THE DIVIBION OF HEALTR UF MIDYUURI - - 3

::::w FILED OCT 18 1950  STANDARD CERTIFICATE OF DEATH State File ~m4702_
mu.ra o P— REG. DIST. No.3_1_8_ PRIMARY REG. DIST. 10_()_3__ Registrar's No 8243

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers decesesd lived. M institction: residence before

?) a, COUNTY a. STATE M3 a5 ourd b. COUNTY admisslon),

b. CITY {1 outaide vnrp‘urlhrumltl. write RURAL .ad give ¢. LENGTH OF ¢. CITY (I ouwide carporate limits, write BURAL sad give townahip}
OR ) . townahip) | STAY (In this placset|f 3 OR g;
oW St. Louls ToWN  St. Louis = /.3
a FUU- NAME OF (If oot in hoapital or institution, give streot addrem or location) d. STREET (& rorst, give location) ﬂ
Q L OR ADDRESS
o RNSTITOTION City Hospital D.0O.A. 3250 Regal Pl,
E 3 NAME OF 8. (First) b, (Middle) ¢. (Last) - 3 D,“—E (Month) (Day) (Yemn)
= ( Type or Print) LENA We CROMER DEATH Septa: 28 1950
E 5. SEX f 6. COLOR OR RACE | 7. MARR"}ED. gs‘}rgacrgsnmso. 8. DATE OF BIRTH 5&:’“ = @ .,.;'ﬂ' 1 TR | # poex i s
N (Bpeoify) . Hours | Min.
Female | White Married ~7 | 8=18-1890 6‘8 o b
10a. USUAL OCCUPATION Qv . 10b. KIND OF BUSINESS OR IN- § 11. BIRTHPLACE
% dona duting most of worklox H(I(:.':::nl‘l’:ﬂ:d: - DUSTRY (Buata or toreiem eomtey) 'i d 1% CWP}TE?':'?F WHAT
 [-Retdred Housawlfe St. Louis, Mo, ! eSele
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME t4. NAME OF MUSBAND OR WIFE
» i Charles Weldemeier Unkmown . Doepka | dw Cromer
g« [I 15 WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT S 51 GNATURE OR NAME ADDRESS
< (Ywa, 50, o7 unkoown} | {If yea, glve war or dates of service) NO.
o Edwin Cromer, abovye
I 18. CAUSE OF DEATH ME CERTIFICATI INTERVAL BETWEEN
K |i Enteronly onecauseper | 1. DISEASE OR CONDITION s . ONSET AND DEATH
Z | 1metor (o), (b), and (¢) | DIRECTLY LEADINGTO DEATH® () -
h: ~This dots mot. mean | ANTECEDENT CAUSES ﬁ/ / ’
o the mode of difing, such | Morbid conditions, if any, giving DUE TO (b) M hl ",L// /§ ”
j a2 heart faillure, gsthenda, | rise 1o the abooe coute (a) stating ' .
= de. It meena the dia- the underlying catze last.
o eate, infury, or complica- DUE TO {(c)
% || tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS
= Conditions contributing to the death but not ——
a related to the direase or condition causing death. .
[ 19a. DATE OF ogﬁ% 19b. MAJOR FINDINGS OF OPERATION =~ ' 2. AUTOPSY?
—— e s
..E., ~ ) . YES D NO
v || 2ta. ACCIDENT (Bpecity) 21b. PLACE OF INJURY (eg.. lnoraboat | 21¢. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
b SUICIDE bome, {arm. lsctory, strest, office bldy., e} .
& HOMICIDE '
g 214. TIME (Month) (Day) (Yest) (Houw) | 2la. INJURY OCCURRED | 21f. HOW DID INSURY OCCUR?
OF WHILEAT[] NOT WHILE ,_('j b7 /B /‘
J‘ INJURY e o | WORK AT WORK ——— : 4
— - A\
' E 2. I hereby certify thot I gitended the deceased from‘pem&_ 1940 !o%&’_, Iﬂ.iptbal I last saw the deceased
\ 3 alive on #kﬁ_ IQ;L\-_ and thal dealloccurred at _¥__Am,, frof the causes and on the dote alated above.
' :T: 23, SI RE ortitle) | 23b. ADDRESS 2. DATE SIGNED
; 4 Wﬂuﬂ%ﬁﬁz&
F’_- 2da. BURIAL CREMA. [24b. DATE 2. NAME OF CEMEI'ERY CREMATORY | 24d. LOCATION (Olty, town, of county (Btate)
§ °g PLa1"™ 9-30-—1050 Park Lawn Cemetery St.Louls Co., Mo, .
DATE REC'D BY LOCAL | REGIST SIGNATURE 25, FUNERAL DIRECTOR'S SIGNATURE . ADORESS

Wm W Mo

sEP 30

(Licensed Embalmer’s Statememt on Revers Side)
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the hody whose name is recorded on the reverse side of this certificate was embalmed by me, or by ..

. . Student Emdalmer No..... Gerane cereen
working under my persona! supervision. udent Emdalmer %o
M w
Signed / ”
3lgnede..veeeraniasercnnennann teecesranana . '7Li, gb
Student Embaimer Licensed Embalmer No -

P. O. Address 6/;\

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

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

.

. . - .




