1'& THE DIVISION OF HEALTH OF MISSOURI

No. 300 . . .
e ¥ GJUEDAPR 27 1955 = STANDARD CERTIFICATE OF DEATH e rieno L3202
! BIRTH NO. REG. DIST. NO.\,Z‘ 2 2 PRIMARY REG. DIST. uo.\m_ Registrar's Na...-.gvz'.{... ......... .
‘ 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. If ingtitution: residence before
a. COUNTY a. STATE b. COUNTY adnisalon).,
St.Louis Mg ssouri St.Louis
b. CITY (If outcide earpurate Hsmits, write RURAL wage Lo Alﬂﬂl; D&Fﬂ 2 _4' '}/ “u :‘I:;‘:';:“.:‘m',’;:‘}?u““:'.,‘:,, o ‘
TOWN Overland vy . °. g »
d. FULL NAME OF (If not ia hospital or institution, give streot n‘.;lrm ot loeation) (I rural, give loeation) ﬁ;ﬂ
HOSPITAL OR . ADDRESS .
iNsTIuTioN 1051 3 Hobday Ave, 3 Hobday Ave, .
36%%%% S%IB o. (First) b. (Middle) c. (Last) 4, DATE (Month)  (Day) (Year)
(Twpeor Pty Walter Litzsinger A Apr, V] 1955
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED/ | 8. DATE OF BIRTH 9. AGE (In years| IF UNDER 1 TEAR | & UNDER 5 wra,
WIDOWED, DIVORCED (8pecify) last birthday) Munlh., Dayn | Hours | Min.
Male White Married D I |
10a. USUAL OCCUPATION (Givekindof w 10b. KIND OF BUSINESS OR IN- | Ul. BIRTHPLACE . )
:unudurin: mulo!-orklnllitl(:.i:v:;ai:r:ﬁ:; 0 v . DUSTRY {City aad Stete oz Foreiga Coun:rvo I 1ZC8L’E:ZS¥IOFWHAT
Laborer various jobs Clayton,Mo. 1 U044,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
+ August M, Litzsinger Adeline M, E L nocer
15. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL SECURITY | T7. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
{Yea, po, or unknowa) (H yes, xive war oy datea of service) K NO.
Yea WoW, % cLr? lizabeth Litzsinger 10853 Hobday
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
“Enter only onecauseper | |- DISEASE OR CONDITION ONSET AND DEATH

UNKNORN NATURAL CAUSES

line for (), (b), and {c} DIRECTLY LEADING TO DEATH'(a)

ANTECEDENT CAUSES
Morbid conditions, if any, giring DUE TO (B)

rige to the above cause (a} stating
the underlying cause last.

*This does not mean
the mode of dying, puch
ax heart follure, asthenia,
ete. It means the dis-
case, Infury, or complica-
tion which caused death.

DUE TO (c)
1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing lo the death bul not
related to the dizease or condition ceuaing death.

19a, DATE OF OP'FI%?'E 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
N955 | vwlwld

21a. ACCIDENT (Bpecifs) 21b. PLACEOF INJURY (s.¢..inor about | 21c. {(CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE . horme, farm, (sotory. strest, office bldg.,eta.)

HOMICIDE ! P
21d. TIME (Month} (Day) (Year) {(Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

oF .. WHILEAT[™] NOT WHILE

INJURY. - WORK AT WORK

, 19 , lo , 19 , that I last saw the deceased

2. I hereby certify that I uttended the deceased from

VoL

WRITE PLAINLY—USING UNFADING BLACK lNK;-HIAKE A PERMANENT RECORD

alive on , 19 , and that death occurred al m., from the causes and on the dale stated above.
SNATURE {Degree or m@u 23b. ADDRESS _ Z3¢c. DATE SIGNED
erbert Domke c 651 S. Brentwood B].Vd.
24a, BURIAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 244, LOCATION {Oity, town, or county) {State)
S v tind lu-a;‘-wSS St,Pauls Ev.Cem, Olivette Mo.

&

DA REC'D BY LOCAL | B RARJS SIGNATYR
Y2/ ¥ Sosten
- A _4_' ’.—-.‘ _‘_

25 FUME RECTO
/z//flll ,}; LE ;joogso

(Ticensed Embaimér's\i5d

S S16N ADDRESS
d-Overl nd- lL-Mo.

t on Reverse Side)



.
o

STATEMENT BY LICENSED EMBALMER ~

I hereby certify tha't th&\body whose name is recorded on the reverse side of this certificate was emba

DY IME, OF DY o ir e e iaiaa st rr et . Student Embalmer No............

’ working under my personal supervision..

Student ..oooeroeemomaee s s Signed....&/W....EJ

Signeture of Student Embalmer

¢ Licensed Embalmer Nc\_-?a3
P. O. Addressaubf.—w.-.‘
o

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). oot '

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

I this body is not embalmed, fact should be so stated @bove. '




