300 THE DIVISION OF HEALTH OF MIXUURI 349 3 4
0,
l TILED OCT 24 1955  STANDARD.CERTIFICATE OF DEATH —
I BIRTH NO. REG. DiIST. NO. m PRIMARY REG. DIST. NO. _]_0_0_3 RmurraraNo...........gz;}g |
I 1. PLACE OF DEATH : 2. USUAL RESIDENCE (Whbere dacossed lived. 1 lsstitutlon: rmidence before
o &. COUNTY N . a. STATE Missouri b. COUNTY adwabalont,
b. CITY a ide imita, L ard give ¢c. LENGTH OF c. CITY 4. Is Residencs within Limits of
TOWN g* ﬁﬁm ﬂfgé%]: townsbip)| STAY (o this place) Tg\sﬂ st .Louia ‘ " gy B:eorp;slvrnlmll:len:
! d. FH&%P?‘I‘S#E OF (If not In boepital or institution, give atrest sddress or location) .A%TSREEE'STS (1f rural, give location) N E)(fl ' D
| SohoeS T, LOUTS CITY HOSPTTAL VA 5867 Theodosis A
E 3. NAME QF a. (First) b. (Middie)} c. (Last) 4. DATE (Month) (Day) (Year)
' DECEASED
' (Type or Print) YORN LAAGER bEArHOC T 5, 1955.
I 5, SEX 0' 6. COLOR OR RACE | 7. MIARFHEB }SIE#'SRCES%SIEE! 8, DATE OF BIRTH 9. AGE (Il:hvl)ln LI: Uz.ﬂ .Dm F UNDER U WIY,
. B ¥ on ays § Houm | Mis,
Male White Bivorce ") Auge15,1873 E: - |
| 10, USUAL OCCUPATION (Gekindot=ork | 10b. KIND OF BUSINESS OR IN. | 11 BIRTHPLACE (i1, wad Scate or Foraign Countrys f | 1. CITIZEN OF WHAT
, dons di mowt of wor ven if rezired) DUSTRY . 7 - * Jeraign Leuntry NTBY?
| §tone Cutter ~ | Cariinville,ril. V8
! 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND/OR WIFE
| »__Gabrilel Laager | Rosa Rossmann Minnle

15. WAS DECEASED EVER IN U.5. ARMED FQRCES?
(Yes. ﬁ,o: yoknoown) | (If yes, xive war of dates of servicer

16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS

Unknomn ' | Mrs.Minnie Hall,1lll Wallace Aves |
EDICAL CERTIFICATION D po 1'_]_]_. INTERVAL BETWEEN

cg i é ONSET AND DEATH

18, CAUSE QF DEATH - :
. Enter only opecanseper | 1. DI ASE OR CONDITION
line for fa), (b, and () DIRECTLY LEADING TO DEATH®

*This does not mean ANTECEDENT CAUSES ¥
the mode of dying. such | Aorbid conditions, if any, giving DUE TO (b)

a8 heart fallure, asthenia, | rise fo the above cause (a) stating

de. It means the dis- the undeslying couac lasl. i . A

case, injury, or complica- DUE TO (¢} &waﬂzwl 3
tion which coused death. | 11, OTHER SIGNIFICANT CONDITIONS

Condilions contributing o the death bul not
related to the disease or condition causing death.

WRITE PLAINLY—USING TUNFADING BLACK INK—MAKE A PERMANENT RECORD

19a. DATE OF OPERA- 19b‘ MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION / g /*
YES [I KO D
21a. ACCIDENT {Bpecity) 21b, PLACEOF INJURY (e.g..inorabout | 21c. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, farm, sstory, street. offce bidg .. ta.)
HOMICIDE o
21d. TIME (Moxth) (Day) (Year) (Hour) 2le, INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
ity i
2. I hereby T&j thal I a!tend the deceased from 9-24- . Igass , lo 10- 5- . 1955 , that I last saw the dececased
alive on , and thal death occurred at 2!2_. m., from the causes and on the dale staled above.
2. SIGNATURE F're d te nsen - (Degree ortitle)} 23b. ADDRESS Z3c. DATE SIGNED
) 1515 LAFAYETTE A“E. 10-5-55,
TION URN:SVAL CREMA- b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Olty, town, or county) (Btate)
CFars £T8H 10=-7-55 - | valhalle Crematory | SteLouis Coe,MO.

25, FUNERAL DIRECTOR' S SIGNATURE ADDRESS

ibert H.Hoppe,4700 Washington Bivd.

DATE REC'D BY L%%\;L r?r 'S SIGNATURE
| QCT 6 1955

7 — N (Licensed Embalmer’s Statement 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 en
By ME, OF By (o e . » Student Embalmer No........

working under my personal supervision..

b | }m/]

\ s o P. O. Address

“-Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
to comp}.y with the above constitutes grounds for revocation of license).
If ¢mbalmed by a STUDENT, he-also shall sign in his.:OWN handwriting. = .
T thia body is not embalmed, fact should be so stated above.
[ %




