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WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

FILEDFEB

7~ 1985

THE DIVISION OF HEALTH OF MISSOUR!
STANDARD CERTIFICATE OF DEATH State Filc ~,)89

31 8 PRIMARY REG. DIST. NO. J_O_O_a Regirtrar's No.,....-Oﬁ.&ﬁ.m..

"BIRTH NO. REG. DIST. NO.
1. PLACE OF DEATH Z2. USUAL RESIDENCE (Where decossed lived. If institution: residence before
a. COUNTY a. STATE Misscuri b, COUNTY adiniasion).
b. CITY (If outeide corporste limits, write RURAL and give ¢. LENGTH OF || e CITY 4 Is Realdence within lontts o
township)| STAY {in this place) OR & ¢ity or incorporsted u:-mv
TOWN St. Lo TOWN ot = Taouj Yo Tpg Mo ()
d. Fgélgp?l_;_\ME OF (I not is bosplal or institution, glve sireet address or location) AslerRR‘EEE;S (If rural, give location} i
wstitution ~ Deaconess Hospital O g 4558a Red Bud Avenue, o
3 E OF . (First b. (Middle) 7~ c. (Lasty
DECEASED e (First) ¢ / ' 4 DATE  (Month)  (Dey) (Year)
(Twpeor Print)  Charles B, rimn DEATH Jan, 22, 1955
5. SEX 6. COLOR OR RACE | 7. wrnw&g réls\\:'ggchéngED 8. DATE OF BIRTH B.l:GEirgre;n Jr GER 1 TER | U UNDER w .
(Bpecil; t ¥, on Daye | Houts | Mig.
Male White dowed 3=5-1883 l ]
10a. USUAL OCCUPATION (Ghe kind of work | 10b, KIND OF BUSINESS OR IN- | t1. BIRTHPLACE . . . 12. CITI
dons duri ouj of wo&luulc.u:un:!:u::d) USTR {City and State c= Fareign Countrv) | G -,;Q%E':IHOFWHAT
Retire Printer St. Louis, Missouri O | U.S.A.

*This does not mean
the mode of dying, such
as hear! follure, asthenia,
ete. It meona the dis.
case, infury, or complica-
tion which caused denth.

13a. FATHER'S NAME 13b. MOTHER S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Henry Grimm Fredericka Schoenbeck Hrs Ophelia M, Grimm, (Deceased

i5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL sscuang 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
{Yss. no, or unknown) (Ef yos, rive war or dates of service) B .

o Unknown Mr Milton C. Grimm, 45582 Red Bud Ave.,
18. CAUSE OF DEATH MEDICAL CERTIFICATION . _ INTERVAL BETWEEN
. Enter only onecanseper | !: DISEASE OR CONDITION " ' - - ONSET AND DEATH
\ine for (ay, (b, and (<) DIRECTLY LEADING TO DEATH @ %ﬂ P . . —— [ M&&_

ANTECEDENT CAUSE..

Morbid conditions, if any, giving DUE TO (b)
rise to the abore coute (a) slating
the underlying cause last,

DUE TO (&)
11, OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not
related to the disease or condition causing death,

19a. DATE OF OP'FFEJAIQ 150. MAJOR FINDINGS OF OPERATION ) . 2. AUTOPSY?
L] X —— - - -
3 -{~§0 C PNt (o e ﬂ/’ﬂw& YES O fo 0
Z1a. ACCIDENT (Bpecify) 21b, PLACEQF INJURY (e.g.. Inorabens | 215, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (ST).TE)
SUICIDE - bome, farm, Inctory, acrest, office bldg.,eve.)
HOMICIDE -
21d. TéME (Month) (Day} (Year) (Hoar} 2le. INJURY OCCURRED |} 21f. HOW DID INJURY OCCUR?
. - WHILE AT KOT WHILE
INJURY - ¢ -}, WORK AT WORK )"7 '1 5(

alive ¢ ~

2. I hereby certify that I atlended the deceased from _g:L

lo _ML 193X that 1 last satw the deceased

r

, 18 , and that death occurred al

_5__ d-*o*m , Jrom the causes and on the date stated above.
eg'ree or m.le)

0 énog% ’ 2c. DATE SIGNED

d: 'RIAL CREMA-

T v\’ﬁtﬁm&!ﬂ

24:, NAME OF CEMEI'ERY OR CREMATORY 24d."LOCATION (City, town, or county)!

Valhalla Cemetery St. Louis County,

24b. DATE

1-25-1955

(State)

Mo,

DATE REC'D BY LOCAL

-—

25, FURERAL DIRECTOR"S S|GNATURE ADDRESS

[ Math. Hermann & Son Inc, 2161 E. Fair Ave.

ISTBAR'S SIGNATURE

JAN 2y 1855°

——l_ ( .icen.su‘:l Embalmer's Em:mml on Reverse Side) A



. - - - - W - -

éTAT.E MENT.BY LICENSED EMBALMER

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

DY IME, OF By .ot ittt irsr e ma e ae i caaaenas s

working under my personal supervision..

Student ... ea it
Signature of Student Embalmer

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.

J¥ this body is not embalined, fact should be so stated above.

- - -



