THE DIVISION OF HEALTH OF MISSOURI .3 4 J 4 6

. %00 . )
. FLED SEP 24 1953 STANDARD CERTIFICATE OF DEATH State Fite No...
BIRTH NO. 5-7 (0-5-8/ REG. DIST. NO. 31 8 PR"‘“Y REG. DIST. m10—0—3—- Registrar's No......... 7 996__
i. PLACE. OF DEATH 2 USUAL RESIDENCE (Where decessed lived. If Inatitation: reaidence befors
/i a. COUNTY vy s a. STATE Mo, b. COUNTY P
b. CITY (I outside corpurate limite, write RURAL and give ¢. LENGTH OF ¢. CITY {If outakds corporate Limits, write RURAL and give towaship) . d
TOUN townahip) | STAY (in this place)] T(?‘ﬁN
St. Iouia ' Ste Lonig
, FULL NAME OF - (I.f pot in hospital or institution, glve street address or location) d. STREET (If rursl, ghve looation)
HOSPITAL OR ADD
INSTITUTION  St. _Anthony Hospital - T 4321 Robert Ave,
3. NAME OF a. (First) b (Miadiey & (LD ) ‘ ODAE (Mo D) (Yo
{ Type or Print) Thersesa Mary Wind DEATH August 15 195%

5. SFE'X al / 6. COLOR OR RACE | 7. MARF:AI’ED. EIE‘\ISEC%RRIED. 8, DATE OF BIRTH 9, 1:‘i\.fslz (hy‘;n  woe | veMn | onoEn b e
{Bpacily), 1] onths | Days | Hours | Min,
amale/ | Wnite YPauy | aug. 12, 1953 = l |
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS QR IN- | 11. BIRTHPLACE (s ,
done doring most of working life, even It n;r:) - DUSTRY : tate of forsten sountey) IZCgITI ZE"‘{?FWHAT
None None St. Iouig 1% e Ae
!Il:h._ FATHERS NAME 13b. MOTHER'S MAIDEN NAME 14. NAWE OF HUSBAND OR WIFE
Lewrance  Wind Viola Sontag | = Mone
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT' S S1GNATURE OR NAME ADDRESS
(Y-ﬁodw unknown} | {If yea, glve war or dates of service} * NO.
None Lawrence Wj__ng
18. CAUSE OF DEATH MEDICAL CERTIFICATION _ Ig‘r@.:lﬁgm%
| Enter only onecauseper | . DISEASE OR CONDITION ‘ i:%ﬁ
line for (a), (b), and (¢) | CRECTLY LEADING TO DEATH® (5) 4 i\ Mmm ;
This docs oot mean | ANTECEDENT CAUSES A~ /J

the mode of dging, such | Morbid conditions, if any, giving DUE TO (B)
as beart fallure, asthenda, | - rize to the aboge cause (o) atating

de. It megns the dis- | the underlying cause last. p
ease, infury, or complica- BUE TO {c) YC A ) \~U Y"t l X

tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS *

Conditions contributing to the death but not
related to the disense or condition causing death.

19a. DATE OF OPERA-'| 19b. MAJOR FINDINGS OF OPERATION ) 2. AUTOPSY?
TION
- . . ves [ wo i
21a. ACCIDENT (Bpeeity) 215, PLACEOF INJURY (sg..in crabout | 216, (CITY, TOWN: OR TOWNSHIP) {COUNTY) {STATE)
SUICIDE boms, fsrm, factory, street, offios bidg..eta.) ' i
HOMICIDE _ ¢ 5
214. TIME (Month) (Day) (Year) (Houn 21s. INJURY OCCURRED | 21, HOW DID INJURY QCCUR? .
OF . WHILE AT NOT WHILE . . o
INJURY WORK AT WORK : _
2. T hereby certify that I atlended the deceased Jrom 19.2.‘1_ o Jﬁ_fz IQ_L!; that I last saw the deceased
(s
alive on %_IL 19.53 , and tha! death occu at m., from theSeatises and on the date stated above,
b SIGNATUR (Dﬂﬁﬂ or title} 23b. ADDR& 23c. DATESIGNED
o N 1Ka00 0 5%, Coandel & G [piett
AALD 04 I/L{ ! D &, 7 . £
AL, CREMA- | Z4b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATI@ (Ofty, town, or county) (State)
TION REMOVALM

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

Bemgyal 8/17/55 | SamReterckiBall Cametery | Ste Louin _Coo - Mo,
DATE REC'D BY LOCAL b, 25 FUNERAL DIRECTOR'S S1GNATURE ) ABDDRESS

S SIGNA RE
_AUG 17 1984 2 bad »g John H. Gebken Sons 2630 Gravois
(Licensed Em!ulmctl Statement on Reverse 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 . ...._._

Student Embalmer No.

Student .ocesacncncnsanane Seeatreneuvespee
Student Embalmer

P. O. Address

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

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




