3. No, 300

/. 10.48

M

WRITE.PLAINLY—-—;USING UNFADING BLACE INE—MAKE A PERMANENT RECORD <~

’ FILED MAY 10 1950

"BIRTH KO.

THE DIVISION OF HEALTH OF MISSOURI :
STANDARD, CERTIFICATE OF DEAT‘R) State File No
03.

7

TI

Migsouri

REG. DIST. NO. PRIMARY REG. DIST. NO. Registsas’ s No, o v remcsrmsesassnsn
1. PLACE OF DEATH 2. USUAL RESIDENCE (Wh.u d d lived. If i befors
a. COUNTY a. STATE b. COUNTY adunimlonl,

TOWN St, Louis

b. CITY (If outeide corpurate’ Uimits, write RURAL and give

¢. LENGTH OF
STAY (in this place),

12 days

townahip)

/ town St, Louls

c. CITY (If outaide ocorporate limits, writs RURAL and give township)

IQ

d. FULL NAME OF (1f not in hoapital or institution. give stregt address or locatlon) d. STREET (1 rurat, give locatlon) f‘
HOSPITAL QR ADDRESS )
INSTITUTION g4 = Anthony Hasnital 7905 Water
X ME . . . dl L
3 E?IEACEAS%FB a. (First) b. (Middle) e ( a.!t)} 4. DATE (Month) (Day) (Year)
(Typeor Print) MAGDATENA MARY KOENEN DEATH Mey 2,I950
5. SEX \ 6. COLOR OR RACE | 7. #E‘D%%Eg EF\YESCESRR]ED' 8. DATE OF BIRTH ER I:GE s y-;n n:: u:'n 1| YEAR | umDER u ues,
A (Specily) t birthdgy! ont | Hogrs | Min.
white mebried i~ | March II,1893 57 E 2R

10a. USUAL OCCUPATION (Givekind of work
done during most of working life, even if recired)

10b. KIND OF BUSINESS OR IN-
DUSTRY

11. BIRTHPLACE (Stata or foreizn country}

9

12. CITIZEN OF WHAT
TRY?

line for (a), (b}, and (c}
“Thiz does mot mean ANTECEDENT CAUSES
the mode of dying, such
as heart fallure, asthenia,
elc. It means the dis-
eare, infury, or lica-

the underlying cause lasl.

DIRECTLY LEADING TO DEATH® (5

cute Car

Morbid eonditions, if any, gioing DUE TO (5) _.Qllzlgni_c_Mmandiiis—

rise to the above cause (a) stating

.DUE 7O (&) Cardio_-vascular

=renal dises

Housewlfe at home Mattese, Mlassourl NPy

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. WAME OF HUSBAND OR WIFE
John Ports: (Unk) Geitsz | Joseph C. Koenen

i5. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURIJOY 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yea, o, or ynknown} | (If yes, Kive war or datea of service) .

no ‘none none Josepk C.Koenen 7905 Water,St. Louls,MO,
1B, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
. Enter only onecauseper | 1. DISEASE OR CONDITION ONSET AND DEATH

-5 days
y years
e 5 years

tign which caused dmt.h

I1. OTHER SIGNIFICANT CONDITIONS

" Conditions contributing to the death but not
related to the disense or condition cauring death.

19a; DATE OF OPERA- | 195, MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
TION
. . . ) . ves [ .o [3

21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY (e.5.. inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) | (COUNTY) . (STATE)

SUICIDE bome, farm, lactary. siroet, offios bidg., st}

HOMICIDE
21d. TIME (Month) {Day) (Year) (Houn | 2le. INJURY OCCURRED | 2if. HOW DID [NJURY OCCUR?
N WHILE AT " NOT WHILE . /
INJURY o WORK AT WORK

aliveon _H/2/50

2. ] hereby certif, that I attended the deceased Jrom _lLL,

19_50t _5/2 1850, that

las! saw the deceased{

19__._., and that death occurred at 8_245_-1;.., Jfrom the causes and on the dale stated above.

m

23b. ADDRESS

or, title)
m ‘7020 Vireinis Avenue

Z3c. DATE SIGNED
5/2/50

May 35,1950

24c. NAME OF CEMETERY OR CREMATORY.

Mt. Hope Cametery

24d. LOCATION (Olty, town, or county)
T200 Lemay Ferry Rd.

" (Biate) -

DATi’REC' D BY L%AEGL

REG RARgGNAT

E 5. ] | RATURE ‘At
atler mﬁaﬁ%brfé QEH g;g%ay%& Louis,Mo.

ADDRESS

(Licensed Embalmer’s Statement on Rewerse Side)




L —

K L

 STATEMENT BY LICENSED EMBALMER

I hereby certiiy that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by ...
Student Embalmer No.

wnmaecd. 2 /94/4«4/%)

working under my personal supervision.
Signed
77 7/'
' Licensed Embalmer No (E X 7_/
P, 0, Address_ 2 X2Y. /W

Student ...cicscasnnnsavene tensrsrsanscranas
. Studmt Embalmer

, Note:» The above MUST BE SIGNED BY- THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply w:th

t!nabuveconsmm grounds for revocation of Imense.)
If this body is not embalmed, fact should be so stated sbove.




