USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

WRITE PLAINLY

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH 0 4 —ciue i s 18796

APR 25 1952

" BLRTH NO. REG. DIST. NO. _\B_ipﬂlﬂ.ﬂ“’ REG. DIST. m.m Regittrar's No, /0 \3 .3
1. PLACE, OF DEATH 2. USUAL RESIDENCE (Wbers ¢ d* lived. - 11 ioetitol id bafors
a. COUNTY a. STATE ., Coul aduizdon).
Ste Laui=x Migsouri St ouln

b. CITY (3 outsids corpurate limits, R
OR )
TOWN \ 1 Hr
d. FULL N (If ot in hospital or instl B,

c. LENGTH OF
STAY (in this place)

CITY (If outdde gorporate limits, write RURAL and ;h. townahip)

(t"rgwu Barkeley City 447/

ion. give streot sddress or looation) || d. STREET {1 rural, stve locatlon)
HOSPITAL OR ADDRESS /
INSTITUTION 51 Halan Ave,
3. NAME OF a. (First) b, (Middle) e (Last) 4 DATE  (Month) (Ddy) (Yean)
(Typeer Print) M4 1A pad L, Siegrist DEATH Anppd] 17,1952
5, SEX 6. COLOR CR RACE | 7. MARRIED, NEVER MARRIED, B.-DATE OF BIRTH 9. AGE {In years| * UNDER 1| TEAR | O DODMR M HES.
WIDOWED, DIVORCED. (Bpecify) last. birihdaz) Momhl Dars nm.l Min
W Now, 7 1928 26
102, USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- | T). BIRTHPLACE (Btate or foreign sountry) a 12 CITIZENDF WHAT
dnmdnrhxnmdwﬂuu!c.-mitnd:d) DUSTRY NTRY7
Fantory “orker | Emmersen Electriec Mqssouri U,5.A,
138.- FATHER' S NAME 130 MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Jaffarsen Cates 1 Ms312e Yarb

Divoreed

I5. WAS DECEASED EVER'IN U.S.ARMED FORCEST | 16. SOCIAL SECURITY | 7. INFORMANT 5 SIGNATURE OR NAME ADDRESS
‘o8, DO, or unknown) . sive war or dates of service)
o Riw 91 26 6264 | Bubert Cates 3633 St, Bridget La.
18. CAUSE OF DEATH : MEDICAL CERTIFICATION ltﬁisn“ilﬁm
1. DISEASE OR CONDITION
f::::fg“t’;:“:::'zg DIRECTLY LEADING TO DEATH*(,y _ASPhyxiation from drowming- _]umped
—_— NTEC from rowboat when water began coming - in
“This daes ool s | ANTECEDENT CROSES one end of the boat at Spani sh
the mode of dging, such Mmmmmdb‘(gm, if g;ng g{ngng DUE TO (b}
X Beart fatlure, asth | rise to the above couxe (a) stating . E -
o heortfalure, amhenta, | e underlging couse lost. Lake. : . -] -
case, injury, er complica- _ _ DUE '!‘0 (c) . , - .
lign whick eaused death. | 11. OTHER SIGNIFICANT CONDITIONS * ' '
Conditions contribuling to the deaih bul not
related to the diaease or condition causing death.
190, DATE OF OPERA. | 13b. MAIOR FINDINGS OF OPERATION - ? _,/y f . 20. AUTOPSY?
_ #50 5 / ves [ 1 wo [
21a. ACCIDENT (Bpectty) 21b. PLACE OF INJURY (e.g..in orabout | Zic. (CITY, TOWN, OR TOWNSHIP) (STATE)
SUICIDE R bome, farm. In L wtroet, offion hildg. s .
HOMICIDE  Accident Lake Spanish Lake St . Louls Mo,
2. TME (Mot Ow) (Ten Glow | 2le. INJURY OCCURRED 211, HOW DID INJURY OCCUR? Jumpedc from rowboas
INURY  4/17/52 73154 = |"wemt L] Wwork K11 when water came in one end of boat.

2. reby certify that I aitended the deceased from
alige on , and that death oceurred af

, 18 , lo , 19 , that I last gaw the deceased
m., from the causes and on the date slaied above.

D

R,

23p, ADDRESS Zi. DATE SIGNED

Clayton, Mo, 4/18/52

{Degree or title)
Coronern

24a. BURIAL CREM -1| 24b. DATI

J

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE

Y- 1¢- 52

24z. NAME OF CEMETERY OR CREMATORY

24d. LOCATION (City, town, or county) - {Btute)

r::_Doninhl.n.___Me..__

3 FUIE.I_!AI. DIREC'I.'OR s SIGIATUR[/{;/ ADDRESS

7, P /‘%y/
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STATEMENT BY LICENSED EMBALMER

I hereby certiiy that the body whose name is recorded on the reverse side of this certificate was embalmed by me, of by wrocirsvieene

Student Embalmer Mo.

. Student ..iasena sesarassneres I o Lo 2l o o
Student Embalmer f
Embalmer N033 OL

Licenzed Embalmer No. .ol of & @l

P. O. Addressz.md.da? ?’ﬂ' %4..-..‘

working under my persona! supervision.

Note: The above MUST BE SIGMED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)
Jf this body is not embalmed, fact should be so stated abave.
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