THE DIVISION OF HEALTH OF MISSOURI

. T V4
No. 300
% | [LEC AUG 20 1958 STANDARD CERTIFICATE OF DEATH g pigns 0 USO0.
BIRTH NO. REG. DIST. MO. a l 8 PRIMARY REG. DIST. lﬂ-—I—O—D—3 Regisirer's No......%‘}.'?_.
. 0 1. PLACE OF DEATH ' 2. USUAL RESIDENCE (Whers deomsed lived. I lastitstica: reskiumcs befors
a. COUNTY : a. STATE b, COUNTY adglesion).
_ Mo, : 2A>F
b. CITY (If outeids eorpurate limits, write RURAL and give ¢. LENGTH OF c. CITY & Is Raxidence within limits of
. OR township) Y. hcu-p;. ) OR & city
a TOWN St. Louis | P ayal Ttown  St. Louis = - -
d. FULL. NAME OF i a0t in hoeplial o7 lnstitution. give street add arl . STREET {If rursl, give location)
0 " "HOSPITAL OR ' ADDRESS
o INSTITUTIoN 81, Anthonyg Ho 5 _é 1711 Union Blvd.
ﬁ 3 NAME OF s (First) : b. (Middie} A e (Last) 4 DATE (Mantt)  (Day)  (Yea)
H (Typeor Prine)  J€an — Rolfinggmeyer oA July 28 1953
E | 5 COLOR OR RACE | 7. MARRIED, BIE\YSECESRRIED' 8. DATE OF BIRTH 7|5 AGE ue ruan] ¥ oo Dnmn * oo u w.
: . . {Bpacify t o Heure | Min.
3 female,/ white single July 29 1950 2 | |
5 IO:M.USUAL ﬁﬂ?ﬁﬂﬁm“'“ 10b. KIND OF BUS'NESSD?,ETK‘»} 11. BIRTHPLACE {City and State or Feraiga Country! RoggniTZEa':*?FWHAT
& none St. Louis Mo. O
< !ts.. FATHER" S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
Q2 Duane Rolfingsmeyer 4 Lucille Lewlg
t= || 5. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL SECURITY | 7. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
< (Yo, 00, or unknown) | (If yes, give war or dates of servics) NO.
= Duane Rolfin ngsmeyer,1711 Union
. I 18, CAUSE OF DEATH | ... MEDICAL CERTIFICATION . Ign?ﬁvﬁ'&m
i il Enteron! I, DISEASE OR CONDITION - :
Z s for (a,’ﬁ;:’:‘:;‘(’; DIRECTLY LEADINGTODEATH'(a) W o—-—-{ n;.....,..,,:t; gd..aL
E‘; v This does mot mean | ANTECEDENT causes’ ?
. “d the mode of dying, such | Morbid conditions, if any, gising DUE TO (b) / ’WM 4
| | EANRERD S >
REIL - ete. It means the dis- | - " ‘ M . .
o eue,lmﬂr.;,ﬂ: plica- DUE TO (o) 2 catelle Qg ¢_‘-M1.‘-— ;
| 7 || tom whieh caused deass. 11, OTHER SIGNIFICANT CONDITIONS
= | Conditions contributing to the death but ngt - - -, : ~ ") :
3 related to the dlseate of condi o death. J /“‘-'—H-,f“‘ﬁ:: /. M
| 5a /pATE OF OPERA 18b. MAJOR FINDINGS OF OPERATION Srpd G e 20, AUTOPSY?
2 3 TION ' D
= ?/ 24/53 Dprr A M peirned MWW ves 41 wo
' o o chmENT (Epecity) 21, PLACE OF INJURY (.. iaorabout | 2lc. (CITY. TOWN. OR Towusum COUNTY) (STATE)
+ home, farm. tagtory, street, offics blds..ete) - Lo
I,_ B _HOMICIDE . . . . ‘i e
g 21d. TIME (Momtd) (Day) (Ymr) (Howns | 2le, INJURY OCCURRED | 21r, HOW DID INJURY OCCUR?
g - .. - WHILEAT[—} O WHILE
pl,‘ _TIRJURY . - . [ WORK AT WORK
! E z I fwreby iy that I attende%e deceased from %z_fl, IQQ, to ﬁ_&z, 19r_‘3., that I last saw the deceased
! : ; : - alive on . : 19—  and that death occurréd at L a m., front the £ouses and on the date stated above.
B2 SIGNATURE &/~ (mgm ar title) | 23b. ADDRESS ] | 2. DATE SIGNED
- T Lo P Y g - A -1
‘ : CApEL P D {209 So Pewif 7/ 282
E Tlonalla’gml SJ.ALCREMA- 245, DATE ¢/ 24c. NAME OF CEMETER‘I’ OR CREMATORY | 24d, LOCATION (Gity, town,orowmy)/ © (Blate)
to ! . o
3 val | 7/30/53 New BethleHem 8t. Lotiis Go.. '~ Mo,
DATE REC'DBY LOCAL 25. FUNERAL DIRECTOR' S S1GNATURE T ADDRESS

v/ /}-Drehmann-Harral, 1905 Union Blvd.

(Licensed Embalmer’s Statemsnt on Reverse Side)

JUL 2 9 195%
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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 embal
DY ME, OF DY e ettt iteiiieir e tatss e s tacsn s r it aaanan s baaaaas , Student Embalmer No..c...c.vn...

working under my personal supervision..

Student.......... Sipaiare of Seadot Babaimer T _ S:gnedmmﬂmé%

Licensed Embalmer No.£3. _.5

P. O. Address _..._....................
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, (Fai
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
- 7 this body is not embalmed, fact should be sc stated above.
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