Mo . 300
10.48

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

THE DIVISION OF HEALTH OF MISSOURI

‘ FLED APR 28 1955  STANDARD CERTIFICATE OF DEATH
PRIMARY REG. DIST. m.] 00 __3 Regittrar's No.o..

REG. DIST. NO. :3 !!3_

State File Novonoon,

ld( )5S
’?’3

Henry Unnerstall

Elizabeth Gibers

Bernard Abeln

" BIRTH NO. R
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where dacoased lived. If institution: residence befors
a. COUNTY a. STATE Mjggouri b, COUNTY adinimlon).
b. CITY (If sutside corpurate limita, write RURAL and give ¢. LENGTH OF ¢. CITY . In Resldencs withtn lmits of
OR e .
190 St. Louis tavnatini| STAY ta siasincs  *_OR St Loudis < g5 g oSt
d. FS&SLP:]TAAT.E OF (If ot in hospital or lnstitution. give streot address or loeation) ASJgREEDS-S . (If rural, give location) ﬂ 0 f 7 \
INSTITOTION BePgul Hospital 5 84k Canaan Ave,, C)
3. NAME OF a. (First, b, (Mjddie ¢, (Last
DECEASED (Fiest) (ladie) 7 (Last) 4 DATE (Month)  (Day)
{ Type o Print) ANNA M, ABELN pearh April 2lst, 1955
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, :2 8. DATE OF BIRTH 9. AGE {In years| IF UNDER 1 YEAR | tF UsER M Hes,
WIDOWED, DIVORCED {Bps. I~ 6birth:hv} Mouth, Days | Hours | Min.
Female white widowsed August 8th, 1885 f
10a. USUAL gg‘:a?lm (Gmekindotxork | 10b. KIND OF BUSINESS OR IN. | 1 BIRTHPLACE  (G;\y i shate or Forsien Comsten) 9] 1% CITIZEN OF WHAT
housewi fe at home S, Louis, Mo
13a, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND’OR WIFE

I15. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Ywa, no, or unkoown) | (If yes, give war or dates of sarvice)} NO. ’
' Bernard Ab=ln, 8925 Edna
18. CAUSE OF DEATH MEDICAI. CERTIFICAT!ON IgEER_:!AL BETWEEN
| Enter only cnecewseper | | DISEASE OR CONDITION NSET AND DEATH
line for (), (b, and {0} |. DIRECTLY.LEAD!NGTO DEATH" ) _ Carc:.noma of the pancreas 7 .’9}7 X
«This does mot mean | ANTECEDENT CAUSES )
the mode of dying, such | Morbid conditions, if any, gising CUE TO (b)
o heart fatluse, asthenia, | rise to the above caute (o) stating
etc. It means the dia- -the underlying catse lost. : , - i ) -y ,
case, infury, or complica- DUE TO (c)
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS
' Conditions contributing to the death bul ot
reloted Lo the disease or condition causing deglh,
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION s 0. AUTOPSY?
TION . ooy
. vis (1 wo []
s, ACCIDENT {Bpacify) 21b. PLACEOF INJURY (eg..lnorabout | 2ic. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, farm. fastory. strest, offios bidg..ete.)
HOMICIDE . N .
214. TIME (Month) (Day) (Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
- o [ "ond ] "Eene 157 X
22. I hereby ceﬂgﬂy thq! I atiended the deceased from April l 95 2 ,oApI‘ll 21)_ 18 25 , that I last saw the deceased
alive on pril 21’195 2 , and that death occurred at J,(_f_._ﬂm Jrom the causes and on the dale staled above.

2Z3s. SIGNAT,
’l

. (Degroe or ;itlv }

555 Fﬁss.. Grand Blvd. -

r

fczTTgﬁ)lGNED

24a. BURIAL., CREMA- | 24b. DATE 24c. NA\IE OF CEMETERY OR CREMATORY ‘Md LOCATION (Olt}. wwn. or eoumy) (State)
TION REMOVAL (Bpedity) .
burd.al 4/25/55 Calvary Cemetery. St. Louis,  Nou

DATE REC'D BY LOCAL

PR 27 jass

g 63 (Licenstd Embalmer’s Staternent on Reverse Side)

25, FUNERAL DIRECTOR' S 8| GMATURE

ISTI ‘S SIGNAT )
j EQLZ f 7,,47{ "S- IDIEDRICH FUNERAL HOME,8319 Hallsferry

M)DIESS




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb
by me, Or by .. i iiiiieiieiiesaisresesseaeamreraseraraanan Grmremnn . Student Embalmer No...........

working under my personal supervision..

Student....cooiiniiiiiiiii i ria e aaaean
Signature of Student Embalmer

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).

1f embalmed by a 'STUDENT, he also shall sign in his OWN handwriting. .

T this body is not embalmed, fact should be so stated above. ~ -



