- - 7 ,._";‘ e
THE DIVISION OF HEALTH OF MISSOURI ) 2 4936

FILED AUG 11 1950 STANDARD CERTIFICATE OF DEATH

State File No..vr oo E O .
~ 1003 613
BIRTH NO. REG. DISY. NO. PRIMARY REG. DIST. mMO. " Registrar's No,

. MNo.300
. 10.48

. | I. FLACE OF DEATH 2. 'USUAL RESIDENCE (Whers decsased lived. 1If institution: residense befors
a. COUNTY .a. STATE b, COUNTY adinimion).
() . _ . Misgourl St, Louls
R b. CITY (if outelda ¢orpurate Limits, write RURAL and give ¢. LENGTH OF ¢. CITY (If outdde corporate limits, write RURAL and give townahip)
OR townshipt| STAY (in this place)| OR ;
oW g Town Richmond Heights YiLES
d, FULL MAME OF (If aot in bosplaal or instliution, give stret add ar loeath . STREET (I roral, give loeation)
HOSPITAL OR ADDRESS
INSTTUTION _Firmin Desloge 72 York Drive
3. NAME OF a. (First) b. (Middle? c. (Last) 4. DATE (Month)  (Day)  (Year)
( Type or Print) EMMA JANE . KEECHLER DEATH 7 22 50
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (in years| v vioER 1 YEAR | @ biDER 4 s,
- . WIDOWED, DIVORCED (8pacify) laat birthday) Momh- , Days Homl Mis.
__femala | white | _ widowed 7 3
104. USUAL OCCLIPATION (Givekindofwork | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE “(8tate or forslgn acuntre) 12. CITIZENOFWHAT
dote during most of working lits, eves if retired) DUSTRY / COUNTRY?

—at_homse : B'lnnm:l.ngj;nrh_m_tnoja TSA
132, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
Samiel Hake . . Eli th Graves ! Albert L, Keechler

IS. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT 'S5 SIGNATURE OR NAME ADDRESS
Wu# or unkpawn) | (If yes, wive war or dates of service) NO.
none Mrs, Allen Haines-'72 York Drive
18. CAUSE OF DEATH MEDICAL CERTI ICATION lgzgnwh gErgzm
| Enter only oneceuseper | 1. DISEASE OR CONDITION / DEATH
1ine for (), {b), s0d (¢ | D!RECTLY LEADING TO DEATH® (q) Q,f A é/ o z PR
— - ANTECEDENT CAUSES
*This does not mean
the mode of dying, such | Aorbid condition, if any, giving DUE TO (b) "e"/ W 9 /

as heart faflure, asthenia, | rise fo the above cause (a) stating . : ;

de. It means the dia. | e underlying cause lon. E / pﬁ)épbs/

ease, infury, or complica- DUE TO (¢} e/ f -
tion twhich caused death, | 1. OTHER SIGNIFICANT CONDITIONS ==~ ' [

Conditions contributing to the death bud N0l cmme—""
related to the disease or condition cqusing death,

19a. DATE OF OPFI%AIG 19b. MAJOR FINDINGS OF OPERATIOW 2, AUTOPSY?
| o b . | | - ves E] B

21a, ﬁéﬁ?ﬁ (Bpediy) 21b. PLACEOF INJURY (eg..tnoraboat | 21c. (CITY, TOWN, OR TOWNSHIP)
HOMICIDE e, bome, ltﬂn-. fanatory, atrest, office bldg., sto.)
21d. TIME (MWW! 21e. INJURY OCCURRED | 2)f. HOW DID INJURY OCCUR?
. OF . . - | WHILEAT NOT WHILE
INJURY . | “work AT WORK =
22. ] hereby centify that 1 auendedﬂ;e deceased frorma_ﬂli_ 19%0. o [ 19,)__ that I last saw the decmad
alive on ___., and that death occurred at _ﬂdﬂ_ 'm., frgm the kauses and on the date stated above
~ 1 2. smum&a ‘3 , o (Deamo or title) an Annnrss CM B ; | s:?a
,’779.)\ | 7 Z 0
BURIAL, CREMA- |.24b. DATE 24c. NAME OF CEMETERY on CREMATORY 249, LOCATION (Olty, town, bf connty) & - (Btate)

TION REMOVAL (Bpaatty)”]

removal 51 7-25-50 Htu_ﬂnpﬁ_ﬁﬂm.teq___._Ba]lan:ula,_Illinoia.,.__w
DATE REC'D BY LOCAL RS SIGN 25. FUNERAL DIRECTOR'S S| GMATURE ADDRESS
JUL 2 & rE j‘ﬂ C, R, L - ]

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

~(Licensed W- Scatement on Reverse Side) “University City,Mo,
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STATEMENT BY LICENSED EMBALMER
I hereby cernfy that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by occcreceee.

, Student Embalmer No.
working under my personal supervision.
Student ...-........é.....é;;.'. .............. Stgned.%&% M(ﬁm_ﬁ
Stu ; almar
"% Licensed Embalm 3ﬁ g '5/
P. O. Address,ﬁ. /L S

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wi
the sbove constitutes grounds for revocation of license.) .

If this body is not embalmed, fact should be so0 stated sbove. :

-




