. No.300
10.48

rLIVIL TG

COLLINSVILLE, |

_MAKE A PERMANENT RECORD

WRITE PLAINLY—USING UNFADING BLACK IN

<

i

THE DIVISION OF HEALTH OF MISSOURI

VIED OCT 241955 ~ STANDARD CERTIFICATE OF DEATH o Fie o IO L
BIRTH NO. REG. DiIST. NO. 31 8 PRIMARY REG. DIST. NQ. 1003 Kepistrar's No........ _8.81_,9..
I. PLACE OF DEATH j 2. USUAL RESIDENCE (Where deconsed lived. U institgtion: residence belore
a. COUNTY a. STATE b. COUNTY adinimion).
Missouri
b. CITY U cutide corpurate limits, wtite RURAL and give ) ¢c. LENGTH OF c. Cg’g " d, Ia Residence within Limits of
ran ST. LOUTS, MISSOURI.c™=»|gfsserl Sh 8t. Louts R
d. FHélS.P?I_IJ_\AME OF (1 not in hospltal or institution, give streat address or locsiion) ASJ[?REEESTS (IF rural, glva loeation) } Lr ID
SFTAhSRS T, LOUIS CITY HOSPITAL _2"0 1305 Wyoning St. A
3 NAME oF 8. (First) b, (Middle) Z. (Lest) 4 DATE  (Mouth) (Dsy)  (Year)
{ Type or Print) GUS WELLE DEA“'SEPT.E- 1955
5. SEX e~ | 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED,r*;| 8. DATE OF BIRTH 9. AGE (In years| Ir unoER 1 YEAr | o usDER & ums,
WIDOWED, DIVORCED (Bpacit last birthday) |Months] Days Houﬂl Min.

¥

v
10a. USUAL OCCUPATION (e kiad of work | 10b. KIND OF BUSINESS OR_IN. | 11. BIRTHP CE  (City and State or Forsign Caunl.ryy Izt%llé{fggwn

do oat of worklag Life, sven if retired}
':ph rica Theatrical Collinsville, I11.
13a. FA'rHF.n 5 NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR ¥iFE
. Wondli n Welle . Helena Rauber . | = e m = =
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? [ 16, SOCIAL SECURITY

(Yoe.n0.0f unknown) | (1 yea, give war or dates of service)

7 INFORMANT"' 5 SIGNATU OR NAME ADDRESS
S N VA A
no none <

18. CAUSE OF DEATH MEDICAL CERTIFICATION B INTERVAL BETWEEN
. Enter only onecauseper | |. DISEASE OR CONDITION ONSET AND DEATH
line for (2), (b), and (¢ | PVAECTLY LEADINGTO DEATH* - (

: ANTECEDENT CAUSES

*This does mof mean
the mode of dying, auch | Morbid conditions, if any, giting DUE TO (b}
at heart faflure, asthenia, | Tise fo the abooe cause (e} stating
de. It megns the dis- the underlying couse laal.
case, infury, of complica- DUE TO (c)
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death byt not
related to the disecze or condition causing death.

19a, DATE OF OPERA- 190. MAJIOR FINDINGS OF OPERATION 20. AUTOPSY?
* TION 68 ] 5 / ~
wo [J
21a. ACCIDENT {Bpecily) 21b. PLACE OF INJURY (e.g.. Inorabout | 21c. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE boros, farm, Inctory, street, office bldg., e10)
HOMICIDE -
21d. TIME {Montd) (Dar} (Year) (Hour) 21e. INJURY OCCURRED | 21{. HOW DID INJURY OCCUR?
OF WHILEAT[~~] NOT WHILE
INJURY WORK AT WORK
22, I hereby certify that I attended the deceased from ﬂ___. 185, Ioﬂgp_t_._29__ 1055, that I last sow the deceazed
alive on Z=< 7% , and that death occurred at 113Pa  m., from the causes and on the date staled above.
F {Deg:ru or til Zb. ADDRESS Z3¢. DATE SIGNED
g Z‘W et JYA X 1515 lafayotte AE. 9-30- 55,
AL 24b, DATE . 24c. NAME OF CEMETERY OR CREMATORY 24¢. LOCATION (Clty, town, or county) {Etate)
T R (Bpecily) - -
AEReY Oct 2, 1955 ;S8 Peter & Paul Oatholic| _Gollinsville, Illinois

DATE REC'D BY L

q,FUIERAI. DIRECTOR® TGHATURE -, ADDRESS

Ocllinsville, Il1,

REBISTRAR'S S NATU -—
: / / 2. IS~
1 ~-196 X A2 =

rem

4 : I' (Licensed Embslmet's Statement on Reverse Side) °*



STATEMENT BY LICENSED EMBALMER

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

by me, or by ........ o O e e e ;- Stident"Embalmer-No. .00

working under my personal supervision..

°. ]
— * AL e Yo
_-—-‘—-—_p_____-‘_——d-
Y. LT S P Signed.........". AT e i AR 5
Signature of Student Embsloer ]
Licensed Embalmer No...5277....
i LA =z e

S - P. O. Address....Collinaville

RS
%" .Note: The above MUST BE SIGNED BY THE LICENSED -EMBALMER in his O\TVN HANDWLR.ITING. {Fai

to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
T this body is not embalmed, fact should be so stated above. :




