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. N, 300 mLED JUL 2- 1952

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

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. 318 PRIMARY REG. DIST. NQ. 7 =7 7%

~

03

State F:‘u:‘Na

(Hr-.llvoruwdnludmiu

L

(Y-ﬁ.no. or unknowa)

a3

T

) . - NO,
489-03=4614 Li

llie Relser,4625 Michigan Ave,

BIRTH KO. i Regintear's No.o.o.commmimmesine "y
| I. PLACE OF DEATH 2. USUAL RESIDENCE (Where decensed lived. If lnstitution: resideccs bafore
a. COUNTY a. STATE I\‘Iis EOUI’J'. b. COUNTY sdnbwion}.
b. CITY (If cuteids corpurste limits, write RURAL and cive &rA‘?ENGE DEF c. CITY (1f outeids corporate timits, write RURAL aod give towsship) o
. woship! in i} - g
TOWN St.louis oty ‘ Nl Town St.Louis 2 /5
d. FULL NAME OF (If not ia hoepltal or justitution, glvs strest address or {ocstion) d. STREET (If roral, glve location) 2
HOSPITAL OR - . . . ADDRESS __ y ce ) m J
INSTITUTION  [larian Hognital 75 4625 Michigan
3.DNE»?:ME %FD 8. {First) b. (Mlddle) [ (f.ut) 4. DATE {Menth) (Day) (Year)
(Typeor i) GO Org0 , Reiser oA June 17, 1952
5. TSEX 6, COLOR OR RACE | 7. #ﬁ)%ﬂ%g I'[I)f‘\’lgﬂ EBRRIED‘} 8. DATE OF BIRTH 9.I-A.(liE {In n)-n ;ﬂ:ﬁn |D'g ¥ DMOER M s,
T . - , [{ Hoyr | M.
“ale White Marpie 7 |June 16,1891 ' |
10a. USUAL OCCUPATION . » 10b, N R IN- | 11. BIRTH
:omdmgg‘ t.l‘.l:mq“ u(lc.:::nﬂdat otl): 0b. KIND OF Bus‘tEssD?;ISTlRY PLACE (Bﬂ-uor!n!.d.n eo:uﬂ d 12, cgﬂrp}r%?f:wnm
iachinist Taclede~Christy SteLovis, Mo, [
Jls;..r.\mca's NAME 13b. MOTHER™S MAIDEN NAME 14. MAME OF MUSBAND OR WIFE
CGeorge V.Reiger Louise Keller Lillie
1S. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY { 17. INFORMANT' § SIGNATURE OR NAME ADDRESS

line for {a}, (b), and (c}

*This docs not mean | MYTECEDENT CAUSES

B, W ocondd s —

18, CAUSE OF DEATH DICAL CERTIFICATION 1 INTETAL BETwEEn
camseper | 1. DISEASE OR CONDITION WSET
- paser only necsumper | & b ETY LEADING TO DEATH"(s) ar ’ P X%

Morlld conditions, if any, gising DUE TO (b)
rise to the adove couae (a) stating
the underiying cause lost.

the mode of dying, such
a# heart feflure, axthenia,

il d Hloohs f Comary Honloa,|

ete. It means the dia- ——
caze, infury, or complh DUE TO (¢) .
tiom which cqused death. | 1I. OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the dexth bud not
reluted to the disease or condition causing death. "
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION Q. AUTOPSY?
TION
4 - . ves [ wo [J
21a. ACCIDENT {Specitr) 21b. PLACEOF INJURY (sg..inerabemt | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
ICIDE, boma, farm, factory, street, offics bidg .. ste.}
HOMICIDE
21d. TIME (Moutk) (Day} (Ymr) (Houn 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE - .
INJURY m. WORK AT WORK ('I l a )

2. I hereby certify that T attended the deceased from oy 16 ~ _ 195% 1o

b —s7

T

. 195‘3—-; that T last saw the deceased

Ssot ol y3%

alive on £ -, 1991", and that death occurred al :gé m,, from the cauzes and on the dale slaled above.
23, SIGNATU 0 (Degree or title)
[ ot st l DA .

Z3c. DATE SIGNED

&/ 7- 57

%_13“ BESMI AJ'ALCREMA. 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, tm;m,ormn.nty) 7 (Btate)
nembva L &| 6-18-52 City DeS ot0, 0.

m. o

2. FUNERAL DIRECTOR"S SIGNATURE

Albert H,Hoppe, 4700 Washington Blvde

ADDRESS

DA_@FEE@I%KL 151'2&'5 smujhs _
|} arl 72X
M%«ﬂ Embaimer's Statement on Reverse Side)
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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, or by

.................................................. . [ Student Embalmar Mo,

working under my personal supervision.
. M v UJ ] 6{

SEUdBNE cevsetssarisnrssancsnssrannnansanes Signed

Student Embalmer .
Licenzed Embalmer NuY&é‘S_‘ ..........................
P. O. Addresﬂ_sx —?—N*“"J' Ma-

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

)

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




