THE DIVISION OF HEALTH OF MISSOURI

NN & FILED AUG 22 1950 STANDARD CERTIFICATE OF DEATH ssate Fite 9o 290 36....
_,-’J a{i’rn/m._________,___ REG. DISY. MO. 317 PRIMARY REG. DiST. NO. édzék.,;,.,,,»,n,; /jﬂgz,
= = PLACE OF DEATH 2. USUAL RES!DENCE (Whare deccased lived. If institution: residence befors

a. COUNTY St v Louiﬂ a. STATE Mi S80Ur i b. COUNTY St . Lo .llisnhlnn)

&S

b. %‘II;Y (If outside eorpurats Lmita, writs HURAL sod xive Csr AI:IENGTH u(.)F c. CBT;{( (H outaide gorporate limits, write BURAL and give towrship}
. - wwoabip) {ln thia place}||
\ Town Florisgsant /town Florissant UOS 174
ﬁ d. FULL NAME OF (If not in boapital or institation, give streat nddress or loeation) ‘q STREET (K¢ rurs!, eive location) 0
Q HOSPITAL © ADDRESS
D INSTITUTION Hwy 99 Rl Box 331 Hwy 99 Rl Box 331
8= NAME OF — . (Firh b. (hdidde) o (Last) LDATE M) (Dwp)  (Yem)
= (Typeor Priny ~ GLivET He HKurmer vean Aug 6th, 1950
é 5, SEX 6. COLOR OR RACE | 7. NIAD%%EB I\éIE#'EECMSRRIED 8. DATE OF BIRTH 9, AGE ‘II:i.y;)". BI; UMDER 1 YEAR | & UNDER u uis.
. (Bpecify) foatha | Days | Heu: Mia,
% | male white ried “*7" Jpr 17tn, 1894 | B8 | "
g 10a. USUAL OCCUPATION (Girekindaf work | 10b. KIND OF BUSINESS OR IN- | t1. BIRTHPLACE (State or toreign eousntry) 12. CITIZEN OF WHAT
[+ dobe dnnig most of workin( life, svea if rotired} DUSTRY . COUNTR
i ’ farm St. Louis Co. S
' < 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
- Herman Kummer - ugusta Hagen Bettie Kummer
- I5. WAS DECEASED EVER IN 11.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
< ; || (Yos.no.0runknown) | (If yes, kive war or dates of sarvice) NO. . . R
o ——— - ——— Beitie Kummer, RL Box 331 Floriss
{) | 18. CAUSE OF DEATH MEDICAL CERTIFICATION Iﬁﬁgm
<14 |t Enter only onecousoper | I. DISEASE OR CONDITION _ - -
2 Jine for {8}, (b}, and () | DIRECTLY LEADING YO DEATH"(s) . 3 # »
% |l *Thin does not mean ANTECEDENT CAUSES
< |l the mode of dying, such | Morbid conditions, if any, giring DUE TO (b}
= - [ o8 beart fallure, asthenia, | riac to the aboze couse (3} stating | _ - . . - . e . L
* & el r meons the dis- - the underlying cause last. - : S : :
N o case, infury, or complico- — DU,E T () —_— -
. Z tign which caused death, | 11, OTHER SIGNIFICANT CONDITIONS Lot caTEa T
= Conditions contributing to the death but ot * / g_/
3 , velated to the disease or condition causing desth. iy
B 19a. DATE OF OPE%?. 19b, MAJOR FINDINGS OF OPERATION . ) : . ' - e 77 2. AUTOPSY?
-4 - v
- Wd 5% 4 @AM,&&LW /5 ves [J no@
) 21a. MIZIDEPU (Bpacify) 21b. PLACEOF INJURY (e.4..in orsbont | 21c. (CITY, TOWN. OR TOWNSHIP) " ({COUNTY) (STATE)
b SUICIDE bomae, farm, [sstory, sureat, offics blds. o0} o . R : -
[ HOMICIDE ™~ .. C x5
agi 21d. TIME  “T-tdaa ;3.;) J (Yout) ,(Hour), ‘Zla-.INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
T P iRiuRY = ":%:ﬂ " ATWORK. S : : :
zz‘} ‘ﬁ:,.gbg ‘>’:"fy that I atiended the deceased from %, lo _ELA_. mﬁ, that I'last saw the deceased
alive on , 19 X anyhat death occurred al m., from the causes and on the date stoled above.
23a, SIGNATURE U (Degres or title) 3Ob. ADDRESS 23¢c. DATE SIGNED

BURIA I ZAh DAT 24c. NAME OF CEMETERY OR CREMATORY .24d. LOCATION (City, town, or county) -

T’°"b'ii'i" Yat=7r; 50 Salem Luthern St. Louis Bo.,.

DATE REC'D BY LOCAL REG SARAR 25, FUNERAL DIRECTOR' S 8| GNATURE ‘ADDRESS

AUG Culo /A Diedrich F. Home 8319 Hallaferry

&,

WRITE FLAINLY.




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 |

............................ R Student Embalmer %o,

working urnder my persona! supervision.

Student cevneansn e . .
Student Embalmer - - .
Licensed Embalmer No..... ... D 77 ......................
P. 0. Address . SR —
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure ta comply, wi
the above consmutes grounds for revocation of licensn.) ) ) ' e
If this body is not cmbal_med, fict should be so stated above. ".-__:_: . ’ . ‘ e
! o o .




