THE DIVISION OF HEALTH OF MISSOURI 394130

ve-00 |EHED DEG 8- 1351 STANDARD CERTIFICATE OF DEATH  suun pieme o .
-BI';TH, m.;_w REG. DIST. NO. _31_8_ PRIMARY REG. DiST. m1003 Registrar's N,_,ﬁ_%g@_%?_ﬂ
’ 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers daceassd lived. II lastitution: rasidence before
a. COUNTY 2. STATE b. COUNTY aduimion).
. J Missouri

b. CITY (If cutcide corpurate mita, write RURAL and give

townablp)

e LENGTH OF || c. CITY (I outside corporste limits, write RURAL and give towseblp, ¥
STAY {ln tbts place) - ™ ’M ?

TOWN  Si, Louin, Mo. ears TOWN  St, Louis
. FULL NAME OF (If not in hoapital or lasthtution, give strest lddn- or loeation) d. REET {11 rarsl, give location)
HOSPITAL GR : DRESS
INSTITUTIGN 1541 Harria Avenue ;i 4541 Harris Avenue
3 NAME or a. (First) b, (Midaie) ¢. (Last) . 4. DATE (Manth)  (Daj) (Year)
(Typeor it} Saundra Jane Henke DEATH  Nove 29, 1951..
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 5. AGE (la years| I OmEN 1 TAR | # wER 0 83
/ WIDOWED, DIVORCED (Spacttr) last birthday) | Monthe , Daye | Hours | Bk,
Female White Single (J | Dece/2/1947 _ |
108. USUAL OCCUPATION (Giiva - 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE :
dona during meost of warking ll(!o. w:n: :dz:lk) h DUSTRY _(h“ or forelga covatey) 0 |Z'Cg{[r]€TER§{?FmT
. St. Louis, Mo. UeBele
13a. FATHER'S NAME ) 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Fred Henke Jr. Rose Mary Houston Single
1S. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 5 S51GNATURE OR NAME ADDRESS
(Yea. 0o, orunknown) | (If yes, elve war or dates of service) NO. .
None Fred Henke Jr. 4541 Harris Avenue
18. CAUSE OF DEATH MEDICAL, CERTIFICATION 'mhmﬁﬂ
| Enter cnly onecsuseper | 1. DISEASE OR CONDITION ~
fine for (8), (b, and (q) | DYRECTLY LEADING TO DEATH® (q) _ Cardraxc M-‘— | dr

*This does not mean | ANTECEDENT CAUSES
the mode of dfing, such | Morbid conditions, if ang, J:lﬂg DUE TO (b)
as heart faflure, gsthenic, | Tiae to the above cause (o) tating . . . . N
the underlying couse lost,

ete. It means the dis- l‘ 3
eaze, infury, or complica- DUE TO' i - WD
tion whick coused death. | ). OTHER SIGNIFICANT CONDITIONS .

Conditions contriduting to the death but not
related to the disease or condition cousing death.

19a. DATE OF OPERA- | 1b. MAIOR FINDINGS OF OPERATION ~ - B - 20. AUTOPSY?
TION -
G-1-51 - At prnetel, o] @
21a. ACCIDENT (Bpectiy} 216, PLACE OF INJURY ta4.. bhoraboady] 2lc. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE home, farm, fastory, stress, offics bldy., e} .
HOMICIDE .
21d. TIME (Month) (Day) {(Ye) (Houws | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

INJURY

") e Loo|
2] hereby certify that I attended the deceased from 11 ~ 2% 1oM4% 4o 1|~ 29 1987, that I last saw the deceased
aliveon _11- *& 1981 | and that death occurred 2t 103004 ,,. , from the causes and on the date staled above.

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

233, SIGNATURE {Degros or title) | 23b. ADDRESS 3. DATE SIGNED
HC Do lkia, w0 | Bsammed A 1308

*noub g ERMT 6‘\}'.&1. CREMA 24b, DATE 24c. NAME OF CEMETERY OR CREMATORY- | 24d. LOCATION (Otty, wﬁ,or tounty) - (Btate) -
Remova)l a' 12/1/1951 Elwood Indiana Cemetery Elwood , Indiana

DATE REC'D BY LOCA G REGISTRAR'S SIGNATURE Via Rail 25. FUNERAL DIRECTOR'S BIGNATURE ADDRESS
NOV 3 01951 i Max boy & [ath Hermenn & Son Ince 2161 F, Fair Ave,

- (L d Embsimer’s § on Reverse Side}




H

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, 0 by ericoeereen

.......................................................... . ety Student Embalmer Mo. v

working under my personal supervision,

Student coveneannaas e avassteesiencennnonen Signed %"h _%

Student Embalmar

- . \ Licenzed Embalmer l\éo
‘ P. O. Address._.ﬁ%..

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

If this boady is not embalmed, fact should be s6 stated above.




