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WRITE PLAINLY—USING UNFADING BLACK INE-—-MAEKE A PERMANENT RECORD

mgﬂ DEC 12 1989 STANDARD CERTIF

THE DIVISION OF HEALTH OF MISSOURI

)

ICATE OF DEATH . _ "}2}1” 40192
PRIMARY REG. DIST. NO. 10;0_3_ Registrar's No 10153

0808 8044 bk bt ke re s Berr e ER GTr

BIRTH NO. 7 qé A? REG. DIST. NO. ;'.ilgs__

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived. If inwtitutlon: residence befors

a. COUNTY a. STATE b, COUNTY adnimion).
__Miasouri -
b. CETY (It outside corpurate Emits, write RURAL and give c. LENGTH OF ¢. CITY (f oucslde corporate limits. write RURAL anJ give township)
wwnship)| STAY (ln this placeif] OR / ?
TOMN 87, LoulB TOWN got, Ioula P W)
d. FULL NAME OF (if not in hoapital or institation, Kive strect address or loestion} d. STREET (1t raral, give location) r'é)
HOSPITAL OR - ADDRESS
WTTToN _Jncarnate Word Hogpitdl [____429 E. Marceau
3. NAME OF 8. (First, b. {Middle ¢, (Last) .
DECEASED ) ) 4. DATE (Maonth)  (Day) (Year)
(Typeor Print)  OmOP Allen Fleischmann - oeATH _Nove.4,1952
5. SEX 6. COLOR OR RACE } 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In yesrs] tF UoER | YEAR | o webER u nms,
WIDOWED, DIVORCED (Spacify) iast birthday)

uam.l Daye

Hml Min, |

_Malae |___White v _Hov. 4, 1952 _
10a. USUAL OCCUPATION (Gwwekind of work | 10b. KIND OF BUSINESS OR IN- | 1]. BIRTHPLACE (Btate or foreign sowitry) . 12. CITIZEN QF WHAT

dote during wost of working lifs, sven H retired) DUSTRY . o COUNTRY? o

Bl il St. Loules, Missouri
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
_ Botty Manlove | W . _ :
i5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY 17. INFORMANT'S SIGNATURE OR NAME . ADDRESS
(Yo, no.orvnknowsn} | (If yes, xive war or dates of sarvice) .
i1 Hona : u
18. CAUSE OF DEATH ’ MEDICAL CERTIFICATION Igrsw%ﬂgw
| Enter only cnecausaper | 1. DISEASE OR CONDITION . . g - ) | onser
line for (), (b, and (¢ | PTRECTLY LEADING TO DEATH'(_a) QW7M ,& f %u;u é - ,96?&(,& : —
. A . ' '
T st | ANTECEOENT S (Ahsdl6 bonrr ofbs &34
|| tAe mode of dying, such Mortid conditions, if any, gizing- DUE TO (b) : - —
o heart faflure, asthenic, rixe to the above cauze (a) slating - . S .
de. It meens the dip- | - underlying caute lost. '
case, infury, o complico- . DUE TO (c)
tion which caused death. II OTHER SIGNIFICANT CONDITIONS
Conditigns contributing to the death but nat
related to the disease or condi
t9a. DATE OF OPERA- | 13b. MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
TION -
. ves [} wo [
21a. ACCIDENT (Bpecily) 21b. PLACE OF INJURY (ex..lnorabont | 2Ic. {CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
E%ISIEIEDE bome, [arm. {actory, strest, offios bldg ., e0.)

214, TIME: (Montt) (Day) (Year) (Houn | 2le, INJURY OCCURRED
QF ’ : © | WHILEAT NOT WHILE

21, HOW DID INJURY OCCUR?

I ¥

INJURY . = | “woRk AT WORK :
2. I Bereby certify that I attended the deceased from _”_"ﬁ_ 195t _...i‘.:__ih__. 18,82, that I last saw the 'deceased
ahvc on_l~-4& 1_9_)__ and thal death occurred al _,Z,i@p.-m., Jrom the couses and on the date stated above.
IGNATURE . _ (Degresortitle) | 23». ADDRESS - | 2%. DATESIGNED
tasanfe oin b e,.a:M,..._ M. 0030 RRSENAL . Sé. ﬁ....
2%, BURIAL, CREMA- | 24b. DATE 24 NAME OF CEMETERY OR CREMATORY | 243, LOCATION (Clty, town, ar county) (5tate)
TIGN, REMOVAL {Bpesify) N . - .
OVe5,1952 8 Tand : : 7
DATE RECD GISTRAR'S SIGNATURE _ 25. FUNERAL DIRECTOR'$ 8§ GNATURE - "ADDRESS
Novs 1eses | /L2 ") o . Boffnelater U, & L. Co, =
Wt PR = 20— HPAS 3 8O, i
PG (Licemsed Exmb ? S 2t on Re 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, or by

...... . I . Student Embalmer No.

working under my personal supervision.

Student susevecceccrsans ietersasasenmeannes
Student Embalmer

Licensed Embalmer No

P. 0. Address 2 &L %

Note' The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (leure to comply w;&h;
the above constitutes grounds for revocation of license.)

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




