. 5. Mo, 300

LY.

10.48

WRITE PLAINLY—USING

3

UNFADING BLACK INE—MAKE A PERMANENT RECORD

ALED My 1-

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

8 PRIMARY REG. DIST. no_1003

1952

14363
3645

‘State File No

line for (s), (b}, and (¢} DIRECTLY LEADING TO DEATH® ()

ANTECEDENT CAUSES

Morbid conditions, if any, giving DUE TO (b)
_rise to the above couse {a) fng

*"This does not mean
the mode of diing, stich
a# beard follure, asthenis,

' BIRTH NO. REG. DIST. NO. Regisirar's No
I. PLACE OF DEATH 2. USUAL RESIDENCE (Wbes o d lved. 1f § " bafore
a. COUNTY -a. STATE 1‘10 b. COUNTY adinisloat,
L ]
b. CITY (X outside corpurate Umits, writa RURAL and give c. LENGTH OF . CITY (If outalde sarporsts Limits, write RURAL snd cive mn.um
townabip)| STAY (lo thia place) él
Town 3St., Louis TowN St, Louls 2.7
. FULL NAME QF (If not in hoapital or inatitution, cive strect sddress or location) d. STREET (I rum), sive location} J
HOSPITA! - DRESS
INSTITUTION 5300 Walsh St. /gz 5309 VWalsh St.
a 35%%5 s(:':nEFI'J 8. (First) b. (Middle) e, (Last) 4 Ds;g (Month) (Day) (Year)
{Tepeor Print)  WILYL.T AM Je HENCKT DEATH Apr. 16 1952
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE COF BIRTH . AGE (Io yesra| & txogk 3 YEAR | # DOER 1 uRs.
WIDOWED, DIVORCED (Bpecliy)~ hl‘al?ﬂu) M:nmh., Days | Hours | Min.
Male tihite Widowsr Feb, 13,1887 |
10a. USUAL OCCUPATION (Clive kind of work | 10b. KIND OF BUSINESS OR [N- | 11. BIRTHPLACE (Btate or forelgn conntry) 12. CITIZEN OF WHAT
done during most of working 1ifa, even if retired} DUSTRY / COUNTRY?
Officer of Marx-Hass Clokhing Co. Pocahontas, Ark.
138. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
John Hancks |#Margaret Bolsiere | Late Laura }Mae Hencke
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yas.n0,0runknown) | (I yes, wive war or dates of service) RO, 3 P
No Mrs, Taresa Doarner 5309 Walsh 3t.
18. CAUSE OF DEATH MEDICAL CERTIFICATION . INTERVAL BETWEEN
Enter only cnecaussper | [, DISEASE OR CONDITION . - . ONSET AND DEATH

MZ#..

:LﬂaL.D«uu4L.;;guLL4_

: I imome ik " the underlying couse lost. - < - -
de. It means the dis- (3! ’ £ é
case, infury, or complica- DUE TO (G) Mg . W‘-‘.& TUD,
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS ~ -
Conditions contribuling £ the death bud not
related to the disease or condition causing deafh.
19a. DATE 0F»0P_F|Roﬂri “18b.~-MAJOR FINDINGS OF OPERATION . M ' LT A 20. AUTOPSY?T
| ves [J w (B,
21a. ACCIDENT {Bpacily) 21b, PLACE OF INJURY (e.g..lnorabout | 21c. (CITY, TDWN OR TOWNSHIP) (COUN'FI') (STATF)
SUICIDE homs, farm, [actory, street, offics bldg..e10.) T LI R
HOMICIDE
21d. TIME (Momth) {Day) (Yest) (Hoo) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
- WI’"LEAT NOTWHILE
IRJURY WORK AT WORK L Tt e ﬁJ‘ M

1950, 10 Gpr - [ 19.L1=-¢hat T last saw the deceased

22, I hereby certi y.that I qttended the deceased from Fal-. to
elive 19__);-and tha! death occurred aﬁ_.j_g.p

: m., from the couses and on the dale stated above.

RE - i (Dea'rw ortitle) | 23b. ADDRESS , ATE IGNED
- OCMD. | - A0 Olwe « - - . 1 %%7/52
BURKAL CREWA Zib. DATE l z? NAME OF CEMETERY OR CREMATORY _ | 24d. LOCATION (City, town, of county) -. - (5iate):
25N, REMOVAL (5o WATORY .| e 0
Burisl - |Apr.19,1952 alvary Cemetary. St. Louis, Mo,
DATE REC'D By 25. FUMERAL nin:cron'ls S1GNATURE ADDRESS
APR 17 M4 |Krisgshauser 4228 S.Kingshighway Bl

(Licensed Embalmer’s Statement on Rewerse Side)



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, ot by e .

______ . Student Embalmer Mo,

working under my personal supervision.

SEUAONE neerrmenerrunnrraaeeeens swué%/fﬁ %Mm
Student Embalmer - .

Licensed Embalmer No.... 2.2 2.2

o
P. 0. Address :

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

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




