s. Wa. 300 - T THE DIVISION OF HEALTH OF M! :
5. Mo,
v, 10.48 HLEH MAR 7 ig51 STANDARD CERTIFICATE OF DEA” l Stare File No... ()332 .......... -
BIRTH NO. REG. DIST. NO. _3_1& PRIMARY REG. DIST., MO, 2 %f A i, 1003 Rcaufmr;Ng 18.76
1. PLACE OF DEATH ‘ 2 USUAL RESIDENCE (Whew decessed lived, If iatituti wence before
. COUNTY STATE ndduniand
O i & Missouri b. COUNTY ot
b, CITY (It cutide cor lmits, write RURAL and gi c. LENGTH OF ¢. CITY (I sewide corporate Limits, write RURAL and
OR i corBITM .ll e wv'n‘lhip) 5“};’ {IDﬂ:h place) DR ‘:h - cire townabiz) Jﬂj c
TOWN St. Louis By S TOWN St. Louis .
d. FH‘!)JS-P'I!FA{EO%F {If oot in hospital or instisution, cive strect address or locwtion} d'ASDTE‘;RE% (I rural, give location)
INSTITUTION ~ * Lutheran Hospital 2 5973 Soutnwest Ave.
3DNEACNE‘ES%FD ) !3 (Fi.l:sl) b. (Middle} ¢, (Last) 4. DSIT:-E {Month) (Day) (Year)
(Typeor Priney  William A. Krummel peatH Feb. 26 1951
5, SEX 6. COLOR OR RACE [ 7. xiARRv!'EEBB‘EJEECIE RRIED, 8. DATE OF BIRTH 9.:‘GE (In yeurn| IF UNDER | YEAR | o UNDER 14 Hus,
. _ {8peciiy) ~- t hjcthday) |Months| Da H Min,
M ji Harried @ =\ Dec. 29, 1868 82 | P | Been
mg USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS Og_rgdy- 1. BIRTHPLACE (State or forelga country} . IZCSITIZEN OF WHAT
one mopt of working lle, aven if retired) . . UNTRY?
Yt Business™ Feed Merchant St. Louis, Mo.fa
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Henry Krummel.. |Henrietta Josephine Krummel
Ii. WAS DECEASED EVER IN U,S. ARMED FORCES? | 16. SOCIAL SECUREI'C"( 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yew. no. or unkoowa) | (If yes, xive war or dates of service) - s
o) No William Krummel Jr. 5973 Southwest Ave.
18. CAUSE OF DEATH M ICAL CERTIFICATION lgzggilﬁgirgﬁﬂ
. Enter only onecause per 1. DISEASE OR CONDITION . s P ™
ILme for (a), (by. and ¢y | DVRECTLY LEADING TO DEATH" ) [ 222 S ittt 2 ey s

*This does mot mean | ANTECEDENT CAUSES M'//LZE W 7/ Y<ar)
the mode of dying, such Morbid conditions, if any, gicing DUE TO (b} » p/4

s Beart failure, asthenia, rige fo the abore cause (a} uatmn

ete. It means the dis- the underlying couse iast. | - ~ .

case, injury, or complica- DUE T0 (c)
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS™ - ;l:
Conditions conlributing to the death buf not ﬂaﬂzz:c Jo )/"—"(4
related to the disease or condition cusing deafh.
19a. DATE OF OPERA-.| 155. MAJOR FINDINGS OF OPERATION . 20..AUTOPSY?
TION : . :
YES D NO
21a, ACCIDENT " {Speelfy) * 21b. PLACEQF INJURY (e.g..inorabomt | 21¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY) ’ (STATE)
SUICIDE howme, farm, iastory, atrset, office bldr.,eva.)
HOMICIDE
214, TIME tMonth) (Day} (Yeur} (Hour) 2le. INJURY QCCURRED ] 21f. HOW DID INJURY OCCUR?
- O . WHILEAT ] NOT WHILE 0
INJURY WORK AT WORK

2] hwe%zﬁiy tgat I aitended the deceased from 1+ , lo _M'_Z‘_’_ 19{ {, that ! last saw the deceased

'RITE PLAINLY-—USING! UNFADING BI.A_CK INK—MARE A PERMANENT RECORD

ali o }951, nd that death occ‘urfed al Q42 B | from the cayses and on the date stated above. .
0 23a. SﬁTURE / ;5 %Dfé; m}Z[-z ADDRESS 23c. DATE SIGNED
212, BUBAAL, CREMA. | 24b. DATE 26, NAME OF CEMETERY OR CREMATORY 1 240, TION (Clty, town, or eounty) {State)
39 TION;REVPYAL Sovediry My 1, 1951 | Sunset Buriel Park -~ ~ 7|~ n, Mo. -
DATE REC'D BY LOCAL | REGISTRAR'S S|GN 25. FUMERAL DIRECTOR'S SIGNATURE ‘ABORESS
" 'FEB 2 6 19%5% 7— G. doffmeister Colonial Mortuary

(Livensed Embelmer®s Sut'.'?ﬁnl on Heve: dey U7 A -uuurs— Ll e




Dr. Henschel
6200 Hoffmann

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

...... s Student Embalmer No,
working urder my persona! supervision.

Student ssianvsccssaacssnassccennssrsontsnns
S5tudent Embalmer

'E;lbalmer No 2 d jf
P. C. Address 7F}{] fﬁ"“é‘-ﬂ

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

If this body is not embalmed, fact should be 50 stated above.
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