IFL WVIVYERWITY WU PR EINT W IVHAAS T 34(566

5. No.300
o] FILED OCT 9~1953  STANDARD CERTIFICATE OF DEATH Stete Fite No
BIRTH NO. REG. DIST. NO. 5_5 '[ 2 PRIMARY REG. DIST. NO. .LZYQQ.. Regisirar's No. Mﬂm-_.
1. PLACE OF DEATH i Z. USUAL RESIDENCE (Whare deceased Lved. If | T residence befors
a. COUNTY a. STATE b. COUNTY fon).
0 St. Louls Ho. E————
% b. CITY (1 cutalde corputate Umite, write RURAL and give ¢. LENGTH OF ¢. CITY . 4. 1n Residence withln loults of
OR township) STAY ﬂa place} OR l;ﬂy _Incorporated town?
Town  Affton 23, a'\TS TOWN S+, Louls 23, "u *0
d. FHOUS-PrTBAPtEO%F {H oot in bospital or institution, Kive sirest sddress or ASDT§F!EEES'-5 (It Tural, cive locaticon) ) a 0_&_\.
INSTITUTIoN  M11ler Nursing Home 7808 Parkwood Br, ' /
3. NAME OF . (Fin) b. (Middie) wc. (Last) 4. DATE (Montt)  (Day)  (Year)
(Typeor Print)  Fpdnl Oehmke DEATH 9 = 26 = 53
8, SEX 6. COLOR OR RACE { 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (In yexrs| or txpem 1 YEAR | 7 R 1 ns.
WIDOWED, DIVORCED (smuéﬁ laat birthday} |Months ’ Days | Houss | Mis.
Male White Widowe -17- 75" |
105. USUAL QCCUPATION (Gheklndof w 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE - 3
cllomdnrhu most of working mo.n:cni!rnl:d’; ) DUSTRY (City and State or Foreige Country} IZCS{J-“%%’;?FWHAT
Linotype Oper. Unk, Urbana, I11. /
138. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

| Maude Oehmke

17. INFORMANT' S SIGNATURE OR NAME ADDRESS

Charles Oehmke A
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECUREI‘C;(

(Yes, 0o, or unkeown} | (1f yas, glve war or dates of servies)

WRITE PLAINLY—USING UNFADING BLACK INK--MAEKE A PERMANENT R.ECORD\QQ

| no no Jack Oehmke '?808 Parkwood Dr,
s 18, CAUSE OF .DEATH' . . ) R MEDIGAL CERTIFICATION . INTERVAL BETWEEN
Enter only onecauseper | ), DISEASE OR CONDITION _ "ONSET AND DEATH
Mae for (), (b), end (&) DIRECTLY LEA'I?ING_ T DE’,TH (2).. ;- 3
*This does nol mean ANTECEDENT CAUSES
{he mode of dying, such | Adorbid conditions, if any, gietng DUE TO (B)
as heart fallure, asthenia, | THe (o the above couse (o) stating
dtc. It means the diy. | Uhe underlying covac tont. - S SRR ' s
caze, injury, or complicg- DUE T0 (©)
tion which coused death. | 11. OTHER SIGNIFICANT COMDITIONS
n Conditions contrivuting to the death but not i - . e q .
related to the disease or condition causing death. \ "] x
19a. DATE OF OPTEI%}N; 15b. MAJOR FINDINGS OF QOPERATION . . N - 20. AUTOPSY?
ves L1 wo -
21a, ACCIDENT (Bpecify) 21b. PLACEOF INJURY (o.x.. inorabout | 21¢, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, fatm, Isstory, strest. ofice bldg. et0.}
HOMICIDE . . . )
21d. TIME (Montk) {(Day} (Yeas) (Hour) 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
v WHILEAT[™] NOT WHILE
INJURY = | “work AT WORK Ay
22. I hereby cerlify that I attended the deceased from %ﬁ_, 19_.2;, lo w 195 , that I last saw the deceased
alive on vol8 g, and that death occtrred at _____ m., from the causes and on ths date staied above.
Za. SIGNAT%ﬁ %W /bnegm of tile) | Z3b. ADDRESS _ /g/ )2” Z3c. DATE SIGNED
. L o
X33
24a. BURIAL. CREMA- | 24b. DATE Z4c I\A\'!E OF CEMETERY OR CREMATORY 249, LOCATION (Olty. town. or eonnty) Vi (Biate)
TION, REMOVAL {Bpeciiy) ' : .
_Removal 9/27/53 G, A. R. Cemetery Homer, Tliinois .
DATE REC'D BY X AL | REGISTRAR'S SIGNATYRE 2, _FUN RAL D VRECTO R'S SLENATURE ADDRESS
i e M 7t _,'_"(A 3125 Lafayette Avwe.
(Licensed Embalmet’s Stagfipefit 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 emb

by me, oF By ..o icrrircicrtacsccca s st srr e e ra s aaas PR ' Studexit Embalmer No.............

working under my personal supervision,.

Student...ccooiiineiiiiirrirraie e o iei e
Signsture of Student Exbalmer

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.

¢ this body is not embalmed, fact should be s0 stated above.




