r“ FILED MAY 24 1957 (S DIVISON OF HEALTH OF MISSOURI 18821

o, 300
A STANDARD CERTIFICATE OF DEATH State File No....
T } . Re
I BIRTH W, REG. DIST. NO. ,ﬂL PRIMARY REG. DIST, uo.zQé_L Regittrar's No 02,_2 L)
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers d d tived. If iostitution: resld bators
a. COUNTY a. STATE b. COUNTY adaismlon).
5t Louls Mn 8¢t Leuis
e () b. Col‘rr“( (I onteids torpurste Umits, write RURAL and give g:rALYENGTH OF <. CITY {If outide oorporate limtte, write RORAL und cive wn-.up)
AV - townahiy) (is this placed{]
Wy TOWN cfdsylem 16days 2450 Overland ﬁf?
N E d. FULL NAME OF {If oot in hospital or inmlation. give street address or loeation) d. STREET (If rursl, ghva location) j
o HOSPITAL O ADDRESS
b2 INSTTTUTION St Leuis Co Hosp 9003 Windom
B0 NAMEGF ™ o (Fimy) b. (Madle) -y 4DME  (Math) (Dan) (Yew)
F ( Type or Prini) Anna M Ernst fe DEATH  May 16 1951
E 5. SEX - / 6. COLOR OR RACE | 7. MAR%EB. NlE\\frga MARRIED.,( 8. DATE OF BIRTH'T, 9, :.?Ekiﬂ;?" l:'o:::l‘sbﬁ ¥ PO o K
T N (] H H. Min.
N Female .| White wilowed A | July 118745 | 76 l | e
| § 102. USUAL OCCUPATION (Glwekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State of forolyn countryl / 12. CITIZEN OF WHAT
‘ = dons during mmol'wkku Ute, even if retired) DUSTRY T COUNTRY?
K Nurse - Praetiesal I Ind. USA
‘ @ty fli3e. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
4 b o George Webor | Marths Themas
I5: WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY 17. INFORMANT'S S51GNATURE OR NME ADDRESS
(Yes'no,or unknown} | (If yes, give war or dates of servios)
No 9003 W:

II18. CAUSE OF DEATH M DICAL CERTIFICATION lmmil.um
| Enter only cnsmuseper | 1. DISEASE OR CONDITION W
line for (a), (b), uad () | DIRECTLY LEADINGTO DEATH®(5) 0f g

*This does not mean | ANTECEDENT CAUSES

the mods of dying, such | Morbid conditions, if any, giring DUE TO (b}
s heart faflure, asthenia, | - rite to the above cause (o) Hating
de. It means the dis- the :.mderlying coguse laxt.

G UNFADING BLACK INE—MAKE"A

case, infury, or compli DUE TO.(c)
tion which coused death, | 11. OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death but not
- related to the disease or cmdman couting deaih. .
18a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION ) ' 20, AUTOPSY?
TION . o \ "\ | X o
. ves Xl wo [J
21a. ACCIDENT {Bpecity) 21b, PLACE OF INJURY ts.g.. inorabout | 21c. {CITY. TOWN, OR TOWNSHIP) - {COUNTY) R (STATE)
SUICIDE "+ | bomw,farm,fastory, sureet, olfice bldg.. #xa) : i

HOMICIDE il
21d. TIME (Month) (Dur) ‘.':(Y-t) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
n WHILE AT NOT WHILE

INJURY m, WORK AT WORK

2, [ hereby certify that I attended the decegsed from _,LQ.:?_ 1 ta Tl ID..':.Z that T last saw the deceased
alipeon S -/&_, 198/, and that,death occurred at _9_{_3 m., from the causes and on the date siated above.
[7] (Degreoe ot title) . | 23b. ADD%E 23c. DATE SIGNED

e 20 A0l S Bae S48

'MAYWIAL. CREMA- | 24b. DATE 24c, KAME OF CEMETERY OR CREMATORY oI county) (State)

244, LOCATION (City,

WRITE PLAINLY—USIN
g

o 7. May 18 195 ke Charles 8% Louls }e -
DATE REC'D BY LCF’?AEGL ISTRAR'S SIGNATURE 25. FUNERAL DIRECTOR'S SIGNATUR ADDRE §3
S -57 ZM@ Ortmann F Mome 9222 Lackland Overland Me

(Licensed Embalmer's Statement on Reverss Side)
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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, 0r by — e

........ ,
Student Embalmer NO.o.vewussasnonsan

Signed W @Mww()

Licensed Embalmer NoaJd ‘f 7J7/

working under my personal supervision.
LT T re
. Student Embalimer .
P. O. Address
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN H.ANDWRITING (Failure to cumply with
the above constitutes grounds for revocation of license.) . ]
I this body ia not emb?‘!meg’ dact should be so stated above. - 7 * .. B o




