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PLAINLY—USING UNFADING BLACK INKE—MAKE A PERMANENT RECORD

wriTe

THE DIVISION OF HEALTH OF MISSOURI
FILED OCT 18 1950 STANDARD CERTIFICATE OF DEATH

BIRTH NRO.

PRIMARY REG. DIST. KO.

34854
8439

State File No

REG. DIST. NO. :3 li:s Registrar's No
1. PLACE OF DEATH ' 2. USUAL RES|DENCE (Whers decoassd lived. 1f Instization: retidence bofore
a. COUNTY a. STATE N . b. COUNTY sdinimion).
Migsouri
b. CITY (If outeide corpurate limits, write RURAL and give ¢, LENGTH OF ¢. CITY (If outaide corporats limits, write RURAL sad give ngn.hl.p)
wownghip) | STAY (in this place)
TOWN St Louiﬂ TOWN .
d. FULL NAME OF (If not in hospital or instisution, give streot address or loestlon) ? d. STREET (If rural, glve locatlon)
HOSPITAL GR ADDRESS -
INSTITUTION Tnearhate Word Hospital 2200 Minnesoha

3. NAME OF a. {First b. (Middle, ¢. (Last)

DECEASED { ) ( ) ( 4 03;5 (Month) (Day} (Year)

(Tvpeor Print) —  LKHHA KKK GUALDCNT DEATH Qet, 6,I950
5. SEX 6. COLOR COR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH =71 9. AGE (la years| o UvOER 5 TEAR | F tomam o mas

_ WIDOWED, DIVQORCED I(Hn-r:uy) lasi birthday) |Moaths l Days | Hours | Min.
e’ : married Oct,22,7882 67 |

10a. USUAL OCCUPATION (Givekindof work | 10b. KIND QF BUSINESS OR IN- | 11. BIRTHPLACE (3tats or forelgn eountry} d 12. CITIZEN OF WHAT

dona during most of working [ifs, even If retired) DUSTRY COUNTRY?

Housewife ab home Misgourd, A
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
(Unk.) Schultz (Unknown) 4 i
17. INFORMANT'S SIGNATURE OR NAME ADDRESS

16, SOCIAL SECURITY
NO

{Yes. no, or unknown)

15. WAS DECEASED EVER IN U.S, ARMED FORCES?
{If yeu, wive war or dates ol service)

no none none

|John Gualdoni 8200 Minnesota St.Louis,Mo,

1B. CAUSE OF DEATH MELHCAL CE TlFICATION lgfﬁg\rfilh gm
| Enter only onacauseper | |- DISEASE OR CONDITION z z
1ina for (a), (b, and (o) | O'RECTLY LEADING TO DEATH® (g) a,c)l ﬂ‘""' Ll
*This does not mean ANTECEDENT CAUSES z : ,m,.‘__‘,.. 6
the mode of dying, such-| Aforbid eonditions, if any, tﬂﬁM DUE TO (b) d /‘-'-c
s heard faflure, asthenia, | 7ise (o the above cause (a) stating -
cte. It memns the dig. | the underlying cause last. - -
ease, injury, or complica- i DUE TO (g)
tion which coured death. | 1. OTHER SIGNIFICANT CONDITIONS
- Conditions contributing to the death but not
related Lo the disease or condition causing death. .
19a. DATE OF OPERA- [ 19b. MAJOR FINDINGS OF OPERATION . ¥ 2. AUTOPSY?
TION *
| , | 3 ves 1 w Al
21a. ACCIDENT (Bpecify) 21b. PLACEOF INJURY (ag..ilnarsbont | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) " (STATE)
SUICIDE boma, farm, tactory. street, offow bldy., eta.)
HOMICIDE . . . .
210, TIME (Mouth)- - (Day] ~ (Yoar): (Houn | 2ie. INJURY OCCURRED | 211. HOW DID INJURY OCCUR? g‘ay
— L L e P A o 91| wHRLEAT  NOTWHILE
INJURY = | "work L_I' aTwon
R ‘_‘ - . p——
2. ['hereby cert:fyt aé,]\attended deceaaed Sfrom JZ72; [ 4 19070 lo 20 /"{ 19‘ D that I laat 2aw thc deceased
alive oni~- < and thal death occércd atllAQ_A.m Jrom t“e causes and on the dale staled above.

a gg‘ - W (Eeﬁrea’:rtltln)'

23c. DATE SIGNED

iy }/d{,’( @%ql J6 - 65T

23b,"ADDRESS

/6

23a SIG%‘.JW

BURIAL, CREMA- | 24b. DATE

g&}&%ﬂ#ﬂL@"‘h' Oct .10, T950 Resurrectio

24¢c, NAME OF CEMETERY,OR CREMATORY¥

24d. LOCATION (City, town, or county) {Btate)
Wiatson. & McKenzie Rd.St,L.Co.V

1358EC.

7 FHIESRAL 04 REGTOAR'(S BHONATLIRE RODRESS

DATE REC'D BY LDCAL ﬁ%s SIg:URE —

781/, So. Broadway,St.Louis,Mo.

“(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, of by
,  Student Embalmer No. M
working under my personal supervision.
Student ...eeecescannaan Signed....z&/l/l/ =277
Student Embalaer ,
i d :Embalmer No 2‘ ]’;
[ ) . .
' P. O. Address ¢/5 %ﬂm

Note: TbeabovelflUS‘I‘BESIGNEDBY'IHEIJCENSEDEMBALMERinH:OWNHANDWRITING. (Failure to with

the above constitutes grounds for revocation of License.) ’

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

.




