No. 300
10.48

THE DIVISION OF HEALTH OF MISSOURI

DIST.

. . STANDARD CERTIFICATE OF DEATH
! BIRTH NO. I-“ EI } M Q E 8 IQS&REG. DIST. NO. 318__ PRIMARY REG.

1003

S1ate File No. e iivincsriosin oot

Registrar's No

1. PLACE OF DEATH

2. USUAL RESIDENCE (Whbere decosssd lHved.

I ilnstitutlon: residebcs befors

Employee of Annex Hotel,St.l.ouis

St. Louis, Mo.

a. COUNTY a&. STATE b. COUNTY sdinimion).
Mo,
b. CITY (It outelda te Umits, writy RURAL and gi ¢. LENGTH OF ¢. CITY : ' sen
oumics orpem N cawnabipy| STAY (o shis place: QR b iy e rersed
TOW St, Louls ToWN_ St, Loudls = B~
d. FULL NAME OF (1f not in boapital or institution, cive streat address or loosiion) o STREET (If rural, give locstion) ’ ﬂ_‘\
HOSPITAL QR DDR a\ ‘D
INSTITUTION FEnroutes Citv Ho al é{gﬁ 615 Walnut St,
3 gE%ags-:\ s?c_'i-:) a. (First) b. (Middle) . (Last) ' 4. DATE (Month) (Day)' 4 (Year)
(Typeor Print)  THEODORE _ GO'TTLOB pEATH  Fab., ¥% 1954
5. SEX D 6. COLOR OR RACE | 7. #ﬁ)%l‘\".‘l‘%g ISIE‘YESCI‘EISRRIED. / 8. DATE OF BIRTH 9.£GE (in years] IF UNDER 1 YEAR § IF UNDER ¢ M3,
- . (Specify’ 1] day) |[Monthe| Days | Hours | Min.
Male White Harriad July 9,1884 &9 l |
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR_IN- | T1. BIRTHPLACE . . 12,
dmdurinlmwtofwarkiullh.o:u:l!:nh::l) ) DUSTRY {City and State or Foraign Covntry) D Cg{]ﬁ%EiI:‘(?FWAT

13a. FATHER'$ NAME

Unknown Gottlob

13b.. MOTHER"S MAIDEN - NAME

Mar

i5. WAS DECEASED EVER IN U.S. ARMED FORCES?

7. INFORMANT'S SIGNATURE

Unkno
16. SOCIAL SECUR}'B'T
495-14-7220

14. NAME OF HUSBAND'OR W!FE

Gottlob L

R0

Sor PR,

G UNFADING BLACK INE—MAKE A PERMANENT RECORD

(Yes, no, o unknown} | If ye, dvh_ﬂr or dates of service)
No one Margaret R. Donaho First Ave.
18. CAUSE OF DEATH T DR MEDICAL, CERTIFICATIO . : Ig;;g:‘u BETWEEN
| Eriter only onecouseper | 1, DISEASE OR CONDITION AND DEATH
Hine for (a3, (b}, and (¢) | DIRECTLY LEADINGTO DEATH® (4 _ z _ C@éi ot o
*This does not mean ANTECEDENT CAUSES E
the mode of dying, such | Morbid conditions, if any, giving PUE TO () 6 ;ﬁ" ol e e Y
as heart fatlure, asthenda, | rise fo the above couse (o) stating . ) / . o
ele. It means the dis- the underlying cause lost. . :
ease, Injury, or complica- DUE TO (c)
tioa which caueed decth. | 1. OTHER SIGNIFICANT CONDITIONS b
Conditions contribuling to the death but 10t
related to the dizease or condition equsing death,
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF QPERATION \ [ 2 | 20. AUTOPSY?
TION , i
. YES D NO D
21a. ACCIDENT (Bpecity) '| 21b. PLACEQF INJURY (eg..Inorabont | 21c. (CITY. TOWN. OR TOWNSHIP) (COUNTY) ’ (STATE).
SUICIDE . N hotise, farm, fagtory, straet, office bidy., et}
HOMICIDE i . . R
21d.. TIME (Monwk) (Day) (Year) {Hour) 2te. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
" M WHILE AT NOTWHILE
INJURY m. | woRk AT WORK . o o)

2. I hereby certify 'ﬂmi I altended the deceased from

18

, that T last saw the deceased

m., from the couses and on the dale stated above.

WRITE PLAINLY—USIN

Degree or uu%_

, 18, , to
, 19 , and ihat death occurred al M
., 7285 (Y,

24d. LOCAT%N ;tr. town, o county)

LB

=

+ F {licensed Embalmer’s Statement on Reverse Side)

AF BURIAL, m . 24b, DATE o/ | 24c. RAME OF CEMETERY OR CREMATORY (Btats) " !
Barial — |[Feb.22 4o54| Calvary Cematery St. Louis, Mo.

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATORE 25. FUNERAL DIRECTOR'S S1GNATURE ADDRESS

'EB 20 iQSfEG' j- éw ?'n/j ﬂhD‘ Kriegshauser 4228 S.Kingshighway Bl.,




ST”ATEMENT BY LICENSED EMBALMER.

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emt
by me, OF By ittt P . Student Embalmer No..........

working under my personal supervision..

Student .coneeeceaccecaraiiossaearsastiannaanaeaas Signed.
Signetare of Student Embalmer

P. O. Address ........ccccvvrannns

Note: The above MUST BE SIGNED BY THE LICENSED. EMBALMER in his OWN HANDWRITING. (
to comply with the above constitutes grounds for revocation of license).
i embalmed by a STUDENT, he also shall sign in his OWN handwriting. *
¥4 this body is not embalmed, fact should be so stated above.




