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WRITE PLAINLY—-USING -TINFADING B'.LACK INE-~-MAKE A PERMANENT RECORD

/1] AL

FILED JUL 22 1950

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. _ﬂ_&R'IIMY REG. DIST. NO.

- State File Nozszzii
1003 vl

! B{RTH NO. " Registrar's No.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decensed lved.' If lustitution: residence before
a. COUNTY a. STATE b. COUNTY " admisalon).
M;ss0 ri -
b. CITY (If outside corpurate Limits, writs RURAL and give c. LENGTH OF ¢. CITY (if outaids sorporate limits, write RURAL and give township)
OR township) ! STAY (in thia place) OR 0
TOWN st .louis ' Town st .10uis ”n Y
d. FULL NAME OF (If not in hospital or instisution, give streat addreas or location) , EET. (I rural, giye location) - {f')
HOSPITAL OR RESS
INSTITUTION D¢ Paml Hogpital 2229 St.leuis Ave
3. NAME OF a. (First) b. (Middle) c. (Last) !
DECEASED 4 DATE {Month) <Dni)9 5(()Yaar)
(Type or Print) Mathilda Elizabeth Saxerwein | oeamJUly 12
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH %71 '3 AGE (In years| IF UNDER | YEAR | F UNOER u HES.
' . WIDOWED, DIVORCED (8pecify) Last birthday) | Moaths l Days | Hours | Min.
——TFemale | White Single { Fehruary 8 189] 59 5 14 ’
10a. USUAL OCCUPATION (Giwekiad of work | 10b. KIND 'OF BUSINESS OR [N- | t1. BIRTHPLACE (State or forelgn sountry} 12. CITIZEN OF WHAT
dona during most of worlking kife, sven if retired) : DUSTRY ) COUNTRY?
jachart Printing St.1%id MO U.S.A.
13a. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE-
i arl & = e
I15. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes, no, or unknown)} | {If yem, xive war or dates of service) NO. T .
no A88.09_1722 8  Ave

. Enter only onecause per

18. CAUSE OF DEATH

line for (a), (b}, &nd (c}

*This does not mean
the mode of dying, suck
as heast fqﬂure, ax!hmig,

case, tnfury, or complica-

‘ete. * Tt-rmeans the dis| the underlying conae last:-, ~

. DISEASE OR CONDITION

MEDICAL CERTIFICATION .
| .
DIRECTLY LEADING TO DEATH® 5y .

ANTECEDENT CAUSES

INTERVAL Bl EN
ON§EI AND D

P e,

Morbid conditiona, if any, giving DUE TO (b} MM

rize Lo the abore cause (o) steting

T

DUE TO (o)

Ll ooy
AN

tion which coused deuth.

Py

Il. OTHER SIGNIFICANT, CONDITIONS : +"; ' =" . ¢

Conditione confributing to the death but not .
related to the disease or condition causing deqfh.

515 ‘ v O wo [
21a. ACCIDENT ~ (Hpeefy) 2Ib.F"!'_ACEOFENJL‘z‘Z(n;..lnoubcm 2le. (CITY, prn;on TOWNSHIP) . * (COUNTY) (STATE)
SUICIDE .| boms, tarm, fastory, sifest, office bldg..et6.) L e v . . ..
HOMICIDE, o R ‘e g .
200. THE  Goms) Dw) (Y (Houn | 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR? / 1 1 7
WHILE NOT WHILE )

TNJURY o | "Work [ ] 'ar work - . . f\? -4
2. [ hereby ¢ I atiended the deceased from 4 195_‘?., to %&, 1973, that I last saw the deceased
" alive on >y 31D O and that death gécurred at _é_L m., frém the cduses and on the date stated above.

B )GNAT E N/ ) 4230, ADDRESS o ‘ 3. DATE SIGNED

(At D s haros el | 4G

24n. BURIAL, CREMA- | 24b. DATE 24¢. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, tow%m' county) (Btate) |

TlON.REMOVALiM) R o AP it .
Burial /) |[gyly 15 1950 | St.Petera Cemetery St.I0uis Co MO

DATE REC'D BY LOCAL
o 41856

REG, RAR%IGNﬁRE a
r

25 FUNERAL DIRECTOR'S S1GNATURE -~ ADDRESS

Calvin F Futz 4828 Nat Bridee Blvd

(Licemsed Embalmer’s Statement on Reverse Side)
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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 embaimed by me, 0 bYeeoceremees

................................ y - Student Embaimer No.

working under my personal supervision.

Student couuas Cettasmsesacsenuennennarranan Signed.. oo e , i
Student Embalmer ; ‘

P. O. Address. R :

Note:. The zbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Falure to comply with |
the sbove constitutes grounds for revocation of license.) ’ - . ‘

If this body is not embalmed, fact should be so stated above.




