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G UNFADING BLACK INE—MAKE A PERMANENT RECORD .

WRITE ' PLAINLY-—-USIN

THE DIVISION OF HEALTH OF MISSOURI

HLEU OCT 261954  stanpARD CERTIFICATE OF DEATH

-

3599’?
State F;h‘ No

REG. DIST. NO. 3 l! 'I

1003 wovirors e 28FEH

BIRTH NO. PRIMARY REG. DiIST. NO
1. PLACE OF DEATH 2 USUAL RESIDENCE (Where. dacoased lived. If instirution; resllencs hafors ™
a. COUNTY a. STATE 1113 is b. COUNTY adiniwion).
. ino
b. CITY {If outride corpurats limita, writs RURAL and xive e. LENGTH OF || c. CITY 4 s Residence withis tads of
R hip)| STAY {in this ) OR < " ke
TOWN St. Ioui_s . HO. townphip) {in placs TOWN BelleVille '{5‘3 or. lﬂeﬂpﬁl;’:‘ﬂd ln-mb
el = P~
d. FH(!)JS'P#AT_EO%F {lf not iv boapital or fnstitution, give streot addres or location) F:'ASJI:?REEESI-S (I raral, give loeation) 3 , Fa (3
INSTITUTION BARNES HOSPITAL - 902 S.Illinois St,

3. gz%ﬁs%'; 8. (First) b. (Mlddle) ©. (Lesty 4 DATE (Maath)  (Dey) (Yean)
(Tweor Print) - +* Anita Cora: Spreitler OEAH __ Qgtober 1, 19%h
5. SEX / 6. COLOR OR RACE | 7. MADROR\‘}ED, EE\VSQCESRR'ED' / 8. DATE OF BIRTH 9. AGE da yean| #'wocs 1 v | 7 troen u s

N {8pecify, 3 ¥} [Monthe| Days | Hours | Min,
Female White MarrPed Feb.19,1904 L) | |
102, nE;';UAL g&szpﬂ‘lﬁl {Grekindof werk | 10b. KIND OF BUSINESSD?}ET iRN‘; L BIRTHPLACE (00 i seace cr Foreign Couatret / Iz_chTr#ERr:’ OF WHAT
Housewife Carlyle,Illinois

13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WiFE
Henry Voland,Sr. Ann Sanders Anton
I5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT S S1GNATURE OR NAME ADDRESS
{Yes, no, or unknown) | {If yes, xlve war or dates of service) NO.
none ton Spreitler .. S inois_Bellieville
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL B 11
| Enter only onecsuseper | |. DISEASE OR CONDITION _ , ONSET AND DEATH
line for (s), (b), and (o) | D'RECTLY LEADING TO DEATH® (3 —  Cersbral Hemorrhage |— 20 hrs,
*This dots not mean | ANTECEDENT CAUSES . . .
the mode of dying, such | Aforbid conditions, if any, gloing DUE TO (bJ _prﬁr &a
o3 heart fallure, asthenia, | rise fo the cbove cause {a) stating . : Y
de. It means the dis. the underlying cause last.
eate, injury, or complica-” BUE TQ (c)
tion which cauded death. | 11, OTHER SIGNIFICANT CONDITIONS ,
Conditions contributing to the death but not Pya
related to the dicease or condition causing death. - 19nephrit'is
19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
- TION )
ves {x] o [
21a. ACCIDENT (Bpecity) 21b, PLACEQF INJURY (e.c.. incrabout | 21c, (CITY, TOWN, OR TOWNSHIP) (COUNTY} (STATE)
- SUICIDE boma, farm, fuctory, sirest. office bldy..e10.} o
HOMICIDE . AL M
21d. TIME | {Moott) (Day). {Year) (Houn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
F : WHILEAT ] NOTWHILE
INJURY WORK AT WORK
2. I hereby certify that I atiended eceased from __Seph, 17 19511_ to _Oc:h._l__ 195y, that I last saw the deceased
alive on , and thal death occurred al m., from the causes and on the date staled above.
Za. sw E t Wd or titlgX){ 230, AnoaassB Zc, DATE SIGNED
- NES
o . AR JE HOSPITAL M 10 /1/5h
24a, BOTAL, LCREMAS zau DATE - 24c. A EME!'E ity, to
TION, REMOVAL (Bpedity) é y__ j y

DATE REC'D BY L%%%L REG!STRAR'S SIGN‘TURE
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S'fATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb:
by me, or by .......... rsieeeaaeane e eeeaceceetenccisissseseenenaaann beeaaaas . Student Embalmer No............

working under my personal supervision..

Student .. ....ciiiiiiminiiinciionacrarr e eonas
Signsture of Student Enbalmer

P. O, Address ........ccueeuvennnn.

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 ih his OWN handwriting.

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




