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WRITE PLAIN'LY—USING UNFADING BLACK INE—MAEE A PERMANENT RECORD

FILED MAY

6 1954

THE DIVIBON OF FEALTH OF MIUURI
STANDARD CERTIFICATE OF DEATH

REG. DISY. NO. _31_ PRIMARY REG. DIST. MO. _ma Repistrar's No.mn..;ns;“gﬂgm.

13400

State File Mo

line for (a), (b), and {(c)

*This does not mean
the mode of dying, such
as hearf fallure, asthenia,
ele. It -means the dis-
eaze, infury, or complica-
tion which caused death.

DIRECTLY LEADING TO DEATH‘(,,)

ANTECEDENT CAUSES

Morbid conditions, if any, gising DUE TO (B)
rise to the abope cauae () fng
the underlying cause loat.- -

BIRTH NO.
I. PLACE OF DEATH 2. USUAL RESIDENCE (Where decotsed livad. If luatitutlon: residence before
a. COUNTY a. STATE b. COUNTY adinlaion).
. Migsouri .
b. CITY N o, . LENGTH OF . CITY ...
R {If ogtoide corpurste Limits, wrile RURAL nhd‘:in " %TAY ﬂl&hﬁﬂlt’!' <. OR . d. e:;unn -mumht::;
TOWN  St, Louis TOwN 5t, Louis K Y= Re 1
d. FULL NAME OF (If oot fn b §or b dd loomtlan) . STREET Tarl, give location
HOSPITAL OR " o e street o ADDRESS Al rassl, give locaston) AP 3‘1
_____INSTITUTION City Hospital 1053 Theobald Ave,, &)
3 NAME OF s (First) b. (Middle) e (Laxt} - |4 DATE  (Moath)  (Dsy) (Yew)
{ Type or Print} LOUIS WILLIAM FALKENBERG - DEATH April 25th, 1954
5. SEX D | 6 COLOR OR RACE | 7. wﬁ.%ad%o. EFVEQC'EQRR'ED' / 8. DATE OF BIRTH 5. l:l\;.czs u.;:..;.. o v :Dm. ¥ Geoan u nEs,
{Hpacih; ¥ oo ays | H Min,
male white rried Y| December 16 1885 | “EE™ l =
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE .. 12 CITI
dotm during most of working llfa, sven H retired) St,' Louj_g Metous-n“, (City and State or Poreign Ca-nry) c) COUN%UI’?FWT
ey Pal r\t St. LouiB, Mo.
13a, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND’'OR WiIFE
Gustav Falkenberg Wilhelmine Bertenkamp Emma Falkenberg
15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL sEcungg 7. INFORMANT' S SIGNATURE OR NAME ADDRESS
{Yes, no, or unknow: f N A
g e | Gy ditmoleamiedd | onie Emma Falkenberg, 1053 Theobald Ave.,
18, .CAUSE OF DEATH L . e - MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enter only cnecausoper | 1. DISEASE OR CONDITION ONSET AND DEATH

DUE TO &) @ W-M—Mq JM‘

e

1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing 10 the death but
rilated to the discase or condition causing dcaﬂ'l

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION . ) 20. AUTOPSY?
TION : .
. : yes (] wo [
21a. ACCIDENT (Bpesily) 21b. PLACE OF INJURY (o.x., tnorsboat | 2Tc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE}
SUICIDE bome, farm, agtory, street, office bldg., #1a)
HOMICIDE ST e _ 2/ o / .. .
21d. TIME (Mooth) (Day] (Year) (Houn | 2te. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR? =~ C
. . e WHILE AT NOT WHILE,
INJURY . -= .- m. | “work AT WORK

" alive on .

2 I hereby ca*ufy thal 1 attmded the dec
g and that death occurred at// 1 & 1s / d ! m., from the couses and o the dote stated above.

, lo ., 19, , that I last saw the deceased

d from

5 BIG ATUR
L%

é.(/ @ or m@

RESS
o0 -

z3b, Z3. DATE SIGNED

R

W

24a. BURIAL, CREMA-

TION, REMOVAL

DATEREC'DBYLOCAL| iz, '55| NATU

24b. DATE

48

ew Beth hem

A

g
72

2. i\A.ME OF CEMEI'ERY CR CREMATORY

24d. I.O(EATIDN (Oity, town, or county) . (Btate)

—

25. FUNERAL DIRECTOI'S SIGNATURE ADDRESS

DIEDRICH FUNERAL HOME,8319 Hallsferry

(Licensed

"e Ststement 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

byme, oFr by ..o ivviiiniciiiinees e eeesemAsecessdetatetesemesmseemessssesvermsens PO, R Studeﬁt Embalmer No...........

working under my personal supervision..

3T L) - T U . .Signed ...... W ....... _ -W
Sigature of Student Embalmer
Licensed Emhah'rjyo.?zg
; ; :,A

P. O. Address .

Tk d

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

If embalmed by a STUDENT, he alsc shall sign in his OWN handwriting.

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




