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FILED MAR 7 1955 THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

: BIRTH RO. REG. DIST. NO. Es ls PRIMARY REG. DIST. NO.

6617

3. State File Noi o ccereenaininn e

1003, ... 1291

line for (), (b), end (c) DIRECTLY LEADING TO DEA'I'H'(a)

“This does nol mean ANTECEDENT CAUSES

I. PLACE OF DEATH |2 USUAL RESIDENCE (Whers decosssd lived. If inatitution: residence befors
a. COUNTY . STATE . b. COUNTY dnizsion).
i Mlssouri e
b. CITY (1 outeide corpurate timits, write RURAL snd give | . LENGTH OF I| c. CITY 4. 1s Residence wilhin lmlls of
OR K township)| STAY (in this place) OR a city or Incorporated town?
town ST. LOUIS O TOWN St. Louils, e Y O
d. FHSIE;P?T&AB;I_EOORF {If not in hoapital or instizution, give streot n:dm- or loeation) ASJDRFEES (12 rural, give location)
wstiution  8T. LOUIS CITY HOSPITAL Y9 518 N. Whittier
SPecHaszp e b (Middle) T T o (Last) 4 DATE _(Mouth) (Day) (Yean)
{ Type or Prini) MARY G. WILLIAMS DE%'-]-H FEBRUARY 15, 1955
5. SEX 6. COLOR OR RACE | 7. MARRIEB glf\\lfggchélér{mw 8. DATE OF BIRTH S.IiGElrmye)m JF moea 1 vean | wioee u .
{Bpecify it 2y oh Days | Hours | Min.
Female White 1iEdo "l april.l5,1881| 78 _ |
102. USUAL QCCUPATION (Givekind of work |-10b, KIND OF BUSINESS OR IN- | 1T. BIRTHPLACE : o 12, CIT
ne during mo. orldns U!l..vqnnif :!Irr:lr’) - DUSTRY . tc‘ty end State cs Fnreun Gmmt.rvl | 0 I%E’;?OF WHAT
cusewLre. At Home St. Louls, Mo. | UeS.A.
132, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
. Peter Gastrich I { unk) Sattel | Frank L. Willlams
15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
¥ ,or unkoown) | (If yee, xiv: 1 or datea of service} NQ. J - -
. K11 Augusta ~‘Netherland, 4054a Olive Ste.
18. CAUSE OF DEATH MEDICAL CERTIFICATION + | INTERVAL BETWEEN
“Enter only onecanssper | - DISEASE OR CONDITION ~.- . °* ‘ D ONSET AND DEATH

the mode of dying, such | Aorbid conditiona, if any, giving DUE TO (b) ——m et :E' 1

at heart follure, asthenia, | rive to the above cause {a) stating
de. It means the dis- | e underlying cause last. ‘
ease, injury, or complica- DUE TQ (c) _M%

tion which ecauszed death. | 11. OTHER SIGNIFICANT COMDITIONS

: Conditions confribuding to the death but not
related Lo the direase or condition causing death.

19a. DATE OF OPERA- lgl}. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION s
YES ‘E wo [
21a, ACCIDENT {Bpecify) 21b. PLACEOF INJURY {e.,inorsbount | 2Tc. (CITY, TOWN, OR TOWNSHIP) * (COUNTY) (STATE)
SUICIDE home, farm, Inctory, sirest, office bldg. ete)

_HOMICIDE 7

21d. T‘[Ji;gE (Month} (Day) (Yeur) (Hour) 2le, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILE AT NOTWHILE
INJURY ™ | "WORK . AT WORK 5 [

22. I hereby certify that I attended the deceased from __Jan.—l9__, 1955._, to M_, 19_55._., that I last saw the deceased
aliveonFab, 15 19 85, and that death occprred at333Q0 A m., from the causes and on ihe date stated above.

232, SIGNA / Mmmm Zib. ADDRESS
' - O | 1515 Lafayette i—enue

23c. DATE SIGNED

2-15-55

WRITE PLA]NLf—USING UNFADING BLACK INK-——MAEKE A PERMANENT RECORD

24a. BUR1AE, CREMA- | 24b. DATE - | 24z, NAME OF CEMETERY OR CREMATORY'

Mo

24d. LOCATION (Clity, town, or county) . - (State)

TGN g8 dpeciin) [ _ 765 Bollefontaine Cem,

DATE REC'D BY LOCAL
REG,

m (Licensed Embalmer’s Statement on Reverse Side)

St Lonis

GNATURE ©

APDRESS

ISTRAR'S SIGNATU . 25 FUNERAL DIRECTOR'S Si
ZL,;Z‘,;ZT M. SElbert H. Hopbe 4700 Washington.




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was emb
byme, or by ...oiiiiiiiiiiiiienea D , Student Embalmer No...........

working under my personal supervision..

Student ..o e Signed. m .- s N ) e

Signature of Student Embalmer

4 P. O. Addgess.

—-Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F
to comply with the above constitutes grounds for revocation of license}.
if embalmed by a STUDENT, he also shall sign in his OWN handwriting.
I +his bddy is not embalimed, fact 5hould be so stated above.

- } -




