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WRITE PLAINLY—USING . UUNFADING BLACK INE-—MAKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI o
FLED SEP § 1950  STANDARD CERTIFICATE OF DEATH e sy e <8463

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

BIRTH NC. - REG: DIST. NO. m_ PRIMARY REG. DIST. no‘l_O&g_ Reg;:!rar:No ?‘3:—5__()..:. ’

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers d 4 lived. 1f 1 before
a. COUNTY . a. STATE . MO. b. COUNTY St Louislm-iun)
b. CCI,};Y (If ogtalds corporate limits, writa RURAL and give g:ml?ENGTH QF c. CITY (M octalds corpermts limits, writs RURAL a5Jd give mu.up: Pz 0
rahip} iin thie place)
TOWN St.Loule i L\ oW Lemay i ]
d. FH&SLPPAT_EOORF (If pot in bospital or institgtion, give street sddrom or location) || © U‘A%ng% (If rural, give location) /
INSTITUTION Marian Hospital 9718 Perrin ave,
3. NAME OF 8. (First b. (Middle c. {Last)
DECEASED (First) ( ) { 4 DATE  (Momh) (Day) (Yew)
(Typeor Print)  Gertrude E, Meier oearn  August 28,1950
5.§EX ’ 6. COLOR OR RACE | 7. ‘:VAIAR]?-‘:'EB NE‘yEECNEl[A)RRIED. 8. DATE OF BIRTH 9. AGE (h;:;);n ; m‘zﬂ tYEAR | & woER M REs.
., {8pecify) onf Days | Hours | Min,
emale White BEHFRLEE® 7 |October 25,1894 | “B5°™ || |
10a. USUAL OCCUPATION (Giwokind of work | 10b. KIND OF BUSINESS OR [N- | T1. BIRTHPLACE (Buta or forelgn eoustry) 4 12. CITIZEN OF WHAT
unﬂd mut an‘ Ufe, sven if retired) DUSTRY NIRY
o -~ Germam
|3q[j FATHER'S N i]l , |i3b. MOTHER'S MAIDEN NAME ) 14. NAME OF HUSBAND OR-WIFE
nknowm Schlegel Unknown Jacob Meier .
15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECUR};TJ 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes, no, or unknowa) | (If yos. xive war or dates of service) . .
- - -ONe Jacob Meier 9718 Perrin ave, Lemay,lo.
18. CAUSE OF DEATH * MEDICAL CERTIFICATION INTERVAL BETWEEN “‘
Enter only onecanseper | |. DISEASE OR CONDITION * : 0155 AND DEATH
line for (a), {b), and (g | DVRECTLY LEADING TO DEATH®(5) M_#‘MM Y\ & .
. .
*This does mot mean ANTECEDENT CAUSES g % ’0
the mode of dying, such | Morbid conditions, if eny, giving DUE TO (b} o e =] L2 J',y"‘ b
o2 hear! failure, asthenia, rise to the above cau.u(a}statﬁw ) L. . ) .. o I |
‘el It meens the dis- | the wnderlying cause laxt. d Po w :QI g- e bl a ~“pto |
caze, infury, or complica- DUE TO (c) - 5 - .

tion twhich caused death. | 1. OTHER SIGNIFICANT CONDITIONS <. - o |
’ Conditions contributing to the death bui not "
related to the disense or condition couring death, WE lf“‘f i
19a. DATE OF OP_II::I%J’N 19b. MAJOR FINDINGS OF OPERATION ~. . - | | - . s . L o . 20. AUTOPSY? ‘
‘ | : | ves 0 o X
‘2a, ACCIDENT ’ (Bpacity) 21b, PLACE OF INJURY ts.x..tnorabout | 2le. (CITY, TOWN, OR TOWNSHIP) (COUNTY) ' (STATE}
SUICIDE home, farm, fagtory, strest, offcs bldg.. oto.} . N .
HOMICIDE ~ s
21d. TIME (Month)  (Day) (Year) (Hour) 21e. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
QF e . WHILEAT{ ] NOT WHILE
INJURY . - o | “work || ATwoRK - .
2. I hereby certify that I atlended the deceased from e ¢ , Lo &3_1_[_, 1950, that I last saw the deceased
aIive on _@q,_lr_‘__, 19570, and thal death occurred al l*' 8 rom the causes and on the date stated above.
SIGNATURE .~ . 17 Degroe o title) zab. ADDRESS Z3c. DATE SIGNED
24a. BU RIAL. CREMA— Z4b DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Olty. town, m'wunty) (Stﬂto) .

TION REM VAL(B;-H:)
al }

ST Yvinily Cem. | lemay. Mo,

_“W “m%m"'g > ]chmsmaimm XY, 781, Bivieadvay

(Licensed Embalmer’s Statement on Reverse 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 by eerrmimrriaanes |

........................................... . . Studant Embaimer No. i

working under tny persona! supervision.

SEUTONE veiaeenrrvessrsarrsacsscscsassnmnnn Signe S e V25 B NE < S é: ..... -7 . Ve I
Student Eabalmer

Licenzed Embalmer No.... X ¥ &£ L.

P. Q. Addre:s _S//Y_,X

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

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

+ . . -

-




