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WRITE PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

10.48

Flu-:n JUL 5 1950

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

State Flk No "‘H’i qu

PRIMARY REG. DISY. NO. m Regittrar's No._... ‘?..:2...) 1._..

line tor {a}, (b), and {(c} DIRECTLY LEADING TO DEATH'(a)

BIRTH KO. REG. DIST. NO.
1. PLACE OF DEATH 2 USUAL RESIDENCE (Wbarv 4 d lived. I 1 Aiunce befare
a. COUNTY. - e s a. STATE b. COUNTY adinkmion).
: T ialissouri
. b, CITY (f outaide corpurate Limita, write RURAL and give ¢. LENGTH OF . FATY (If cusedde sorporats limits, write RURAL and give townekin}
- . wowoabip)| STAY (in this place) i .. . .
TOWN  Si. Louis OWN St. bouis 224¢
d. FULL NAME OF (1f oot in hospital or institution, give street address or loastion) d. STREET (11 raral, give location} g
HOSPITAL ADDRESS i .
INSHTTION 2122 branch Str., 2122 Brapcn otr.,
3. l;‘E?:hEE s?-:pl:'s a. (First) _ b. 1(Middle) c. (Lasty a. DS:_'E (Month)  (Day) (Year
{ Type or Print) Henry Albpert Nolden or. _DEATH June 26, 1950
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (In years| i Uvoen 1 TEAR | & wooem 11 W,
o o WIDOWED, DIVORCED (Bpacity) i . last birthday) |Montha| Days | Hours | M.
khale Ythite married Lug. 2, 1872 l ,

102. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Sute or forelgn country) : . 12, CITIZEN OF WHAT
done dgring most of working lite, even if reticed) . . - DUSTRY - - COUNTRY?
Hetirea Foreman C. b. & (. gardstown, 1ll, / Ue 5.

13a. FATHER'S NAME 13b. MOTHER S MAIDEN NAME 14. WAME OF HUSBAND OR WIFE

Frederick Nolden ary faz 1 Nolden

IS. WAS DECEASED EVER IN U.S, ARMED -FORCES? | 16, SOCIAL SECURITY | 17, INFORMANT' S SIGNATURE OR NAME ADDRESS

{Yes, 0o, or unknowa) | (Lf yes, rive war or dates of service) NO.

n o : none %MWJL. Louis, ko.

18. CAUSE OF DEATH MEDICAL CERTIFICATIO INTERVAL BETWEEN

 Enter only onecauseper { I. DISEASE OR CONDITION J/ ! g 2 44 J Z“Eﬁm" ’
£z

*This does not mean
the mode of dying, such
ae heart fallure, asthenie,
etc. It meanis the dis-
case, injury, or complica-

ANTECEDENT CALISES

Morbid conditions, if any, giving DUE TO (b)

rbiu tadtth above mmw) sating R .
the underlping cause . -
DUE TO (c} /]‘/

eheal difrusslleastes

tl. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death dut not
redated to the disease or condition causing dealh.

tion which couged death,

/ hv?a_ut&a-& _vld#u,@m

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TiON
ves [ wo X
21a. ACCIDENT Epecty) 21b. PLACE OF INJURY fo.x..in orabout | 2lc. (CITY. TOWN. OR TOWNSHIF) {COUNTY) (STATE)
SUICIDE - botoa, larm, factory, strest, ofSor bldg. ewa)
HOMICIDE
210. TIME  (Moat) (Dap) (Y (Hewn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? é 5 : j’
\'"H.EAT NOT WHKILE . . by
INJURY AT WORK L o LJ
: : :
2 1 hereby celify that 1 auendcd the deceased from 847, 10 19, that I last saw the decensed -
alive on AS” . $ 0 | and that death oceurred at m., from the causes and on the dale slaied above.
B, SIG! RE NGS A (Deme or title) 23b Aoonsss Zic. DATE 51
W 0. AU MBS I Batutsuasd flnd, Dot 53 150

24b. DATEY
June 29, 1

BURIAL
RCHA e 450 Valasll

z4s. NAME OF CEMETERY OR CREMATORY

24d. LOCATION (Clty, town, or connty) v (Gtale)

iilinois

DATE BY LOCAL
i 27 1%

a /] belleville,

bl

@?n DIRECTOR'S SIGHATURE

:?was SIG

{Licensed Emhhnnl Statement on Reverm Side)

.




- L "] -) -t A . A -"\ L &‘L ' -, :a .
* . . -l P ¥
] y S [ PR ) .- - '™
STATEMENT BY LICENSED EMBALMER
i - + .
oot _:.“:-- O }‘:& : Loab 2 Yol :}x,‘.&_\_’{,li .
1 hgreby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or By e

rd

s . nt Embalmer No..
working under my personal supervision.

I I N R R P,

...............

P..0. Address_é.gfiaxmm.cﬁaé.

T
"Note: The above MUST ‘BE SIGNED BY mé\LICENSED EMBALMER‘ in hu'OWN HANDWRITING (Faxl"ure to comply with
the above constitutes grounds for revocation of Izcense.)

If this body is not embalmed, fact_ should be so state_d above.




