No, 300, THE DIVISION OF HEALTH OF MISSOURI e
L)
7#”| PUEDSEP 271950 STANDARD CERTIFICATE OF DEATH e pie o 22 OR
BIRTH HO. REG. DISYT. NO. 3[ :Z PRIMARY REG. DIST. NO. Eo_Zé. Registrar's No. -zz'.....a....’......
f’ oo i. PLACE OF DEATH ' 2. USUAL RESIDENCE (Whers d d lived. If fostitution: resid before
a. COUNTY a. STATE b. COUNTY adimimion),
St.louis Masouri St.Lou:Ls 47'{0
/ b. CITY (If outside mrwnh‘irm!h writs RURAL and give ¢. LENGTH OF &. CITY (I outside sorporate limits, write RURAL and glve township)
o townghlp) [ STAY (in thia place) OR P
A ™" Vigus 75 Yrao [P35 yigue
-] d. FULL NAME OF (M not in hospital or institutlon, give strect address or location) d. STREET (If varal, give location)
Q HOSPITAL{OR ADDRESS
D INSTITUTION at home at ho@
ﬁ 3. ggﬁh&ﬁs%% LS -(Fint) b. (Middle) c. (Last) - l DATE (Month)  (Day) (Year)
N {Typeor Prine) - Louisge Elizabeth Weseloh favﬂm Sept.19,1950
5 = 5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH -A B "'AGE (I years| o UNDER | YEAR | @ CNDER & w3,
. 2 1e’ : WIDOWED), DIVORCED (@pecity} 7 by Momba] Dur | Houn |
- il yd s s A'DI‘ - 12, 1868 N u‘u‘a‘l—ig - I
5. é 10a. USUAL OCCUPATION (Give kind of work |, 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE (State or forelgn mnlr;f'\i“:f-',' 12, CITIZEN OF WHAT
. dona during most of working Lits, ven if retired) DUSTRY . COUNTRY?
- B Housewife g gelf New Minden.Ill. . FeSehs
S < 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSEBAND OR WIFE
' E 15. WAS DECEASED EVER [N U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT'S SiGNATURE OR NAME ADDRESS
{Yos. no, or unkoown} | (If yes, mive war or dates of service) NO.
4 § No None None Hapry W_a_e_lgh__;gua No, ;
| 18, CAUSE OF DEATH - MEDICAL, CERTIFICATION 'g‘g}'ﬁg‘fgﬁ
=] . Enter only onecaussper 1. DISEASE OR CONDITION
- E line tor (g), {b}, and (c) DIRECTLY LEADING TO DEAT'H‘(a)
T “This does ot mean | ANTECEDENT CAUSES —
) o the mode of dying, such | Morbid conditions, if any, giving DUE TO (b} -’
) 3 || e» heart faflure, asthenia, rise to the above couse (o) fating R .
& e, It means the diy. | fAe underlying cause lagt, / E ' 2 1
N o case, injury, or complica- DLUE TO (c) M
) 4 tion which caused death. | 11, OTHER SIGNIFICANT CONDITIONS
= Conditlons contributing Lo the death but not )
S 9-! related to the disease or condition causing death. ‘Jp'ﬂn%/ }
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION ’ 20, AUTOPSY '
>~ E TION / / ¥4
= JGt - ves (] wo
. 0 21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY (e.g..Inorabeas | 21c. (CITY, TOWN, OR TOWNSHIP) ‘(COUNTY) (STATE) i
h SUICIDE bowme, farm, fustory. strest, offios bldg., #10.) . -
] HOMICIDE ’ C e
g 21d. TIME (Menth) (Day) (Year) (Hour) 2le, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILE AT [} NOT WHILE
J‘ INJURY = | work i_lzATWORK
E 2, I hereby 1fy that I attended the deceased from %L 1088 1o Mﬁ} mm that I last 2aw the deceared
alive on , 198X and (hat deathjoccurr al _'ZLQ.Q_.A:: from the causes and on the date slated above.
E Z3a. SIGNATU Jegros or titls) | 23b. ADDRESS l Z3c. DATE SIGNED
%M 7 O eo-l.aa-h_ pIETN o 20-%
E 24a, BURIAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY .| 24d. mTION {Olty, town, or county) {State)
TION, REMOVAL cipsolty)
§ | _Burial 7/ |9-211950 Zion Iutheran Cemetery d HeightsMa.
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE Z5. FUNERAL DIRECTOR' 5,81GNATURE ADDRESS
g REG. |- £ 9 6 \ Aeirigait [y adue.
—Z0o- - -1 250f-Woodgson Rd-Uverland-1ll-Mo.

ﬁwﬁ (Licensed Embaimer’s Statemeat on Reverse Side)




g

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 ___

. . . " st et eerraiieees
working under my personal supervision. udent Embalmer No
Signed @W . M
Slgnediconnsns '5253332' Er.n;aimnr ........ .. Licensed Embalmer No.. 20 39

P. 0. Address @/’%W /"'7/1@(0‘

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

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

-




