WRITE PLAINLY—;—USING UNFADING BLACK INE—MARE A PERMANENT RECORD

. Mo, 300
. 10.48

THE DIVISION OF HEALTH OF MISSOURI

~ FLED SEP 29 1955 STANDARD CERTIFICATE OF DEATH srre e ne31 CO6
BIRTH NO. _ REG. DIST. WO. 31 8 PRIMARY REG. DIST. m__.1003 Reginirar's No...-z...s._j;:...s........
1. PLACE OF DEATH - 7. USUAL RESIDEMNCE (Whers decessad bved. 1 lutitotion: reskleoce bofore
a. COUNTY s STATE s sgourd b. COUNTY admimlon.
b, CITY {If outslde corpurate limits, writs RURAL and give c. LENGTH OF c. CITY d. I Residence within Lmits of
OR wrahip)| STAY (i this placel|| OR :
oW St, Louis, Mo. e l[‘ " 2“' ows St. Louds CRYTRET
d. FULL NAME OF (If not in boapital or institution. give strest 2ddresa or Locatlon) . STREET {If rural, give locstion) X)) [0
HOSPITAL OR ) é ADDRESS } J
INSHTUTION S, Louis Chronic Hospital 5313a Thecdosis.
3 NAME GF a. (First) b, (Middle) c. (Last) | 4 DATE {Month)  (Dwy) (Year)
{Tvpe or Print) Rose Marle . Kiefner DEATH _ August~26- 55

IF UNDER | TEAR | F UwDER 2 Was,

5, SEX l 6§ COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH- 9, AGE (In years
WIDOWED, DIVORCED (Bmdfry last birthday) Mnnuul Days | Hours | Min.
Sep. A1 4 |

10a. USUAL OCCUPATION kind ol work | 10b. KIND OF ‘BUSINESS OR IN- 1 Tl. BIRTHPLACE " . o ,
I-fomdu:ina‘:vna:o 'utkluu(i(:::ui.! retired) At h me DUSTRY {City ead Stata or Foreign Comntry) 0 12 CIT':%P:'?F WHAT
ouse e o Missouri. (Perryville)
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
) . Loretts Gi SaF 0T LS
in’t'a. WAS DECEASED EVER IN U, 5. ARMED FORCFS? 16. SOCIAL SECURLI‘C"( 17, INFORMANT'S SIGNATURE OR Nmz ADDHEiS
n.na.oNruonkuo'n) (Il yen, xive war or dates of service) none 5 ChaI'l es N . Ki efner , 693 Norman e
18, CAUSE OF DEATH . MEDICAL CERTIFICATION ) INTERVAL BETWEEN

. ONSET AND DEATH
 Enter onlyonscouseper | |- DISEASE OR CONDITION. ,f Am_ﬁ, ,
Lot for Gor. . and vy | DIRECTLY LEADING TO DEATH*(q) _M AP 2 . | ¢ o

* Tz does nol mean ANTECEDENT CAUSES
the mode of dying, such | Mortid conditions, if any, gising PUE TO (b) -%—
s heard fallure, asthenda, | rise to the above cause (e) sating .
the underlying cause lasl,

de. It means the dis-
ease, Injury, or compli DUE TO (o)
tion which cavsed death. | 11, OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not . 292 5#"
related to the disease or condition couting death, o¢ e

152. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
TION A
14 7%B | k] wl]
21a. ACCIDENT (Bpacily) 21b. PLACEOF INJURY (e.5..inorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, faetory, streat, offios bldg..ena.)
HOMICIDE
21d. TIME (Moath) (Day) (Yea) (Houn) | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
iy - | MHE) s -
2. I hereby certify thal | aitended the deceased jromu_aLzlh_, 19_51, lo M_, 19_55, that I last saw the deceased
alive on , 1995 | and that death occurred ot _Las 50 BaMeom the causes and on the date stated above.
Za. SIGNATU (Degres op2itl | 23b. ADDRESS Z3. DATE SIGNED
IS
,j %, M, MJZ, 5800 Arsenal St. 8/26/55
2. BUR T 4 \.‘G\'LCREMA 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, town, or connty) (State)
) \
"1 8/29/55 ,Memorial Park Cem.| 8t. Louls “ounty Mo.
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE . . 25. FUKERAL DIRECTOR'S GMA DBRE
. _REG. ’ . LQrehmann—Harraﬂ. 1805 unfoni Biva,

on Reverse Side}
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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 emb:

Student Embalmer No,..........

by Me, OF By .. et i e n P, .

working under my personal supervision..

Student . ...oioiiiiiiiieiiien it cmaaaaaaes
Signature of Student Embalmer

Licensed Embalmer N

P. Q. Addressc st 7.~

.
.

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 s0 stated above.




