No . 300
10.48

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

ALEDDEC 101853  STANDARD CERTIF

IR BAVINUN UF FEALIT UT MIJAJIUN

ICATE OF DEATH Sate Fie Mo @0524

© REG. DIST. NO. 31 8 PRIMARY REG. OIST. mlo_Q:'l RcmmauNa 11396

Cleaner Dry Cleaning ]nd.

'BIRTH NO. et R
1, PLACE OF DEATH 2. USUAL RESIDENCE (Whers deceassd lived,  If lostitction: residence befors
a. COUNTY a. STATE i b. COUNTY adumineton)
i , Missouri 275
8 (X outelds eorpurate lmlts, writa RURAL and give c. LENGTH OF c. ClTY d. Is Restdence within Lmits of
OR nahip) | STAY (in this } a
Towvn ST, LOUIS, MYSSOURY ™" in this place - Tomn St. Loud S, Mo. £ Qpooregpried toves? ﬂ
d. FULL NAME DF (If mot in boapial or fnstisution, give strect address or location) riral, give location)
HOSPITAL O DREﬁ "'"' >
INSTITUTION ST. LOUTS CITY HOSPITAL / H 4'2-'7 1. DELOR
3‘DNEACPEESOEF6 a. {First) b. (Middle) ¢. (Last) 4. DATE (Month) {Day) (Yoar)
P CEASeD RUDOLPH GROEBL oS NOTEMBER 30, 1953
5 SEX 0 6, COLOR OR RACE | 7. M?JF(l)RV:'EB‘ EEG'OEECREISRREE;) 8. DATE OF BIRTH 5. AG&&::;;H l: U:Lﬂ 1 YEAR | OF uNDER N Hms.
. (B ¥, o Days { H Min.
M W arried ¢ /| March 30, 1830 73 | ™|
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR JN- ! 11. BIRTHPLACE ; :
dmdmin;muto!worﬂumo..:nl!:t;:'d) ) DUSTRY (City and State or Forsign Gountry) 12tgb-l;}1z'ERE{TOFWHAT

Germany, (Naturalized) <4 |[U.S.A.

138, FATHER'S NAME 13b.. MOTHER'S MAIDEN

Peter Groebel

NAME 14. NAME OF HUSBAND'OR WIFE

I5. WAS DECEASED EVER IN U.5.ARMED FORCES?

-Yn , or unknown) b(ﬂr- Kﬁer n!urvla)
-

16. SOCIAL SECURITY
RO,

Crecentla GCmeiner 1 Regina (nee gggginger!

17. INFORMANT'S SIGNATURE OR NAME ADDRESS

"|Regina Groebdl,

4272 Delor, St. Louis

18. CAUSE OF DEATH
. Enter only cnecduse per
line for (a), (b), and (¢)

I. DISEASE OR CONDITION _.*.
DIRECTLY LEADING TO DEATH® 1,

*This doea mot mean ANTECEDENT CAUSES

MEDICAL. CERTIFICAT!ON

INTERVAL BETWEEN
+ ONSET AND DEATH

the mode of dying, such
a# heart faflure, asthenia,
ete. It meens the dis-
ease, Infury, or complica-

Morbld conditions, if any, giring DUE TO (b)
rise to the above cause (o) mating
the underlying cause last.

DUE 10 (¢}

tion which coused death. | 18, OTHER SIGNIFICANT CONDITIONS

iong comtributing to the death dut not

Condit
related [0 the discase or condition ccusing death.

{ECZZZ' g 7z : v e T

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TiON ,
ves [ w0 (J
2ta. ACCIDENT (Bpeelty) 21b. PLACEQOF INJURY (ax..inorabont | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE | ' home, farm, fagtory, strest, ofos bidg. eto} . . . 0
HOMICIDE , . . Y
21d. TIME (Month) {Day) (Year) (Bour) 21e. INJURY OCCURRED | 211. HOW DID INJURY OCCUR? .
WHILE AT NOT WHILE
INJURY WORK AT WORK

22, [ hereby certify Vthat I attended the deceased from _.1_]..:3&.5.3_,

_.11:3.025.3_, 18____, that I last saw the deceazed

19, to

- alive on . - , 19____, and that death oceurred al 5215P 1., from the couses and on the date staled above.
Ba. SIGNATURE (Deg:me or title) Z3b. ADDRESS ' 23c. DATE SIGNED
A\ SO i | MY 1515 Lafayette Avenus 12-1-53
mONBU RIAﬂCREMA- 24b. DATE 24c. NAME OF CEMETERY COR CREMATORY 24d. LOCATION (Oity, town, or county) " "’(Btate)
Removal < DRec. 4, 1953 ! Natnonal Cemetery Jefferson j i
DATE REC'D BY LOCAL | REBIST R'S SIGNATU N FUMERAL D RECT%R 3 sualn'un! ADDRE S
y ot o els
DEC2 18Ky : Dy Gishotingisterabolontal Mortugry,

{Licensed Embaimer’s Ststement on Reverse Side)




Dr. Scott
3258 Lafayette

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embal

working under my personal supervision..

Student.....ocuem it
Signature of Student Embalmer

Licensed Embalmer No. 3 g-)/

- r - P. 0.-Address.ZKZ{,«Zﬁﬂ

_Note: The above MUST BE SIGNEDBY 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.
7F this body is not embalmed, fact should be so stated above,




