ALEDNOV 24 1950 7a;

DIVISION OF HEALTH OF MISSOURI

39092

. Mo, 300
to.as NDARD CERTIFICATE OF DEATH State Fite N""”""”""i""""":f"w"'
I__.-!“"" . REG. DIST. ™. —mﬁ PRIMARY REG. DISY. M1Q—0—3~; Ragistrar’s No ‘-) ? xe
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers d d tived. If L id belore
. COUN . . . .
' a TY . a. STATE Missouri b. COUNTY deaimlon)
~ b. CITY (1 outaids corpurata limlts, writsa RURAL and give %TA'?EN:EE ’EF' TY {1 cutside corporats limtts, write RUBAL snd give w-_u,;
townahip} {
TOWN St. Louis i " 24& St. Louis
d. FULL NAME OF (if ot in boapital of 1 slve streot addross or location) d. STREET (I ratal, ghve loeation)
HOSPITA )
INSTITOTION ©522a Sullivan Ave. ADDRESS  9522a Sullivan Ave.
36%%!\&&305% a. (First) b, (Middie) c. (Last) 4 Dg'!_'E (Month) (Day) (Year)
(Typeor Piney ~ JEOTEE Henry Streib oearty Nov, 15. 1950
5, SEX 0 6. COLOR OR RACE | 7. mARRIED NEVER MARRIED, ) 8. DATE OF BIRTH 9.:.?E [ ] n,u- n: ::u ID';';: F IOER M MEE
o Hours | “Min,
Male White arried Apr.19. 1879 |

108, USUAL OCCUPATION (Give kind of work
done during most of working lifs, sven if retired)

Boiler worker

105, KIN

D OF BUSINESS[;?ET!!N\; 11. BIRTHPLACE (Btats or forelgn ocuntry) 12, CITIZENOFWHAT

Antonia Mo,

13a. FATHER'S NAME

Jacob Streib

13b. MOTHER'S MAIDEM

Elizabeth

I5. WAS DECEASED EVER IN UJ.S. ARMED FORCES? ’
{Yes, no, ot unknown} | (If yes, sive war or dates of service)

NAME 14. NAME OF nusmn OoR IIFE
ib
17. lNFORMANT s IGNATURE OR NAME ADDRESS

16. SOCIAL SECURITY

No arl A, Torl tin 2919 Greer Ave.
18. CAUSE OF DEATH MED/| CERTIFICATION INTERVAL BETWEEN
| Enter only onecausper | |, DISEASE OR CONDITION _ pl . ONSET AND DEA
line for (s), (b), and (¢) | CIRECTLY LEADINGTO DEATH® () o ot i 2 el S
*This does not mean | ANTECEDENT CAUSES /
the mode of dying, such | Morbld conditions, if ang, Siotng DUE TO (&)
a3 heart failure, axthenin, | rise (o the above catae (a) sdatl
de. It means the diy. | the underlying couse last.
case, Infury, ar ] DUE TO (o)
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS
Conditions contriduting to the death but no?
related to the disease or condition cauring deafh.
19a. DATE OF OPERA- | 190. MAJOR FINDINGS OF OPERATION - 20. AUTOPSY?
TION
ves [ ND D
21a. ACCIDENT " (Bpecily) 21b. PLACE OF INJURY (sg..inorabous | 2tc. (CITY. TOWN, OR TOWNSHIP (COUNTY) (STATE)
SUICIDE bome, [arm. factory. street, office bldg., 4re.)
HOMICIDE
21d. TIME (Month) (Day) (Year) (Hoar) | 2le. INJURY OCCURRED | 2If, HOW DID INJURY OCCUR?
xRy ] " . /
2. I hereby certi that I atiended. tba deceased j’rom / 199 ﬁto _b:dés 19_ that T last saip the deceased
alive on and that death occurred at _g_r;z,g_ 1., from the causes and on the date stated above.
Degree ot titls) /? Zc. DATE SIGNED
N o .
fi?aif v o ;thbétadfz~=—-¢—-/417cf

24;. NAME OF CEMETERY ©R CREMATORY | | 24d, LOCATION (City, town, of county) | 7 &

Calvary Cemetery.-- ~Sta Louis, Ma.
. FUNERAL DIRECTOR'S SIGNATURE ADDRESS

on R Side)

11/17/50

g

WWLA[INLY——USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

——(f}i:rlr
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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 mceceoen

carmsasansrn

working under my personal supervision,

31gned.c.innsurenrrrrrsnersosrnarenas saere
Studlnt Embalmer

Licensed Embalmer No

P, 0. Address XL, / 77%&

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

K this body-is not embalmed, fact should be so stated sbove. T




