THE DIVBION OF HEALTR OF MISSOURI

. No.300 DR Y
e | THEDSEP 99 195 STANDARD CERTIFICATE OF DEATH D o 1 N AT A
: N\, iy - - :
gl aanH'fno. REG. DIST. NO. d).b— PRIMARY REG. DI5ST. NO-A—..UUQ' Registrar's No..........._?..g.til.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where d d ilved. 1f lastitgtion: resldonce befors
0 a. COUNTY a. STATE Missouri b. COUNTY adicimlon).
b, CITY (If outside eorpursts Limits, write RURAL and glve c. LENGTH OF (I cutside corporste limits, write RURAL and give townshin)
OR 3 : township)| STAY tin this plare) 4 S . Af 9’?
a TOWN t. Louis 1 mont TOWN $. Louis ,ﬂ
= d. FULL NAME OF (If oot in hoapital or lostitation, give streat address oz looation) d. STREET (If rurs!, glve loestion)
o HOSPITAL OR ADDRESS - d
o instrrution  DePaul Hospital 1045 Wall St.
5] -
m \ 3DNEAC%§S‘)EFD a. (First) . b. (Middie) c. (Last}) 4, Dé;l,:E (Month) {Dey) (Year)
e (Typeor Print)  Harbert M. Rau oEATH September 5, 1951.
ﬁ 5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH #71 9. AGE (In yenra| IF UHOIR | TEAR | O UNDER & ns.
= . WIDOWED, DIVORCED J(Bpecify) Iaat birthday) Mnnuu' Days | Hoursa | Mia,
; male B white married Dec, 8, 1896 '
- " 10a, USUAL OCCUPATION (Givekind of work | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (8 forsign 3
' g dooe during n::md working life, even if m::) ° DUSTRY tate or conntrn) 0 12 CITIZIEQE(?F WHAT
K Retired St. Louis, Missouri. oS A.
< 13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
5 George Ran Louise Wolff Mrs. Anna M, Reu
% 15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
< (Y. 80, or unknown) | (I{ ym. sive war or dates of serviow) NO,
s no Mrs. Anna M, Rau 1045 Wall St.
I 18, CAUSE OF DEATH MEDICAL CERTIFICATION f INTERVAL BETWEEN
2 || Eteronlyoneceumper | I DISEASE OR CONDITION ONSET AND DEATH
Z Jine for (a), (b), and () | DIRECTLY LEADING TO DEATH" 5
é *This does nat mean’ ANTECEDENT CAUSES
the mode of dging, such | Adorbid conditions, if any, gising DUE TO (b)
3 o heart faflure, axthenia, rise to the above couse (a) stoting
* 8 et It meons the dise | ¢ She underlying couse lost. - -
‘ o case, fnjury, or complica- DUE TOC (c)
: P tion which caused death. | 11, OTHER SIGNIFICANT CONDITIONS
= Conditions comtributing to the death bul ot
a related to the dlsease or condition cotsing death,
[ 19a. DATE GF OPERA-.] 15b. MAJOR FINDINGS OF OPERATION . . 2. AUTOPSY?
= TION ) ) O / .3 O : ]
g ves [ wo [
o 21a, ACCIDENT {Bpecify) 21b. PLACEOF INJURY (o Inorabost | 21c. (CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)
. h SUICIDE bome, farm, fagtory, street, office bldy..ete.) )
f: HOMICIDE ' ’
g “|f21d. TIME  § Mcats) “Day) * (Tew) (Houwn | 218! INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? Nl
N ) v ey . : "y
Ol I AN N
Ll N s 3 — ) 4
g 22.-I*hereby ceriify that I attended the deceased from Lﬁﬂl/ , bo 7- 5 . I&ﬂ, that I last sew the deceased
ﬁ alive on e , 1 , and that death occurred at = m., from the couses and on the dale stated gbove.
e H A ALABRY (Degroe or title) | 23b. ADDRESS 23c. DATE SIGNED
. Wa s\
: a,jzf_,m-cﬂ D 3720 TVa s\ waton
i E 24« BURIAL, CREMA. b. DATE 4c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION YCity, town, or county) (State)
TION, EEMOWLL (Epeclty) . .
g urialt) | 9-8-51. Calvarv Cemetery St. Lonis, Misgsouri. -
et DATE RECD BY Lo%% REGISTRR'S SIGNATUR . %{l’ 25. FUNERAL DIRECTOR"S SIGNATURE ADDRESS
X SEPG 1957 2",‘/ flath Hermann & Son, Inc. 2161 E. Fair Ave.
[ 4

¥ (Ticensed Embalmer’s Statement on Reverse Side}




mE,

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 Embalimer No.

ot e st P, W mf

Student Embalmer ~ e .
' o Lxcenaed Embalmcr No {3 Y 8/
P. O. Address V-/ : Iﬁw

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 bt;dy is not embalmed, fact should be so stated above.

working under my persona! supervision.

- . - . .




