No. 300
10.48

THE DIVISION OF HEALTH OF MISSOURI 25314

MED JUL 2¢ 1952 STANDARD CERTIFICATE OF DEATH 100 State File No
AIRTH NO. _IEE. DIST. NO. _§,_l§ PRIMARY -REG. DIST. NO. Registrar's No. 5820 N
1. PLACE OF DEATH ’ 2. USUAL RESIDENCE (Whers decsased lived. 1f ingtitution: residencs bafors
a. COUNTY - { a. STATE MiBBO'I.n'i b. COUNTY sdmisslon).
b. CITY (f vatalds corpurate limits, write BURAL snd give c. LENGTH OF || e. CITY . d In Residence within Limits of
OR nahip}| STAY (in his plate) OR - a
TOWN . St, Louis, Moe o Days f|__TOWN Ste Louls | EETR "
d. FULL NAMEOF (If not in bospital or lostitation, cive streat address of locaticn) (If rarsl, give location) X2,
HOSPITAL DD
INeTiTOTION Paxrk Lane Hoapital J RS 167 Clay Avenusevenue. A/ 7 )
3. EI;JE.%:ME o:; . (First) b. (Middle) c. (Last) e, DSF (Mcoth) (Day)  (Year)
(Typeor Print)  Emily ___ Tallewr veat  June 26, 1954
5 SEX / 6. COLOR OR RACE | 7. #&%‘IED. EIE“%R ESRR[E 8. DATE OF BIRTH 9. AGE (fa r-;n ‘: ;."';.“ 17N | 7 RN M e,
(8, - tast birthday, o H Min
Female White Waowed Decs 24, 1878 75 i
. ] . work” . - . <
Io::ﬂ ugitci?;ﬂléemd k lgb KIND OF BUSINESSD?II;TIN 11. BIRTHPLACE (City and State or Foreigs (.'antry) C) lzé&ﬂ“%’#?l:m“xr
er At Hane Ste. Louis, Mo. TeSehe
138, FATHER™S NAME . 13b.. MOTHER S MAIDEN NAME 14. NAME OF HUSBAND'OR ¥IFE
Herman Niekemp . | Sophia Meyer | Fred Talleur, (Deceased)
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT S5 SIGNATURE OR NAME ADDRESS

(Tea 50, or unknown) | (If yas, give war or dates of servies)

No

Unknown O Migs Pearl Talleur, 4167 Glay Avenue,

18. CAUSE OF DEATH ' o - CERTIFICATIO 'ONSET ARD DEATH.
. Enter only onecause per 1. DISEASE OR CONDITION
Line Tor (a3, (b3, and (o) | D'RECTEY LEADING TO DEATH" (5)
ANTECEDENT CAUSES ' f ?/ £/r
_"This does not mean -
1he mode of dying, such | Morbid conditions, if any, giving DUE TO () CP/’ /}/& m o 'ﬂ
a# heart fallure, asthenia, | Ti#e to the above canse {a) stating
ete. It means the disx- WHMW couse laxt. OMM(
caze, injury, or compliica- DUE TO {c)
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS
- . . Conditions contributing to the death but not - Lo -
- related to the di or condition cauzing death. !
19a. DATE OF QPERA- | t9b. MAJOR FINDINGS OF OPE 10N m AUTOPSY?
10N . LR
‘,/‘? X7 ves [ wo
21a. 21b. PLACE OF INJURY (eg..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP)} (COUNTY) (STATE)
SUICIDE boma, £ #ta.)
HOMICIDE )7
2td. TIME (Month) (Day) (Year) _(Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? - -

WORY Dz M s:fz;%ﬂ{ Dz nA A 5711
o____,lo , 1

2. I hereby certify that I atiended the deceased from _@72@ Bé%hal I last saw the deceased
~_alive on A\, 19,_&,/ and that death occurred atlL810P m , Jrom the causes and on the date siated above,

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

23a. SIGNA’ ] (Degree o title)ey 23b. ADDRN 23¢. DATE SIGNED
%%A/v{ V&) ol | GP-o K

%u. “E’EJ&#' CREMA- | 24b. DATE . RAME OF CEMETERY O REMATORY | 244. LOCATION (onmiwn,ormnnty) - (Btate
Hamovad: = 6=30-1954 'Ste Peters Cemetery St. .Louis, County, Moe
DATE REC'D BY LOCAL R 'S SIGYATURE 25. FUMERAL DIRECTOR'S SIGNATURE ' ADDRESS

NN 2 9 1954_ MM&&. Hermann & Son Ince 2161 E. Fair Ave.

2‘ Qs (Licensed Embalmer's 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 embal

by me, or by ........... et aeteeeereieiacassssseesesemsamessesecmessrrodsatsrenensnannn PR = Stude:it Embalmer No.,.-....-.....

working under my personal supervision.. f / -~
/ /é/(/ /

o] 10T L3 + | Ly S Signed....coooiimmiiiiiiiiiiiiiaaa tresmnananan g ..........

Sighature of Student Embalmer

Licensed Embalmer No é/eg
P. O. Addres& .. 1. : . : .. L.

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 so stated above.

- - +




