No. 300
10.48

THE DIVISION OF HEALTH OF MISSOUR! '

TowN SAINT LOUIS

FILED FEB 24 1355 STANDARD CERTIFICATE OF DEATH  Staté File No 6156
BIRTH HO. res. 0ist. . R 18 eriuary vee. oist. w0 LU Registrars No%gﬁ.&a‘
I, PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. If inetitgtion: residence befors
a. COUNTY a. STATE MISSOURI ) b. COUNTY SAINT Loﬂ,df fon),
b. CCI)EY (If oataide corpurate mits, write RURAL snd give ¢, LENGTH OF c. CITY 4 G . 4. Is Residencs within Limite of

t.ewn-.hin)

o yed| _tow oveRrawpis | 4| CEHTRDT

¥

\

d. FULL NAME OF (If oot ia boapital or lm&h—uzion du streot nddress or location) o STREET (I rursl, give location)
HOSPITAL OR ADDRESS
INSTITUTION- MISSOURI BAPTIST HOSPITPAL 2205 Brown Rd. Overland Mo.
‘Oeceaseo v b- (Middie) ¢ (Lest) ‘ 4 DATE  (Month) (Day) (Yem)
(Typeor Print)  HENRY ol I FRANKE,SR. DEATH JAN., 17 1955
8, SEX 6. COLOR OR RACE | 7. MARRIED, NEYER MARRIED, 8. DATE OF BIRTH 9. AGE (Io yesrs| IF UNDER 1 YEAR | OF UNDER % His.
0 WIDOWED, DIVORCED (Bpei) . laat birthday) Mont.h., Dayn | Houra ] Mia,
_ _MALF | WHITE _Sept.5,1873 | 8
10a. USUAL OCCUPATION (Give kindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE : : 12. CITI
dese during most of working iifs, even if rat.i.r:) T DUSTRY ‘c'.“ axd State or Foreign Coustry) U %EP{'?OF-WHAT
Retired Machinist Metalware SAINT LOUIS,MISSOURI O SeAe
tlSa. FATHER S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND'OR wIFE
UREKNOWN P TTSTOCK '
5. WAS DECEASED EVER IN L. 5. ARMED FORCES? | 16. SOCIAEL SECURITY | 17. INFORMANT' S SiGNA 0 ADDRESS
(Yes,no.0r unknown) | (If yes, wive war or dates of service) NO.
X0 UNENOWN | HENRY FRANKE,JR. Normandp
18. CAUSE OF DEATH ’ MEDICAL CERTIFICATION . lg{zsgﬁgsw'rwm
| Enter onl I. DISEASE OR CONDITION TH
s for oy, (o, ant vy | DIRECTLY LEADING TO DEATH® 5 AENOCHREC s pryoM £ 50 G110 1) CalaoM
«This does mat mean | ANTECEDENT CAUSES
the mode of dying, such | Morbid conditions, if any, gising DUE TO (b}
as heart fatlure, asthenia, | viae Lo the above couse (o) stating
e, It means the dis- the underlying cause last,
case, injury, or complica- _ DUE TO (¢}
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS
' " Conditions contributing to the death but not
related to the disease or condition causing death,
t9a. DATE, QF OP_II::[FB?" 19b. MAJOR FINDINGS OF OPERATION . 20, AUTOPSY?t
1//3/5 &E/@cﬁﬁ‘éu\/oj\{/}l SigmMoI) Colod ves 1 o
2ia, ACCIDENT 21b. PLACE OF INJURY (es..inorabous | 21c. {CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE home. farm. factory, sirest, offios bldg..eze.)
HOMICIDE . . * .
219, TIME (Month}) (Day) (Year) (Hour) 2le, INJURY OCCURRED | 21, HOW DID INJURY OCCUR?
WHILEAT NOT WHILE
INJURY = | "work |_1 ATWORK - - /53X

J aIivedn'

27 “hereby mﬁ that I attended ih Tg he deceased f::amdﬁ” S ‘, 1995” o I/ / , 195 r_that I tast saw the deceaced

, and that death occurred at 4X10A m., from the causes and on the date staled above.

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

Zia SIGNA

{De; or titla) 23b, ADDRESS i 23¢. DATE SIGNED
)’0\ )/M '?“0 500 Otz ST ST.L0uiS 8 Mo 1 i xl

non REMOVAL (Bpedity}
Ramoval

BUREAL, CREMA- | 24b. DATE 24:, NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, town, or county) {Btate}

DATE REC'D BY LOCAL

JAN 191455 |

W}v

Jan. lq L1955 | _—SLMLM———M-.
: |§51 Yo
. A_E%IEIIAL Di%%’TZ. s4’8‘§8‘ Hat'l Bri D-E” 15

"Mﬁé (Licensed Embalmer's Ststement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb:
by M, OF by . ittt iei e reen e iia e , Student Embalmer No............

working under my personal supervision..

SEUAENE «- oo eeee e s ee e ennen Signed..\ fﬁdﬂ%@/

Signature of Student Embalmer .
Licensed Embalmer No%ﬂ;

. P. O. Addres‘%ﬂﬁa

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 ernbalmed by a STUDENT, he also shall sign in his OWN handwriting.

7€ this body.is not embalmed, fact should be so stated above. -




