o, 300
0.40

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

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

FILED AUG 2- 1955

31

PRIMARY REG. DIST. MO, ]D_O-S- Registrar’s No. ...

23768

State File Nowmnoniniene e,

5660

BIRTH NO. REG. DIST. NO. Py roctfie oy Tl
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dacoased lived, If instltution: reidence befors
&. COUNTY a. STATE Missouri b, COUNTY ,Z‘.dihi ""q
b, CITY (11 outeid te Umits, write RURAL nod of ¢. LENGTH OF || c. CITY 7
0 é“’b igﬁ" " N comrabip| STAY i this place) OR . e e et J
TowN Sbe 8 /) 5 mweeks | oW Stelouis R = =
d. FULL NAME OF (it pot in hospital or instisution, give stregt ad—dn— ar leealion) . STREET (If rarsl, give location)
H 1T, DRESS
INSTITUTION DeyPant] Hospital ?D 1120a Lbntgomery Str.
33E%¥:ES%]E a. (First) b. (Middle) ¢. (Last) 4. DATE (Month) (Day)  (Year)
(Tvpe or Print) ANNA GEORGTE peA_June 28,1955
5, SEX I 6. COLOR OR RACE | 7. wARR".IJEB ?SIE\\:'EECPESRRIED. 8. DATE OF BIRTH 9, hA.GE (l:;:;an L]{' ugu ) YEAR | O ONDER 24 mms.
(Bpacity) t } on Days | Hours | Min.
Femaledc/ rrie /  |Apr.29,1892 83" | |
102. USUAL QCCUPATION (Ghekindof work | 10b. KIND OF BUSINESS{OR IN- | 1. BIRTHPLACE . 12, CITIZEN
doﬁd“‘"‘g moet ol orldu!lh.c:tn‘:f :otlr:rd) - DUSTRY {City aad Seate or Foreign ““) COUNTRY?OFWHAT
oudéwife Gormary U.S.A
13a. FATHER'S NAME 13b. MOTHER™S MAIDEM NAME 14. NAME OF HUSBAND'OR WIFE
. Herman Pollack Mathilda Schulte. Charles Georgle
17 INFORMANT' 5 SIGNATURE OR NAME ADDRESS

i6. SOCIAL SECU'%%

{Yes, B0, 0f unknowa) | (If yes, glve war or datses of servics)

15. WAS DECEASED EVER IN U.5. ARMED FORCES? }

Charles Georgie 1120a Montgomery Stre

. Enter only one cause per

|} the mode of dying, such

18, CAUSE OF DEATH
1. DISEASE OR CONDITION

MEDICAL GERTIF?ATiON

INTERVAL BETWEEN
Oﬂzl’ AND DEATH

.

line for (a), (by, and (@) | DIRECTLY LEADING TO DEATH® 4)

ANTECEDENT CAUSES

Morbid conditions, if eny, gising DUE TO (D)
rize to the abote cause {a) stating
the underlying cavae last.

*This does mot mean

s heart failure, asthenta,
ele. It meana the diy-

case, fnjury, o complica- PUE TO {¢)

J

/ %«;ﬁ%

11. OTHER SIGNIFICANT CONDITIONS
Condilions contributing to the death but nol

tion which caysed death,

related to the disease or condition cousing death. \
19a. DATE OF QPERA- | 19b. MAJOR FINDINGS OF OPERATION ’ 2. AUTOPSY?
TION
. - ¥ YES D NOQ E
21a. ACCIDENT (Bpecify) 21b. PLACEOF INJURY (e.x..dn5rabout | 2lc. (CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)
SUICIDE homa, tarm, laotory, sirest, office bldg..nte) o
HOMICIDE L .
2id. Tcl#E (Moo}  (Day} (Year) (Boun) 21e, INJURY OCCURRED | 211, HOW DID INJURY OCCUR? o
WHILE AT -NOT WHILE
INJURY m. | "work AT WORK 1'7 "I x

22. I hereby

ceriify that I atlended the deceased from %_
alive on __,i&_é{ and thai death occlirred at

1987, 10

. 19_\.1:‘5.,’&0! I last saw the deceased

., Jrohhe causes and on the dafe stated above.

| Z3. DATE SIGNED

23b. ADDRESS

539X

MW

24z, NAME OF CEMETERY OR CREMATGQRY

LQCATION (Clty, town, or county)

{5tole)

25. FUNERAL DIRECTOR'S SIGNATURE ADDRESS

23a. SW : (Deg;rae or Eue)d
%?Qgﬁlu CREMA | Z4b: DATE '
! ¥)
July 2 1955 | Fried
DATE REC'D BY LOCAL | RAGISTRAR'S SIGNATUZE .
REG. ) ,
JUN 30 1955

enry Leidner Und Co 2223 St.louis Ave.

M 4 (Licensed Embalmer’s Statement op 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 me, Or DY .. .iiiiiiiriineiiiaiacairaaerrrrranarataaasans e Sevreaas . Studexit Embalmer No...........

b
working under my personal supervision..

SEUERE cvere e eererereeenea s ireegeceseeeeemeemn. S:gned/OaM'Zﬂ j/M

Signature of Student Embalmer
. - Licensed Embalmer No.™2 7.4?
: P. O. Address b7 ,/4144,
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.
¥ this body is not embalmed, fact should be so stated above.

. »




