THE DIVISION OF HEALTH OF MISSOURI

22. I hereby certify that I atlended the deceased j’romADLil_lé_q IBJ.;.l, to Ang‘_2_7_,_, 195_1_, that I. last saw the deceased

) and that death occurred a0 LOP m., from the causes and on the date stated above.

. ( ¥ Litls) Jz:na. ADDRESS |23c. DATE SIGNED
: %m 508 N. Grand Blvd . _ 8/28/51,
24a. BURIA 24b. DATE _ NAME'OF CEMETERY OR CREMATORY | 240. LOCATION (Oity, town, of county) . (State)

Cl A-
%igglom ' 8/30/51 Valhalla Cemetery | 8t. Louis Co.; Migsouri

LS Ay =TS . Civtn 7. Toute, 4855 Havural Bridge BLvi.

o Enkaloars S om Rewe S

alive

DN

‘S. Mo . 300
“ v | HEDSEP. 131957 STANDARD CERTIFICATE OF DEATH s pie o 2R234.
’ 'BIRTH RO, REG. DIST. NO. ,___3_1§ PRIMARY REC. DIST. no._lm_a Regisirar's No.... '?6 3
f. PLACE OF DEATH 2. USUAL. RESIDENCE (Where d od lived.' 1f : id befare
. COUNTY . STATE “ b. dunissd
& J a Miaeouri b') COUNTY adinimion).
.b. C(l)TRY {1l ogteide corpurate Limits, write RURAL sod give ‘cjrAI:{ENGTH OF c. C{)Tg (If autside corporate limita, write RURAL and rive township)
townahip) {ln this place)|
5 TOWN St., Louls 10vr.Lkmo . |y Town  Saint Louis 27 2 ?
d. FULL NAME OF (1f not in hospital or institution, give strect addres or loeation) d. STREET (It rars!, give loextion)
(] HOSPITAL OR ADDRESS a
| o iNsTITUTIoN  Masonic Home Hospital 5351 Delmar Blvd,
| =
B = NAME OF ™ a. (Fish) b. (Middle) o (Last) _ COATE  (Mow®) (Dap  (Yew
B || (Twpeor Print) Emma —_— Floerke DEATH Aungust 27, 1951
é 5. SEX / | 6. COLOR OR RACE | 7. M%RV!'EB EIE‘}ISR I'insRR!ED. 8. DATE OF BIRTH 9. ln:..GE {lo yssr» xg UNDER 1 YEAR | o peOER b HEs,
b . {Bpacily) t birthday) ooths| Days | Hours | Min.
. F White Never mrried ¢/ (Oct. 12, 1873 ‘| 77 l l
21 10a. USUAL OCCUPATION (Giveklndof work | 10b. KIND OF BUSINESS OR IN- | 11. BERTHPLACE (State or forego couatry) 12, CITIZEN OF WHAT
21 doneduring most of working Life, evan if retirsd) DUSTRY COUNTRY?
K ker None St. Louis, Missouric” U,S,
< 13a. FATHER'S NAME ’ 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSEBAND OR WIFE
Q Herman Floerke | Minnie Obenhaus none
% 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. 1 ORMANT'S § TURE OR NAME ADDRESS
- (Yes, 8o, 0t unknown) | (If yes, wive war or dates of servion) NOAJ L
b TiI0 ————e ——— Umm S Supt..
| 18, CAUSE OF DEATH ~ MEDIGAL CERTIFICATION mggwh BETE\:EEN
2 || Enteronly oneeauseper | 1. DISEASE OR CONDITION AND DEATH
Z Jine for (a), (b}, and () | PVRECTLY LEADING TO DEATH®(y) Cerehral Hemorrhage L days
£ “This does not mean ANTECEDENT CAUSES
2 the mode of dying, such | Morhid conditions, if.any, glring DUE TO (0) Hypertens ion 10 days
o ri ||.o2heartfallure, axthenia, | rise to the above cauae (o) sating )
= ete. It meons the ‘dis- the underlying cause last.
o case, infury, or complica- DUE TO () _
= tion which caused death. | 11, QTHER SIGNIFICANT CONDITIONS -
= Chnditions contriduting to the death but ot
9 reloted to the disease or condition causing death,
[ 19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION - Lo . T} 20 AUTOPSY?
. TION ’ E
= YES D NO
o 21a. ACCIDENT {Bpacify) 21b. PLACE OF INJURY te.g..inerabout | 21c. {CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
h SUICIDE homae, farm, factory, srest. offos bldg..e10.) . e
] HOMICIDE No
g 21d. TIME (Moath) (Day) (Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
OF A LT WHILE AT[—] NOT WHILE
] INJURY . - 4o | work AT WORK .
<
4
-
<
P
[+9
g




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 o

.............................................. JRSTS N Student Embelasr No,

working urider my persona!l supervision,

StUdent vevesnn. e asreinracnraranaes ceeres Signed......... ] “6.76—— QQ—'—\_..)_

Student Embalmer
' Licensed Embalmer No.... ws‘_ ............................

P. . Addreas....-SJ,[ .._MJ_. .....

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER it his OWN HANDWRI’I‘ING (Faxlure to comply with
the above consmutea grounds for revocation of license.) . o

If thu body is not cmbalmed. fact should be so stated above. ' : - ' X o




