THE DIVISION OF HEALTH OF MISSOURI oproy
oo | FILEDOCT 26 195 STANDARD CERTIFICATE OF DEATH g9 763

15.48 State File No..oirmrimmssssonssmmorrsen
BIRTH NO. REG. DiIST. NO. 31 8 PRIMARY REG. DIST. NO. _1 OA_.Oq Registrar's No...... EB; l;
1. PLACE OF DEATH 2. USUAL, RESIDENCE (Whers d d lived. If i il
a. COUNTY a. STATE Missouri b. COUNTY --Imi-!oal.
b. CITY (I outside corpurnte Limits, writs RURAL and give c¢. LENGTH OF c. CITY (If outalde corporate limits, write RURAL and give townabip)
R townahip)| STAY (in this place) OR
owi  St. Louis Town  St, Louis Pt wa
g d. FU[IisLPI;J_I._AAhll-E OF (1f ot in hospital or instiwgtion, give streot address or location) d.ASTREEI' (1! rarsl, ghve location)
% sTiTUTion Margaretta Nursing Home 5 5861 Cates
3. NAME OF a. (First) b. (Middle) e, (Last) s, (Mouth)
DECEASED ear)
= (Twpeor Pint) A DIEPEBA Mueller o Oct. 1l.. 21.
g 5. SEX / 6. COLOR QR RACE | 7. MARRIED, NIEJEECIEBREIED. 8. DATE COF BIRTH 9. AGE Ua :n:n n: nu::l 1 YEAR | ONDER 30 mas
“z | Female White WEHeW e April 8 1872 g2 Mo | e | Houn | Mis.
; 10a. USUAL OCCUPATION (Owekindof werk | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btste or foretgn seunsry) / 12. CITIZEN OF WHAT
E dmdnriac moat of mnzuh , oven H retired) DUSTRY RY?
& House Hecker Il1l
P [m. FATHER' § NAME 13b, MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Not £nown _ Not Known :
E 5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
< {Yes, 00, or unkoown) | (If yea xive war or dates of service) NO.
= No o No Lorraine Loveelle 3731 Minnesota
I 18. CAUSE OF DEATH MEDICAL CERTIFICATION mﬁhg%ﬂ
¥ | Enteronly onecausoper | 1. DISEASE OR CONDITION H
Z || line for (ar, (b, and (o | DPIRECTLY LEADING TO DEATH* (o) C( cebyal i ‘{ rom bos, S D b p
-] *This doer mot mean ANTECEDENT CAUSES .
2 the mode of dying, such | Morbid conditions, if any, gizing DUE TO (B Gf nevalrzed Aeterie S’Lle—""‘&S
o as heart faflure, asthenia, rise to the nbove cause {a)_ltmiw . - . I P .
e de. It means the dis- the underlying cause last.
o care, infury, or complice- DUE TO () i
'z tiom which caused death, | 1. OTHER SIGNIFICANT CONDITIONS R
= Conditions contributing to the death but 2ot
a related to the diseare or condition causing death. 7
;;, 19a. DATE OF OPERA- -{ 19b. MAJOR FINDINGS OF OPERATION - " i L et T 20, AUTOPSY?
2 TION
L= : YES D NO D
) 21a. ACCIDENT (Bpecify) 21b. PLACEOF INJURY (e.x..ilnorabout | 2Ic. (CITY, TOWN, OR TOWNSHIP) (COUNTY) . (STATE)
, SUICIDE home, farm, fsstory, strest, office blds. e0) e ety U7 v T
E‘ HOMICIDE -
g 21d, '%EE (Month} (Day) (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCURT
WHILE AT[—] NOT WHILE
J‘ INJURY = | WoRK AT WORK . 3 3 9‘)‘\
g 22. I hereby certify that 1 attended the deceased from _’i‘z’_éT_ 16# to M 19_2 that I last saw the deceazed
"j alive on _Q_li'_._.l_?e._, 19._3:_'1., and thal death occurred at=_2 M o from the causes and on the dale slaied above,
2| 2%, SIGNATUREQ - (Degres o tile) | 23b. ADDRESS ] /TE SIGNED
2l rz«% l%» w. > ALY by Ty by 10/t 5/fv
E 2a, BHEHAVL CREMA/ | 24b. DATE 0 24L. NAME OF CEMETERY OR CREMATORY _ | 24d. LOCATION (City, town, or county) -  (Gtale) .
g ") l0/16/5b, New St, Marcus Cem .|St, “ouis - Mo, -

'S SIGNAT

25. FUMERAL DIRECTOR'S S| GNATURE ADDRESS
n,.9' Wm. Schumacher Inc 3013 Meramec

DATE RECD BY
0CT16 19?%5’

(Licensed Embalmer’s Statement on Reverse Side)

‘p'




Dr. Jo EFRon - JE §-6738 - /85 =624, ~FRI. |
PAsTvER Med (idg,

Tasy L Sowiﬁqf (f[awf

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

Student Embalmer No.

working under my personal supervision.

Student ..... tesssacnsenns bemersenaaiabinns Signed........-
Student Eutbahaor

Licensed Embalmer No.... \{ _l \&' b

P. O. Address_z'g

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wi
the above constitutes grounds for revecation of license,)

If this body is not embalmed, fact should be so stated sbove., © oo -

(R R
, .




