}

P,

Student Emba!mer No.

éd.%

. ) Licensed EmW‘f' g 7 j 7
f/aw,

working under my personal supervision.

Student ceuseneresisnanraiasetiiniaaiiaaes
Student Embalmer |

o J<
. /'-. P. 0 Addre"

Nou: The. abo-r.-e MUST BE SIGNED BY 'I'HE\LICENSED EMBALMER in his OWN HANDWRITING (Fdlm to comply with

the sbove cnmutum grounds for revocation of license.)

If this body is not embalmed, faa:houldbeqomqlabm

o



