Mo 300 HLED APR 2 61954 THE DIVISION OF HEALTH OF MISSOURI 14310

.48 STANDARD CERTIFICATE OF DEATH | = s rite wo.
BIRTH NO. REG. DIST. NO. _3_1_8_ PRIMARY REG. OST. NO. 1003 Kegistrasr's No 3400
1. PLACE OF DEATH . 2. USUAL RESIDENCE (Where deceassd lived. If iastitation; resilence befors
o) a. COUNTY ) e’ STATE Miggouri b, COUNTY adinbuion).
b. CITY I outolde rorpurate limits, writse RURAL and give c. LENGTH OF || ¢. CITY 4 Is Realdenca within Lmits of
w: STAY ce OR acliy o lm:orpon own
TOWN 8t,Louls tommabin) ool town St,Louis o = c'i’ '
d. Fgé_kpr&htEo%F {If not in boapital or institution, give strect address gpfocation) A%rgﬁ‘EEE;rS {Ef rural, give location) D( "
insrirution Lutheran Hospltal / 8214 Minnesota > 0
3. NAME OF a. (First) b. (Middie} T (Lasy) 4 DATE  (Monih) )
DECEASED
veor oty Loulee Alice SINSELMEIER | odin April 14,195
5, SEX I 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED.J 8. DATE OF BIRTH 9. AGE {fo years} IF UNDER 1 YEAR | F UNDER 35 WRS.
female [/|white WP YORCED Eeatrf 111y 12,1922 pqrinaden [somie] Du | Houn | i
10a. USUAL OCCUPATION (Givekiadof werk | 100, KIND OF BUSINESS OR IN. | 11. BIRTHPLACE (001 1ad Scate or Foraige Covotey) 1 z_cITizen oF wHAT
o . o, aven if re DUSTRY am ste cr Foreign Country
‘RERYE-WLFE """ | at home 8t,Louis, M PRy

138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Abe Shoulte Louise Davidter Alois Zinselmeler
lg.wmo?fﬁiﬁff’ E\{Ilfzs: .m‘#' f.fiMdEE. ::?E“cv::_:ﬁ 16. SOCIAL SECURITY 17 INFORMANT" S SIGNATURE OR NAME ADDRESS
no Non 4= of= T SALOLE Zinselmeler, 8214 Minnesgota

18, CAUSE OF DEATH - -MEDICAL CERTIFICATION 'g;g“”- BETWEEN
 Enter only onpcauseper | 1. DISEASE OR CONDITION al W‘-““f Le Z J oy
line for (a), (b), and (¢) | DIRECTLY LEADING TO DEATH®(,) 2 < / A “/‘/‘—%“-
. | ANTECEDENT causes f
This does ot mean - ALY A w A-uhw AM( 'a.

the mode of dying, such Aforbid conditions, if any, glcing DUE TO (b)
ot heart fatlure, asthenda, | rise to the cbove cause (o) slaling

' the underlying couse last, : . !
cte. Jt menns the dis- DUE T0 () 7‘,#1“ ~ f 60/4- / /3

case, injury, ar complica-

tion which cauzed death. | 11.-OTHER SIGNIFICANT CONDITIONS o . 97//"
Condilions confributing to the death but not O b . ‘f
related to the disease or condition eausing death. &.«'c Y adl | /ﬂ { 41

i9a. DATE OF OPERA. | 190. MAJOR FINDINGSOF OPERATION [ q P‘«l— 4 \ L\J 0. AUTOPSY?

x
- ves (G0 O]
21a. ACCIDENT (Boweify) - 215, PLACEOF INJURY (0.4, facrabaut | 21c. {CITY, TOWN, OR NSHIP) (COONTY] (STATE)
SUICIDE bams, farm, Iﬂumereel.oﬂu tidy..en0.}
HOMICIDE
21d. TIME (Mozth) (Day) (Year) (Hour 2le. INJURY OCCURRED | 2. HOW DID INJURY OCCUR?

-

e 5 74 32.0
22, I hereby certify that I attended the deccased from __.‘?_,;_/_, Igﬂ lo _Ll__ 19 Q ,é? 6jaw lhe deceased
aliveon 7 ¢ l/ , 18 8 ¥ and thai death occurred at _l_f,‘_,ﬂ m., from the causes and on the above. A

23a. SJGNATURE pgree or Litle 23b. ADDRESS - i 23¢. DATE SIGNED
el et B C00e Viagasiiin dre

INJURY

y-r55Y

WRITE PLAINLY—USING UNFADING BLACK INKE-—MAKE A PERMANENT RECORD

_ZI_J}BNBHERMISVL, C;?DE:LA; 24b, DATE . 24c. NAME OF CEMHERY OR CREMATORY Zﬂ.'LCX:ATION (Oity, town, or county) (5tate}
. § ¥
1l rem k/17/54% Mt, Hope Cemetery Lemay .23,Mo,
DATE REC'D BY LOCAL ISTRAR'S SI 25. FUNERAL DI RECTOR’S S1GMATURE ADDRESS
APR 16 1954 J#AiFendler Und.Co, 7420 Miohigan

(Licensed Embalmer’s Statement on Reverse Side)




ST.ATEMEN’T BY LICENSED EMBALMER |
\
|
|
|

I hereby certify that the body whose name is recorded on the reverse side of this cerhhcate was emba
\

byme, 0o BY c.cmmmmicaeraeenes feesamsasanecsaanan meeeseesesssessessresceosinanssas PRI , Student Embalmer No............ |

working under my personal supervision..

Student.....covrro i ocaeiiiicrinnieceiemacaaaaas
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR.ITENG. (Fa
to comply with the above constitutes grounds for revocation of license).
' If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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




