THE DIVISION OF HEALTH OF MISSOURI : e :
Jo<8L

No.30D ||
e [LEDNOY g 1g5, STANDARD CERTIFICATE OF DEATH Shte Bl N, DA
~
allu’n NO.____ REG. DIST. NO. d ! 8 PREMARY REG. DIST. m‘lﬂ.az_. Registrar’s Ng. ... .93”1?
1. PLACE OF DEATH : 2. USUAL RESIDENCE (Wbere decossed lived. If institation: residence before
D a. COUNTY a. STATE b. COUNTY adnimion).
: Missouri
b. CITY (If cuteid Umita, writse RURAL nnd . LENGTH OF . CITY (If outaid lrnite, write RURAL -
guieidy sorpomte fmlta, write e w':r'n.nblb) g‘l‘AY (in this place) ¢ OR cuttide corporate Hertta W R ol 2 vw ?
TOWN St.Louls 3 days TQ
d. FHIO_%P?{IJ_\T—E OF (If not In ho-piu.l or fastitution, give sireot address or locatlon) ADDREES (If rural, give tocation) D
INSTITOTION De Faul Hospital 23195 Warren St
BSJEI(\:!\&ESOEF[" .8 (First) . b. (Middle) ¢. (Last} . F3 DSF {Month) (Day) (Year)
{ Twpe or Print) Rartha E. Elo DEA ber 22 1951
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (n years| I¥ Unofm 1 TRAR | & UNDER 2 b,
/ WIDOWED, DIVORCED (Bpacify) Laat birthday) Mont-hl, Days | Hours | Min.
Female/ | White Single L/ Pecembar 19 1872 78 I
10a. USUAL QCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR _IN- | 11. BIRTHPLACE (Btate or foreign ocuntry) 12. CITIZENQF WHAT
donas during most of working life, evan if retired) M DUSTRY D COUNTRY?
None oVE 8t .Louis Mo U.5.A.
13a. FATHER'S NAME - 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Frederick W.Kjopterkeyer | Loulse Niermenn Non & ‘
I5. WAS DECEASED EVER IN ¥.5. ARMED FORCES? | 16. SCCIAL SECURITY | 17. INFORMANT'S SIGNATURE AM DRESS
(Yu.no.oruonknown) (If yem, give war or dates of l.;rvkn) U'\/ KNO \Aft\/ NO. Znga ﬁarren #
18. CAUSE OF DEATH MEDICAL CERTIFICATION : - INTERVAL BETWEEN

M & ONSET AND DEATH
. Enter only onecauseper | [. DISEASE OR CONDITION . ML W
Jine for (s), (b, and (¢) | CVRECTLY LEADING TO DEATH® (5)
)

“This does mot meun | ANTECEDENT CAUSES . W ¢ 7.
the mode of dying, such | Morbid conditions, if any, giving DUE TO (B}
as heart fallure, asthenia, | rise {o the above cavse (o) stating / /'
the underiping cauar lost.

ete. It means the dis-
ease, infury, of complica- GUE TO () .
tion which caused death. | 11, OTHER SIGNIFICANT CONDITIONS -

Cunditions contributing to the death but not *
related to the dizease or condition causing death.

19a. DATE OF QPERA- | 195, MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
TION . ' .
N _—— ves L] wo [ "
21s. ACCIDENT {Bpecity) 21b. PLACEOF INJURY (a.&..lnorabout | 21¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE)
SUICIDE . boma, farm, tastory, sureet, offios bldx. . ete} o
HOMICIDE At
21d. TIME (Month) (Day) (Year) ({(Hour) 2le. INJURY OCCURRED | 21f. HOW DID [NJURY OCCUR? )
OF WHILEAT[—] NOT WHILE
INJURY = | WoRK AT WORK

— £ 7
2. I hereby certify thg I attended the deceased from I%ﬂ_ Ao L 19# that I last saw ihe deceased

alive on , 19_C1., and that death occurred atbf.! rom the couses and on the date stated above.

23 SIGNATURE of uue) 23, ADDIEEE - | Be. DATESIGNED
QU&MM l}\/;ﬂ»fﬂw7 yxs

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

BURIAL, CREMA- | 24b, DATE 24c. NAME CF CEMEI'ERY OR CREMATORY 24d. LOCATIQN (Clty, town, or county) (State)
TION. REMOVAL (Bﬂl‘y
Bemoval £ l10ct 24 1951 | Zion Cemete St.Louls Co Mo -

DATE D BY %L R'S SIGNATHRE M"’ 25. FUNERAL DIiRECTOR' 3 81 GMATURK T
N 1 25 “W Calvin F Feutz 4828 Nat Bridge Blvd

on Reverse Side)

= 1r‘r.f'




TS
i

B2
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, 0f by aoeceeeeee —
working under my personal supervision. Student Embalmer No........uevn..... tevereann
- ]
Signed... ﬁ-ﬂﬁ-‘,‘/ a - W’W
STgned..cssrnces e aseseenenna reurvsan cire T e tom %, . é
Student Embaimer ST Licensed Embalmer No L//AV

P. O. Addrus%ﬂi"a:;ﬂ/%

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

xg\:lm body is not’ embalmed, fact should be so stated above.
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-




