iNo . 200
10.48

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

'HLED FEB 9- 1955

REG. DIST. NO.Q: z:

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

L

3363
) State File No
PRIMARY REG, DiST. NO M:ﬂiﬂmr': Na—_;d_.

. BIRTH NO.
I. PLACE OF DEATH I USUAL RESIDENCE (Where decoased lived. 1f institutico: residence before
a. COUNTY a. STATE b. COUNTY adimimion),
St. Louis _° Miesouri o
b. CITY (It outaids corpursio limits, write RURAL and give c. LENGTH OF c. CITY . d, In Rexidence withln Umits of
R township)| STAY (in this place) OR & dty or incorporated town?
. TOWN Maplewood 2_yrs TOWN =g ™o
d. FULL. NAME OF (If not in beepital or inssisution. give streot nddra;cr locstion} STREET (1f rqral, give location) ‘2 S 7
HOSPITAL OR ADDRESS 7
- INsTITUTION  Maplewood -‘Nursing -Home 2340 S, 39th Street
. NAME OF a. {First b. (Middle ¢. (Last) -
DECEASED (First) ( ) 4 DATE 7 (Momth)  (Day) (Yu.r)
(Tupeor iy Lillie - Sensenbrenner -DEATH [ = Sk - .ﬂff
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8, DATE COF BIRTH 9. AGE (b years| IF UHDER © YEAR | & UWDER 20 mas.
WIDOWED, DIVORCED (8pecify) Laat birthdsy) Mnnlh-l Daya | Houm | Mip,
Femnle White Widowed _8s_ I
10a. USUAL OCCUPATION (Give kindof work | 10b. KIND OF BUSINESS OR [N- | 11. BIRTHPLACE . . 12._CIT
domduﬁn‘mutnf'orklullh.v:un:! :e;r:;) DUSTRY (City sad State of Foreign Country) | COUB}%EP\"?FWHAT
Housewife Own home St. Louis, Missouri O 1 USA

13a. FATHER™S NAME 13b, MOTHER'S MAIDEN

Unknown Buermann
15. WAS DECEASED EVER IN U.5. ARMED FORCES?

(Yeu. po, or unknown) | (If yes, rive war or dates of service)

0

16. SOCIAL SECURITY
NO.

none

NAME 14, NAME OF MUSBAND OR WIFE

17. INFORMANT'S SIGNATURE OR NAME

ADDRESS

18. CAUSE OF DEATH,

. Enter only onecntise per 1. BISEASE OR CONDITION ~

MEDICAL CERTIFICATION

INTERVAL BETWEEN
ONSET AND DEATH

\ine for (a}, (b), and () DIRECTLY LEADING TO DEATH" (53

ANTECEDENT CAUSES
Mortid conditions, if any, giving DUE TO (b}

*This does nol mean
the mode of dying, such

_'ﬂapiﬁnww ~yaneslon, deaican

""'""'IAP-_

rise to the above cause (a) stating
the underlying couse last.

-,

aa heart fatlure, asthenda,
ete. It means the dis-

ease, injury, or complica- DUE TO (¢)

11. OTHER SIGNIFICANT CONDITIONS -

Conditions etmtnbu:my L0 the death but ot
related to the iﬂeeau or condition cauring death.

tion which caused death.

3 daus,

(Licensed “Embalod

g....

19a. DATE OF OPERA. 19, MAJOR FINDINGS OF OPERATION 20, AUTQPSY?
| ‘fwx ves [ vo
21a. ACCIDENT (Bpecits) 215, PLACE OF INJURY (o.g.. lnorabout | 2lc. (CITY, TOWN, OR TOWNSHIP} (COUNTY) (STATE}
SUICIDE . home, farm, fagtoty, street, offce bldg.,e10.)
. HOMICIDE - o \
21d. TIME (Month) (Day) (Yesr) (Hou) | 2ie. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
WHILEAT NOT WHILE
INJURY = | wWoRrk AT WORK
22. I hereby cerg ] that 1 altended the deceased from %z_ 19‘_._"'.., to aﬂ&._‘_h, 195K that I last saw the deceaced
alive on , 19 ss—, and that death ¥ceurred at _1.Q_.3.Qam fraaft the causes and on the dale staled above.
23s. SIGNAT (Degroo or title) | 23b. ADDRESS G 3] Ladv ‘ 23c. DATE SIGNED
| b ] bR Gevvts’ 19 Y. (1>~
74a, BURIAL.CRPMA- | 24b. DATE N/ 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, town, of county) (State)
TION, REMOVAL (Bpecity) .
Remave ihy Y He eismtaine: :
DATE/REC'D By LOCAL RAR'SEIGNATUS / 25, FUNERAL :ol RECTOR" § S| GMATURE _ADDRESS 6464
RE ,
y Y ¥ P2 A0S r2/A0nE Jliof fueister .Colonial Mortuary, onj ppewa

on Reverse Side)



qﬁjﬁ‘f‘{ Q %‘J_wfjg..m

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emba
BY IMIE, OF DY it e iee s e , Student Embalmer No,...........

working under my personal supervision..

Student...coorreo i e
Signature of Student Embalmer

W P. O. Addresstﬂ.ﬁn

Note: The above MUST BE; SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fa
to comply with the above const:tutés grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwntmg

I this body is not embalmed, faét should be so stated above. - -

Nalidl
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