THE DIVISION OF HEALTH OF MISSOURI

No.300 . A .
o | Fl1ED FEB 1 STANDARD CERTIFICATE OF DEATH ute Fite Mo i3 DO 0
FEB 111963 318 1003
"SIRTH NO. REG. DIST. KO, PR IMARY REG. DIST. NO. Registrar's No._...Lizr?_..
y 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decsassed lived. If Institotlon: swddencs befoia
' a. COUNTY . a. STATE Misgouri b. COUNTY adrolssiont,
N, Ccl"ll;l (1t outside corpurata llmite, writs RURAL and give [ |‘1’-:NGTH OF —c. cgg {If oytalds corporsts Hmits, write RURAL and give w-n-h;n'
~ town Saint Louls pomrabi) Weels | Tows Saint Louis 20
|7 0. FULL NAME OF (f uot ta hospizal or Inatisats give sireot addrees or location) || 0. STREET - (K rars!. aive ocation) 17
" "HOSPITAL OR
'+ INsTITUTIoN Christian Hospitael qADDREss 4919 San Francisco Avenue, 15,
3 I:I’,QEJ}:ME or-l': . (First) b. (Middle) 7 c. (Last) 4 DATE (Mouth) (Day} (Year)
||, ¢Tvpeor Prinsy HENRY Jde NOLLMANY DEATH Jan. 29th, 1963
-|[~5: sex [ | & COLOR OR RACE | 7. MARRIED. Nsvgacaésngmn ) 8. DATE OF BIRTH . AGE Us yeun| v ween s | ¥ w0t u o
Declly] . Daye | H Min.
Male White O Aug. 11th, 1869 Y , = |
~ w:o ,‘.‘3},’,‘?,‘;2“_‘5},’.?1,‘..?.‘:‘ (Giveind ot merk 10b. KIND OF Busmssn%%_r II;'JY- 1L BIRTHPLACE ¢\ vas Stats or Forsign Covatry) 12, crrlzﬁl;dr?F WHAT
. Retired Hdwe. Dealer Hardware 8t. Charles, Missouri
: _|13a. FATHER'S NAME 13b. MOTHER'S MALDEN NAME 14. NAME OF HUSBANUG OR WIFE
|
; Fred ¥m. Nollmann - : Betty Llndemann Katie M. Nollmann nee Beifeis
3 15, WAS DECEASED EVER IN U.5. ARMED FORCEST | 16, SOCIAL SECURIY | 17. INFORMANT' § SIGNATURE OR NAME ADDRESS
(Ye, bo, or unknown) | {1 yea, war or dates of servies) NO.
Ho one | Unknown Katie M. Nollmann, 4818 San Francisco Ave
18. CAUSE OF DEATH . i OR CONDITION MEDICAL CERTIFICATION mﬁm
. Enter only onacausa . EASE
line for (n)” ey mﬁ‘(’; DIRECTLY LEADING TO DEATH(y) Cereincna of prostate . _ . 112 years

77 docs not mean | ANTECEDENT CAUSES

the mode of dving, such | Aforbid conditions, if any, gb!ng DUE TO (b)
a» beart fallure, asthenia, | tise o the above cause (a) ot i
ete. It means the dis- the underlying couse last. . . - i -

WRITE PLAINLY—USING UNFADING BLACE INE—MAKE A PERMANENT RECORD

eare, infury, or complica- DUE TOW(c)
tion which cougsed deash. | 11, OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death but nof
reluted to the disease or condition causing death.
15a. DATE OF OPERA. | 190. MAJOR FINDINGS OF OPERATION . L ; - | 20, AUTOPSY?
) TION
\ Yis D NO @
21a. ACCIDENT (Bpeeity) 21b. PLACEOF INJURY (s.2.. tn orsbout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY} . (STATE)
SUICIDE bhoma, {arm, Isctory, sreet, offiee bidg.. e%0.) i .
HOMICIDE _ . .
216. TIME  (Moath) (Day} (Tea) (Houn | 2ls. [NJURY OCCURRED | 21t. HOW DID INJURY OCCUR?
INJURY = | "wene L] "woms HNER
22. I hereby cerlify that I attended the deceased from 1161940 19 to _1=28=83 | 19___, that ] lost saw the deceazed
alive on 19._._, and that death occurred ot B1ODA m., from the causes and on the dale stated above.
(J (Degresortitl) | 23b. ADDRESS i 2%. DATE SIGNED
- M,D, | 607 N. Grand, St. Louis 3, Mo, | 1=30=R3
WAL CREMA- 24b. DATE 24c, NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county) (State)
ov. 1/831/53 Mpmorial Park Cemetery St. Louis County, Missouri

DATE REC'D BY LOCAL 'S SIGNATURE 257 FUNERAL DIRECTOR'S SIGMATURE ADDRE $S
JAN 3 0 188%° ) Calvin F. Feute, 4828 Natural Bridge Blvd.
oft Reverse Side)
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STATEMENT BY LICENSED EMBALMER
I hereby cértify that the body whaose name is recorded on the reverse si;lc of this certificate was embalmed by me, of by

Studont Embalmer Mo.

working under my persona! supervision.

STUBBNE oovurensesosonnoan S:znecluﬁfés/ Cék %L&M S—

Studmt Embalmeor
-7 . ' Licensed Embalmer No g/ da é 4

P. 0. Addrcu..é_ﬁ@g %l

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

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




