THE DIVISION OF HEALTH OF MISSOURI

- ro-se0 l ALEDSEP 8. 1951 . STANDARD CERTIFICATE OF DEATH e riene. 2PCQEA
rBlR‘TH wo.____ . . REG. DIST. m.a_(_o—, PRIMARY REG. DIST. NO. 3 o S Rgg;“yar,.Ng__m,{ ?._3'__“
~1. PLACE OF DEATH 2. USUAL RESIDENGCE (Where deceassd lived. If lnstization; revidence before

. - |l . & COUNTY St m 6’ ”4'[81-5-\5 &?ﬂz—' a. STATE . Bnascui'i b. COUNTY St Icuis .?gmx-l?:ﬂ.

c. LEN(:';TFi OF ¢c. CITY (If outxide oorporats limits, write RURAL anJ give tawaship)

“BhUyEE | W St Leuis 02,09 ?

b. C]TY (If cutside corpurate limits, writs RURAL and give

oy St Lewbe 2 SR LEXR"

d. Frt‘longprli_'ﬁAhtEO%F {f mot ka b = uf o Laatitution, give street ndd or loeation) ASJ{;?RI-IESYS f rural, give location) - /
insTituTion  St.. Jeseph Meapital 2218 Cellege
3I;IEAC'EESOE% i 8. (First) . b. (Middle} e. (Last) . 4 DATE w.- (Mcenth)  (Dsy) (Year)
{Type or Print) WIJ.liam H Krual ' DEATH m 31 1951
5. SEX . 6. COLOR QR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE CF BIRTH 9. AGE (In yoare| I UNDER 1 YEAR | & UNDER u HRS.
me ) c.lé - wiﬂl\fﬂﬂc D (Bpecity) J-m 1 18‘9 last bgﬂh:r) Mnnl.hu] Daye Bou.ﬂ] Min.
lOa USUAL OCCUPAT[ON (Givekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Stats or forelgn country) 12. CITIZEN QF WHAT
orking life, ml:miudl . Factory DUSTRY St Iouis M O Y7
138, FATHER'S NAME e 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
i William Krual - .Dena *ennetherst Dena Krual
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY . mm
(Yea, no, Mknown) (3 voa, give war or dates of service)

4€9-07~9 93k Dens Krual 2218 Cellege St Leuis Mo

MEDICAL CERTIFICATION INTERVAL BETWEEN

ONSET AND DEATH ?

18. CAUSE OF DEATH o
| Enter only onecanseper | 1. DISEASE OR CONDITION
line for (a}, (b}, and (¢} DIRECTLY LEADING TO DEATH(y)

“This dpes notl meen ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if ang, giving DUE TO (b)
ar heart failtire, asthenia, | @ 7ise to the above cause (o) Hating . I .
ee. It means the dis- the underlying cause last.
ease, injury, or complica- - .DUE TP,(C) ) ) ime
tion which caused degth, | 1I. OTHER SIGNIFICANT CONDITIONS ’

. Conditions contribtiting to the death but not
= related Lo the disease or condition causing death

18a. DATE OF OPERA. | 190, MAJOR FINDINGS OF OPERATION ' i " |20 AuTOPSY?

. . «M : L. . “/lo / ves ] no

21a. ACCIDENT Epecity) 21b. PLACEOF INJURY (e.s..norabout | 21c. (CITY,. TOWN,OR TOWNSHIF) = (COUNTY) ... . (STATE)
SUICIDE bome. . factory, street. office bldg..ow.) : :

214. TIME (Month) (Day) (Yea) (Houn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

WURY P2 g o | "Work (] "ATwoRx W T Re .

2. T hereby certify that I attended the deceaséd from 2 19.2( to W 1957/, that I last saw the deceased
alive on > 195/, and that death odflirred al m., from the causes and on the date stated above.

NATUR {Degtoe of title) 23b. ADDRESS 23c, DATE SIGNED
7. b tf 208" bo sl f 7 Chonlly .

URIAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY : | 24d. LOCATION (Clty, to#:—l m'l:m:un.]v')f ?Eme) /

hon, REM?IVALMV) Sept L 551 Priedena * St leuis Me C

| Buria .n.u.c-&ﬁ‘q
! DATE RECD BY LOCAL | REGISTRAR'S SIGNATURE _~ 7 827 €f |z FUMERAL DIRKCTOR 8 SIGNATURE ABOWESS
- ﬂ/{/ S/ 7 F 7V et /Wr .g.;_ ﬁ 42%' i

\PLAINLY-—i-USING TUNFADING BLACK INE—MAKE A PERMANENT RECORD

WRITE,
Q A\

(Licensed Embalmer's Statement on Reverse 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, or by ..

Student Embalmer No.

wotking under my personal supervision.

StUdENt vevrseccsscccscrasrasnstsarsanse P, Sigu’ﬂ,/%ﬂﬁ__/%‘/(

Student Embalmer

Licensed Embalmer No...8&.2.3,2

-

P. 0. Add B

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

If this body is not embalmed, fact should be 30 stated above. e -
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