L HYINUIN Ur FrieAkiln WG IMilaaoWwuing D

. FILEDFEB 2- 1955 STANDARD CERTIFICATE OF DEATH o rieonm d

: BIRTH NO. REG. OIST. NO. _318,_ PRIMARY REG. DIST. RO-@ Kegistrar's No 0217

No. 300
10.48

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. If lagtitution: residence before
a. COUNTY °* a. STATE HiBBO‘uri b. COUNTY adinisaion).
b. CITY (If outeide corpurate limita, write RURAL and give gLrALYENGTH OF c. CIOTg L dm Resldence within Lmits o:_
TOWN townahip) (in this place). TOWN Saint Il I 8 u;lg ]ncnrp;r;wil:]mw:??
d. FULEL NAME OF f.pot i i {0 t.pddress ar locstien) STREET (If rursl, give loeation)
HOSPITAL OR RN Hi | I l E l ) ADDRESS
INSTITUTION BARKES SP é 1G 5015 Queens Avenue, 15,
3, :?‘E’?;'EES%'B a. (First) b, (Middley  _}PU/ o © @Lasn 3 DATE (Month) (Day) (Year)
{ Type o7 Print}d 1] {am : H. G DEATH T 1
5. 5EX 6, COLOR QR RACE | 7. MARR!(%%. gEgchl'EléRRIED, 8. DATE OF BIRTH B.f.GE (Io yesrn| IF UNDER 1 YEAR | IF UNDER u uS.
. (Bpacify, t birthday) Moothe | Days | Hours | Min.
Male O | white arriea 7 |Dec. 17th, 1874 86 l I
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE " .
daps during mutnlwnrkluﬂ.fo.-:annif:ud::'d) DUSTRY (City and Stete oz F'"'B Covatrv} | 'zé:gm%fqa;?FWHM
Retired Steamfitter Rajilroad, St. Louls, Missouri. I
138. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HMUSBAND OR. WIFE
' Bernard Gausmann JLouige Meyer ee Kahlmug
I5. WAS DECEASED EVER [N L!.S. ARMED FORCES? | 16. .SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
(Yea. no. orunknown) | (If yes, xive war or dates of sorvice) . NO.
_No None Ynknown Mra. Prisds Gansgann, 5015 Queeng Ave., 15,
t8. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
Enter only onsesuseper | 1. DISEASE OR CONDITION ONSET AND DEATH

lne'or (s), (b), and (o) § D'RECTLY LEADINGTODEATH'Gy __ Pnimonary Edems L L days

*This does mot mean ANTECEDENT CAUSES

the made of dying, such | Morbid conditions, if any, giring DUE TO ® __Hy;:oproteinema

s heert failtre, asthenia, | rise to the above cause (a} stating

de. It meana the dig- the underlying cause last.
ave, infury, or complica- " DUETO ) Carcinoma of stomach with metasta SEJF

tion which caused death, | 11. OTHER SIGRIFICANT COMDITIONS ’
Conditions contribuling Lo the death but not tO esophagus
related to the dizeare or condition cousing death.

19a. DATE OF OPTEIRO.‘N 15b. MAJOR FIRDINGS OF OPERATION 20. AUTOPSY?

WRITE PLAINLY—USING UNFADING BLACK Il&K—MAKE A PERMANENT RECORD

/5/)( vtsDnoB'
21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (o.g..Inorabout [ 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE hore, farin, factory, street, office bldg..eta.) |
HOMICIDE
21d, TIME (Month) (Day} (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID [NJURY OCCUR?
WHILEAT ] NOT WHILE
INJURY WORK AT WORK
3 ’ H
2. I hereby certify that I auend the deceased from ___N.OI._B 19511'_, lo _Ja.n._é_, 19_55_, that I last saw the deceased
alive on , and that dealh occurred al 5 2 m., from the causes and on the date slated above.
rd
23a. SIG (Degreo or title) | 23b. ADDR?ARNES HOSPITAL 23c. DATE SIGNED
35//,,% 2 . 0.0 1/7/55
'zl'?ONBgERhJOA\l’“ Zég{ﬂk 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county) ' (Btate)
}
Remova. ” 1J10/ 56 . Yalhalla Cemetery 8t. Louis County, Missouri

DATE REC'D BY LOCAL
REG.

N tfé'ﬂ"a‘tur BMHEE Bva.,

m (Licensed Embalmer’s Stau'mnl on R:vcne Side)




STATEMENT BY LICENSED EMBALMER

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

BY MeE, OF DY it , Student Embalmer No............

working under my personal supervision..

Student ... ..o e Signed..... @’Qr/l\ 6 %%M
Signature of Student Embalmer

Licensed Embalmer No, %2

)
P. O. Kddress..,é{{..}\?g%

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).

1f embalmed by a STUDENT, he also shall sign in his OWN handwntmg
. 7¥ this body is not embalmed, fact should be so stated above.

- i

rl




