THE DIVISION OF HEALTH OF MISSOURI

Ng . 300
o FILED SEP 29 1955  STANDARD CERTIFICATE OF DEATH Stete Fite No..
- ’ o 13
BIRTH NO. o REG. DIST. NO. _31_8_ PRIMARY REG. DIST. No. VM ASod 1003 Registrar's No . 2 ?34;
1. PLACE OF DEATH : ‘ 2. USUAL RESIDENCE (Where daconsed lived. If institution: resideccs befors
T _a. COUNTY a. STATE MISSOURI 0. COUNTY admimion).
b. CITY (1 outeide corpurate limits, write RURAL und ﬁroh . . LEP{G'LH EF) c. ng . d 1 R::dden‘;e M:hlnmliméu of
towhahi (in this e a city CorPOTal win?
TOWN © S+ Louis »| % yra& Town St. Louls G s o, _
d. FULL NAME OF (I not in hoepital or institution, kive sirect address or locatlon) o STREET ¢If rural, give loeation} d)/ q 7
HOSPITAL OR RESS J
NenmTion St. Luke Hospital S 4949a Lindenwood Ave,?
3. NAME OF 8. (First) b. (Middle) " e (Last) 4. DATE (Month)  (Dasy)  (Year)
DECEASED OF
{ Type or Print) E.:DNA A.. . HEINICKE pEATH  Aug. 31, 1955
5, SEX / 6. COLOR OR RACE | 7. M.})ROQ'IJEB NjE\\;‘g.E ESRRIED. /| 8. BATE OF BIRTH 9-[:@5;::-):!1 ;; ur::.m ID\"m ; UNDER M HKS.
wi . D (Bpacif; t ¥, an; 3] ours | Min.
female white warried ™ | May 31, 1905 50 | |
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 1), BIRTHPLACE . : .~ | 12, CITIZEN OF WHA
:onld\h most of worl n:BIo.l:nnl;! :etir:rd) ) DUSTRY (Ciey and Stere or Foreign Country) O COUNTRY? T
ousewife at home St. Louis, Missourl US4
IN3a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND/OR WIFE
»  Charles Bruns | Ida Ude Alfred C. Heinicke
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURhT(;( 7. INFORMANT'S S{GNATURE OR NAME ADDRESS
(Yes, no, or uskonown} | (If yes, give war or dates of service) .
no ' no Alfred C. Hemicke, 4949& Llndenwood Ave.

INTERYAL BETWEEN

ONSET ED DEATH
) Lopg Crsonanm

i3, CAUSE OF DEATH I, DISEASE OR CONDITION
. Enter onlyonecauseper | .
line for (8), by, snd () | DIRECTLY LEADING TO DEATH® (5)

' . (4 :
*This does not mean ANTECEDENT CAUSES orn 4 /7
the mode of dying, such | Morbid conditions, if any, giving DUE TO (b)
a¥ heart faflure, asthenia, rite to the abope cause (o) stating

ele. Jt means the dis- the underlying couse last.

. UE TO (g s L,
case, injury, of complica D v -
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS /ST eredioe Fmars’ Ol

Conditions contributing to the death but not rerech ) Srnas! Sevef //,‘J‘V)///c il £ 2/14 .

related to the disease or condition causing de

192. DATE OF OPERA- | 190, MAJOR FINDINGS OF OPERATION e 20. AUTOPSY?
TION -3 L/ g IB/ 0
l " YES RO

21a. ACCIDENT opecity) 215. PLACE OF INJURY (0.5 Inorabout | 21c. (CITY. TOWN, OR TOWNSHIP) "(COUNTY) (STATE)

SUICIDE home, farm, factory, atreet, office bldy., et0.) et

HOMICIDE . —_—————
21d. TIME (Month) (Day) (Yea) (Houn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

o WHILE AT [—] NOT WHILE -

INJURY m. WORK AT WORK

2. I hereby ceriZy that I attended the deceased from M IQQ. to A?.L IQK that I last saie the deceased

alive on . and that death occurred at Q:_A__ 3! , Jrom the causes and on the dale stated above.

Za. SWUZ l e O (Dez—.or’;tle?t @AEDRSSM.A s c 23c. DATE SIGNED

2/5/ 55,

WRITE PLAINLY—USING UNFADING BLACK INK—MARKE A PERMANENT RECORD

24a. BU thlh_ CREMA- | 24b, DATE " 24c. ﬂ.we OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, towp, or county) {5tate)
TION, REMOVAL (8pecity} . . v
removal " | Sept.3,1955 St.Trinity Cemetery St.Louis County, idlssouri _
DATE REC'D BY LOCAL | Rl RAR'S SIGNATURE 25. FUNERAL DIRECTOR'S SIGMATURE ABDRESS
SEP 2 1 Beiderwieden F.H.Inc. 1936 St.Louis Ave.

(Licensed Embalmet’s Statemnent on Reverse Side)



=

sooaag Apean *aq

STATEMENT BY LICENSED EMBALMER

]

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embs

- Licensed Embalmer No %f(
|

’ . . . P. O, Address. “ Rdr)

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 handwrttmg.

# this body is not embalmed, fact should be so stated above,



