No. 300
. 10.48

Wl
o
—

I THE DIVISION OF HEALTH OF MISSOURI
ALED NOV 24 159V STANDARD CERTIFICATE OF DEATH()OB s ric BBVE2.......

BIRTH KO. REG. DIST. NO. 3\% PRIMARY REG. DIST. MO. Reamrar.tNa..._.qn:)ﬁ.......

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deccassd lived. If institution: residencs before
a. COUNTY ‘Hi‘?S’OTII"i‘ a. STATE /V\ b. COUNTY 2 au.mission).
€ e b G
b. CITY (I outside corpurats limits, write RURAL aad give ¢. LENGTH OF c. CITY (If outalde corporate limits, write RURAL aod give township) l
QR N townghip) Srﬁg{ {in this plnce} Q N
town St Louis yrs o Sy ) oo s A
d. FULL NAME OF (If not in hoapital or institution, give atreet address or location} . Wl’ (If rural, givg location)
HOSPITAL OR AMDRESS
INSTITUTION v 9%, ¢ Won v © 538/ :
3. NAME OF a. (First b. {(Middle, ¢, (Last
DECEASED ¢ ) ) ) . '( ) 4 DATE (Month)  (Dny) = (Year)
(Twpeor Pinty  Edward . Louda-] Leidner peay 11 10 1950
5. SEX 6. COLOR CR RACE | 7. Mﬁggwég NE‘}ISECIESRRIED 8. DATE OF BIRTH ¥, lf:GE (Ix‘:hn)-rs iF Uf | YEAR | IF UNDER u mRs.
oify) |- it Vi Hours | Min.
Mg | W | B0 P | Novoal,-1e61 | “HE|IT] 0|0
10z. USUAL OCCUPATION (Gwekindof work | 10b. KIND GF BUS[NESS QR IN- | t1. BIRTHPLACE (Btate or forslgn oountry) 12. CITIZEN OF WHAT
dous guring moatw! wor e, even if retired) Du. . : COUNTRY?
. P ey A uwowwn Un A nowmn
13a, FATHER'S NAME ‘ 13b, MOTHER’S MAIDEN NAME 14. NAME GF HUSBAND OR WIFE
| William Leidner _ Barbara Zangles Charlotte Hollwede Leidner -
i5. WAS DECEASED EVER IN U,S5. ARMED FORCES? | 16. SOCIAL SECURITY eNHbi 1 E ADDRESS
(Yea. no, or unknown) | (If you, zive war or dates of service) X -
ﬁf I vl & /Vé 1% e 4 - Lo
18. CAUSE OF DEATH MEDICAL CERTIFICATION i INTERVAL BETWEEN
. Enter only enpcauseper | 1. DISEASE OR CONDITION _ © Acute Myocarditis BT E ™

DIRECTLY LEADING TO DEATH® ¢y

line for (a), {b), and (c)

*This does not mean | ANTECEDENT CAUSES Hype rtension 2 yrs
the mode of dying, such | Morbid conditions, if any, giving PUE TO (b)
o2 heart follure, asthenia, | rise 1o the above cause (a} stating

p the underlying cavse lost,” - * N . T - - e UL G
efe. It means the dis- Se lll K
caae, bnjury, or complica- DUE T0 (-c) n ty 3/' yr S
tion which caused death. j 11. OTHER SIGN!FICANT CONDITIONS ~ « - - U
Conditions contribuding to the death but not
reluted to the disease or condition causing death.
192, DATE OF QPERA- | 19b. MAJOR FINDINGS OF OPERATION" Cae e .. Y - 20. AUTOPSY?
TION e
] . L YES EI NO D
2a. ACCIDENT  ~  Bpeciiy) = “216. PLACEOF INJURY (s.g..fnorabout | 21c. (CITY, TOWN, OR TOWNSHIP) " (COUNTY) (STATE)
SIHCIDE homs, farm, {actory, street, office bldg ., et0.) . . , . -
HOMICIDE
21d. TIME (Mounth) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 2i1f. HOW DID INJURY OCCUR?
L S WHILEAT[—] NOTWHILE ‘ 3 }
INJURY m. WORK AT WORK :

2.1 hereby cﬁ;’.ﬁfy fzbl I atten;i;d ?6deceased Jrom _22_:;_, d%l:ﬁ%lﬂ‘l-—lo-— 19_1 that I last suw the deceased |

and,that death occurred at 'L from the cauzes and on the dale staled above.

WRITE PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD

(Degree or titla) | 23b. ADDRESS - . 23c. DATE SIGNED
IQ%/(/’—()W - 508 N,Grand . . . . 11-10-50

%ao BgERMI A‘}. CREMA- | 24b, DATE 24¢. NAME OF (EMETERY OR CREMATORY Zﬂld LOCATION (City, town, or county) . .. {Btate) -,
M) B . -
i A/N /31959 &’e//e7 n7a:ineCem | ST Lowss Mo,

ATURE  ADDRESS

DATE, REC'D BY LOCAL S%RSS NATURE 25, FUMERAL DIRECTOR'S SI
NOV 10 1950° i

(T._amed Embar mer’s Staterhent on_ Reverse Side)




|
|

STATEMENT BY LICENSED EMBALMER

[ hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, OF - DY e e roemeeen

........................................................................ - rrrererterneenmrenny - Student Embalmer No.

working urnder my persona! supervision,

STUBEAT vecnncossansrsanns Ceriberssaseacnss Signed.........
Student Embalmer

Llcemed Embalmer N

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

If this body is not embalmed, fact s!muld be s0 stated above.

P. O. Addreas_WM %
oifiply with




