N OF HEALTH OF MISSOURI '
THE DIVISION O r;(_)g G

. No, 300
FHEDDEC 15 STANDARD CERTIFICATE OF DEATH State Fite No...
R Hol 18 1003
BIRTH MO, .~ REG. DIST. NO. i__ PRIMARY REG. DIST. MO, Registrar's No :ﬁ 97’?F‘1
1. PLACE OF DEATH : 2. USUAL RESIDENCE (Where, decansed lived. If instituticn: residence before
D a. COUNTY a. STATE b. COUNTY admission}.
Missouri
B, CITY (I outelde corporate liroita, write RURAL snd give ¢. LENGTH OF ¢. CITY (If cutslde corporate’ limits, writs RURAL and give township)
OR a township) [ STAY (in this place)) OR / M
town St., Louls, Missouri 4N 3t. Louils
d. FH&%P{"'PAMEOOF (1 oot in hospital or fnstitution, give streot sddrems or location) Id AsérDRREEETSS (If rursl, give iucation) /
INSTITUTION  St.” Louis “ity Hospital #1 3649 Sullivan Avenue
3 NAMEOF = a (Firs) g b. (Middle) c. (Last) 4. OATE (Moath)  (Day)  (Yean)
{ Twype or Print) CHARLF‘.. HEIES DEATH DEC. 3, 1951
5. SEX 6. COLOR OR RACE | 7. MARRIED NEVER MARRIED, 8. DATE OF BIRTH ¥ | 9, AGE (In yeats| If UNDER | YZAR | ¥ UNDER % HR3.
WIDOWED, DIVORCED (Bpadiy) : last birthday) Menuu' Days | Hours | Min.
Male U | White Fingle 0" |_Jan.27,1866 85 | |
10a. USUAL OCCUPATION (Giveklnd of work | 10p, KIND OF BUSINESS OR IN- 11. BIRTHPLACE (Btate or forelgn oountrr} 12, CITIZEN QF WHAT
dotw d mont of working lifs, svsn if retired) DUSTRY COUNTRY?
borer City Hoapital Ste. Louis, Mo. o U.S.h.
13a. FATHER'S NAME 13b. MOTHER"S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
George Weiss | Kethering Hausee | Single
Igr WAS DEE];EASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECUR};B( 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
'8, D, OT nown) | (H yem, xive war ot dates of servica) .
None | 500-34=8039 | Mr Charles Steimmeyer, 8677 Oriole Ave.
MEDICAL CERTIFICATI INTERVAL HEYWEEN
18. CAUSE OF DEATH ON Oy A e TAeEEn

I, DISEASE OR CONDITION
- ter only anecate per | Ty p CTLY LEADING TO DEATHE )

line for (8}, (b), and (¢)

*This does nat mean ANTECEDENT CAUSES
the mode of dying, such | Morbid eonditions, if any, iving DUE TO (b} -‘ 3 L‘"
ar heart faflure, esthenia, | Tire to the above cause (a) stating

ete. It means the dig. | e underiying cause lost.
ease, infury, or complica- DUE TO (¢}

tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS -
Conditions contributing to the death but not ( ; . ¢ l ; ,I; ( |2 ,é'e ‘2 C
reloted to the disreare or condition causing death.
19a. DATE OF OPFE)APJ 195, M R F DINGS:YERATION 20. AUTOPSY?
1-1-5] ol s O w3

21a. ACCIDENT {Bpweity) 2ib. PLACEOF INMIRY to.g.. fnoraboms | 210, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
ﬂgﬁIEIEDE bome, farm, fastory. strast. office blds.. 60 .

21d. TIME {Month) (Day) (Year) (Hoor) 21e. INJURY OCCURRED { 2H. HOW DID INJURY CCCUR? é / 0
iy T | s - /
22, I hereby cerlify that I altended the deceased from __10=15=51 19 o 12=3=51 , 19 , that I last saw the deceased
alive on1&3:5]_ 19, and that death occurred al 5-_2,Q_A m., from the causes and on the date slated above.
23a. SIGNATURE (Degree or title) | 23b. ADDRESS C L 23:. DATE SIGNED
- MDYV . 1515 Lafayette Avenue 12-3-51
# BI%'ERIO!'OAVLALCREMA. Zﬁb. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, town, or cotnty} (Gtate}
(Bmd.l‘rl
%mov 12/5/1951. | St. Peters Cemetery Hillsdale, Mo

WRITE PLAINLY—TUSING UNFADING BLACK INK—MAEE A PERMANENT RECORD

REGI

VT

SIGHATU «, 25 FUNERAL DIRECTOR'S SIGMATURE - .  ADDRERS
K/M A ) Math Fermann & Son,Inc. 2161 East Fair Ave.

(Licensed Embselimer’s Sutemen! on Reverse Side)




- ’.-. e as

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this ccrtlfgcate was embalmed by me, or by_.__ eeeessmsnen

- . Studont Embulmer No.
working under my personal supervision. % 4 %
Student ..... enarsesrearanns Ceeeeteareenye Signed...- 4 Eé .......
Student Embalmer N - X 7

. ) . Licensed Emba .

%ﬂ%. 7
P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDW
the above constitutes grounds for revocation of license,)

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

. (Failure to comply with




