THE DIVISION OF HEALTH OF MISSOURI ‘
w0 | FILEDMAY. 281955 crANDARD CERTIFIGATE OF DEATH 169638

10.48 3,
'BIRTHNO._____ _____ REG. DIST. NO. 18 PRIMARY REG. DiSY. ,“,1003 Registrar's Na.._...43.45 ,,,,,, .
1. PLACE OF DEATH . 2. USUAL. RESIDENCE (Where decessed lived. If institution: residence befors
| a. COUNTY 2. STATE  Missouri b. COUNTY admission).
b. CITY (If outeld limita, writs RURAL and g . LENGTH OF || e. CITY . a ,,
OR cuterds sarpurata fimit, write w::.mp) g‘l‘AY (in this place) OR * i’:’t‘fy“ﬂf".:‘w,’.i“;.‘“u“““w%#
Town ST.Louls Town St. Louls RN =N
d. FULL NAME OF (If not in boupital or institution, give streat address ot location) l: REET (If raral, give loeatlon) ‘/ 7
HOSPITAL OR - ADPRESS
INSTITUTION 2827 Missouri  Ave, l,f 2827 Missturi Ave, #‘} o
3 NAME OF 8. (First) b. (Middle) ¢ (Last) 4 OATE (Moatt) (Dey)  (Year)
(Typeor Print) William George Salg oEAtd May 17, 1955
5. SEX 0 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years|  unoer 1 mu | & unoer u s,
WIDOWED, DIVORCED (Bpucity} last birthday) Monthl ‘Hours | Min.
White Moz el od /i May 27, 1892 62 |
10a. USUAL QCCUPATION (Givekind of work | 10b. KINDG OF BUSINESS OR IN 1. BIRTHPLACE s N .
domduﬂn:mwtu!’vurklnzllfo.“-nnil :'trr:) 1 {City snd State er Foreign &“"v’_ ’:fgb.ﬁ%Ep"fTOFWHAT
et~ | Prui t&Vogetables | St. Louis Mo, O S,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
George Salg Pauline Shining fong Selg
{Yos, no, orunkoown) | {If yes, elve war or dates of service)

I5. WAS DECEASED EVER IN U.S5. ARMED FORCES? | 16. SQCIAL SECUR};I‘OY 7. INFORMANT'S SIGNATURE OR NAME ADDRESS

lena Salg 2827 Missouri Ave,
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| 18. CAUSE OF DEATH - MEDICAL CERTIFICATION R INTERVAL BETWEEN
i || Enteronly onecauseper | |. DISEASE OR CONDITION 2 ; Q .- g 5 . /M /C% OMSET AND DEATH
E lins for (2}, {b), and (c) DIRECTLY LEADING TO DEATH (a) - -
- *Thiz does mot mean ANTECEDENT CAUSES g Z z g ! Z z .~ E ¢
3 the mode of dying, such | Morbid conditions, if any, giving DUE TO (b) _ A4 / VaZ]
- ar heart felure, asthenio, | rise fo the nbove cause (a) stating /
1% etc. It meona the dig- | ohe underlying couse last. o R
o case, injury, or compli DUE TO (¢)
iz tion which caused deazh. | [1. OTHER SIGNIFICANT CONDITIONS
- Conditions conlribuding o the death bud not
a related to the disease or condition causing death.
[N 19a. DATE OF OP'IEI%APJ 190. MAJOR FINDINGS OF OPERATION - B 20, AUTOPSY?
2 : | vis [ o
o 21s. ACCIDENT {Bpeciiy) 210, PLACEOF INJURY te.g..lnorabont | 2ic. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
. SUICIDE \ home, Iarm, Ingtory, strest, ofoe bldy., et0.)}
é HOMICIDE
g 21d. TIME {Month) {Day) (Year) (Hous) 21a. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
) WHILEAT[—] NOT WHILE
J' INJURY m. | “work AT WORK ?Jl oD
: E 2. I hereby certify that I attended the deceased from /=28 19080 to & — 1 195 that I tast saw the deceased
; aliveon £=/flo 19 , and tha! death occurred ot _8_____ m., from the causes and on the date siated above.
OA.‘ (Degme or t% 23b. ADDRESS . | Zc. DATE SIGNED
; K97/ e pprcvaff |§277-4J
E Za BU -1 24b. DATE _ _ 28c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, town, or county) (State)
s (Epeclty) ;
& Blirfal 5/19/55 Park Lawn Cemetery St. Louis County, Mo,
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATU 25 FUNERAL DIRECTOR'S $1GNATURE ADDRESS
MAY 17 1958 ¢ ;M )4/&(3' ohn H.Gebken Sons 2630 Gravols Ave.
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emba
DY I, OF By .ttt e it a e , Student Embalmer No............

working under my personal supervision..

53 AV T 1= ¢ | AN

Signature of Student Embalmer

Licensed Embalmer No,_ ....7.0. 0.

P. O. Address .. 2630 Gravols

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

J¥ this body is not embalined, fact should be so stated above.




