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Y-USING UNFADING BLACK INE—MAEE A PERMANENT RECORD

WRITE PLAID

 BIRTH NO.

TFE UWVINUN Ur reEALIR Ur Mo UR

FILED AUG 111954 STANDARD CERTIFICATE OF DEATH
I-EG. DIST. NO.iZPRIHARY REG. DIST. Mﬂl&gutrar:h‘o /ééé..

25639

State File No...

1. PLACE OF DEATH
a. COUNTY

2. USUAL RESIDENCE (Where decsassd lived.
a. STATE

U institatlon: residence before”

- - » gdinfwion).
» i Missouri > COUNTY s¢. Loui g™
b. CITY - \ _LENGTH OF || c. CITY ,
U outelde u@nu limits, write RURAL -nd‘:lv;u » 200 heTH oF &R ‘f'zé! /Y l_lé';;*éﬁ«l i T of
ToWN . Qverland: 2 monthg TOWN (yerland lp ™ s
d. F‘E]JOLSI_;P:I_I-_“AD{EOOF {If not in hospital or & 3, give stract add ar L ..Asr;r[?REEE;S (I raral, givs loestion)
INSTITUTION 8901 Olden g 8901 Olden
3. NAME OF = "a (Firt) b, (Middie) ¢. (Last) 4. DATE (Month) (Day) (Yean
{Twpeor Printy  Nicholas G. Frederic DEATH July 11, 1954
5. SEX {D| 6 COLOR OR RACE | 7. MARRIED, NEVER MARRIED, )| B, DATE OF BIRTH 9. AGE Un years| 7 WhoER 1 YER | & OR 0 WA,
WIDOWED, DIVORCED {8pe last bivthday) Monﬂn]ﬂ"m Hours | Min.
m W Hidowed “March 10, 1880 T4 ,
m:o:gg& OCCUPATION (Qvexindof work [ 10b. KIND OF BUSINESS OR [N: | 11. BIRTHPLACE (¢, sag-seae or Foraign Gomatry) ()] 12 Ogm;grgt?rwg
Post Officeutlerk U.S. Government St. Louis, Missouri. U.S.4,

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

Nicholas John frederic |

AugustayHerman

14, NAME OF HUSBAND’OR WIFE

Sarah Carlin Frederic i

NAME

16. SOCIAL SECURITY
NO.

i5. WAS DECEASED EVER IN U.S. ARMED FORCES? ‘
(Yes.no. or unknown) | (11 yes, give war or dates of service)

17. INFORMANT'S SiGNATURE OR NAME ADDRESS

% \

yess Sp. Amer. War. | none rs3. Margaret Denny, 8901 Olden, Oveéerland -
18. CAUSE OF DEATH : MEDI CERTIFICATION . INTERVAL g}.gm
 Enter'only onecauseper | 1. DISEASE OR CONDITION Z{ / ’%_,
line for (s}, {b}, and (c) DIRECTLY LEADING TO DEATH‘(a)

*Thiz doez not mean ANTECEDENT CAUSES M w 5 .9" 7 —2.
the mode of dying, tuch | Morbid conditions, if any, ﬂng DUE TO (b} & cfém&' 2
o8 heart faflure, asthenia, | rite to the above couse (a) 17
ce. It means the diy- the underlying cause last.
care, Infury, or ! DUE TQ (c)
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS “

Condilions contributing to the death but not

. . relgted to the disease or condition causing death.

19a. DATE OF OP’FI%AI‘; 190, MAJOR FINDINGS OF OPERATION o 2. AUTOPSYT’ -
Y300 | w0 i
21a. ACCIDENT (Bpecily) 21b. PLACEOF INJURY (s.g..inerabont | 21c, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE- . R home, farin, tactory, sirest, office bidg., eve)
HOMICIDE s . _.( )
21d. T(I#E (Month} (Day) | (Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? — .
ER ) - WHILE AT NOT WHILE -
INJURY WORK AT WORK e

b4

mﬁfmkb el

;18577 that T list saw the deceased

deceased from

2. I hereby certify !hat I atlended
alive on %:L .

and that death occurred al _AJQE . from"’;e causes and on the date stated above. .

(Degree or mln—a

D Fr

23b. ADDR!SS

Lt HVies, it 2o

. DATE SIGNED
j—é,/z»?s;'f’

:a. su%j{v i'

BURJAL, CREMA- | 24b, DATE Caﬁ-
TICN, REMOVALM

24c. NAME OF CEMEI'ERY OR CREMATORY

24d. LOCATION {Oity, town, or countyy |  (Btate)
. C 8 :
25. FUNERAL DIRECTOR'S SiGNATURE ADDRESS

. Hoffmeister Colonial Mortuary,Chippeva,

etnetit o Reverse Side)



Dr. W. C. Gray
8711 St. Charles Rock Road

o

..

11 H#

V STATEMENT BY LICENSED EMBALMER

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

by me, or by ................................ PR iaeaanas » Student Embalmer No............

working under my personal supervision,.

smd;nt ................................................ Sjtg'ned ..... Z[ 07 /%’n%

Signature of Student Embalmer
L]

. _w Licended _Emlbalmer Noz.Zézz
P, O. Addreas.;r/ﬁfﬁ"‘“

Note: The above MUST BE SIGNED BY THE LICENSED -EMBALMER in his OWN HANDWRITING. (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.




