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THE DIVISION OF HEALTH OF MISSOURI

FILED FEB 16 1951

STANDARD CERTIFICATE OF DEATH

State Flk No...

J X
REG. DIST. NO. 43_& PRIMARY REG, DiISY. Nm Registrar's No. _.1_1.()3. S

*7his does not meaiy | ANTECEDENT CAUSES

/ -

BIRTH NO.
I. PLACE OF DEATH 2. USUAL RESIDENCE (Whers o d lived. If i before
a. COUNTY a. STATE b. COUNTY dapimbon).
, Missouri .
b. CiTY (If outelde corpurate limita, writa RURAL sad give ¢. LENGTH OF ([ “e. CITY (If outeide corporata limits, write BURAL and give towrakip)
OR .- township)| STAY Jin this place) 4 ﬂ
TOwN St. Louis 0 _yrs TOWN g+, Louis
d. FULL NAME OF (¢ not in haapltal or izstitation, glve streot address or lomtion) (I rural, give loeation)
OSPITAL 2 DRBS ‘
WSTITOTION 2830 Potomae 2830 Potomac
3 NAME OF 5. (First) b. (Middle c. (Last) | 4 DATE (Month)  (Dey)  (Year)
{ Twpe or Print) LYDIA M. QHLENDORF .DEATH 2 -3 51
5. SEX - | 6. COLOR OR RACE | 7. MARRIED NEVER MARRIED, B. DATE OF BIRTH . AGE (In yesrs| i OER 1 YAR | o DxDEM M nEs,
4 DOWED DIVORCED (Spacity) § tast birthday) MOMIIII Days | Hourm | Min.
Femele White 0" Never Married | _9-30-188 66 I
10a. USUAL OCCUPATION (Giive kind of work - 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE (8tate or {greien codutey) 12. CITIZEN OF WHAT
done during most of working 1is, evet if retired} - - DUSTRY . - COUNTRY?
Domestic Housevork Washington, Missouri -
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Christ A. Ohlendorf Hannah .Bl A
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY.| 17. INFORMANT® S SIGNATURE OR NMAME ADDRESS
(Yes.no.orunknows} | {If yes. clve war or dates of servics) NO.
No None Nope | 3 ansdovne
18. CAUSE OF DEATH : ' TMEDICAL, CERTIFICATION 1g:s£%vhm
3 EDWONYODBGMM 1. DISEASE OR CONDITION + g TH
Hne for (8), (b), and (¢) DIRECTL.‘I’ kLE:ADING TO DFATH‘“) 1 7 {l,

?

the mode of diing, such
.a# heart failure, asthenda, .
dac. It meons the dis-

Morbid conditions, if cm;r giving DUE TO (b)
rise to the abooe couxe (a) sating ..
" the underlying cause lasg. -

DUE TC (c)

ezre, Infury, or complica.
tion which cotssed degth, | 1. OTHER SIGNIFICANT CONDITIONS °° -

Conditiona contribuling to the death but not
. related to the discase or condition cauting deaﬁ

19a. DATE OF OP'IEIROAINE 9b. MAJOR FINDINGS OF-OPERATION -

20. AUTOPSY?

ves [ wo [J

21a, ACCIDENT (Bpacify) 21b. PLACE OF INJURY (ex..tnorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY), R (STATE) , -
SUICIDE home, [arm, fastory. nrest, offios bidy., 4w} '
HOMICIDE
21d. TIME (Month) {Day} (Yesr} (Hoar) 2le, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? }3
) WHILEAT[—] NOTWHILE A/,,
INJURY = | “work AT WORK

2. I' hereby certify that I attended the deceased from JL
alive on 2 , 192 1 and that death occurred at

193], ¢
105 1

" 19:5_,1_ that I laat saw the dcmsed
m., from !he caises and on the dale slated above.

{Degres or title)

Z3a. SJIGNATUR Y
"’ A -

aNo

ITE. PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

-

| 2. NAME "OF CEMETERY OR CREMATORY

23b. ADDRESS

B0

$Viisa

24a. BURIAL, CREMA- | 24b. DATE 244. LOCATIPN (City, town, ¢r county) ~ O {Btale)
TION, REMOVAL (Specity) .
Burisl £2=5-581 St. Peter' + Cem,- - Yashington _Ma.
DATE REC'D BY LOCAL | REGIST] 'S SIG \-.___ 5 FUMERAL DIRECTOR'S SIGNATURE ADDRESS
FEBS5 1851 Fiszm BEIDERWIEDEN FUNFRAL HOME, 1936 St. Louis
. (Licensed Embalmer’s S ‘onl! Side)




qenad W *d *ag

BTUIOITTBD ZOYE

*W'd § - £ sInoy

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, 0F bY e ecraerrerermeee

———
. s ' S$tudent Embalmer No...... :TT—‘
working under my persona! supervision. . r‘ sescrrsresen
—_— St LI, G 5 o
S31gNEdecsrenrrrrasvasrransasssssteetnnnns e N d &
Student Embalmer Licensed Embalmer No

p. 0. Address L P b LF Ko, D

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,)

Hf this body is not embalmed, fact should be so stated above. . -




