Xc-16 196 730 THE DIVISION OF HEALTH OF MISSOURI .. ' |
> | Reg. #11142 STANDARD CERTIFICATE OF DEATH State File No 38744

FE I R N ok I N

2] hereby cemfy that l auended the deceased from _9,[1%55._ 19, 1o _Mﬁs_ e,

X, ang that death occurred at 1355 A m., from the causes and on the date stated above.

.48
SL #7270 1 ;
SIRTH MO. ILEB NOV 18 1Q5REG DIST. NO. 3 1 8 PRIMARY REG. DIST. HOTO_...OB Kegistrar's No. .t 8 .? 3.
O 1L P PLCSUC:_EF?F DEATH 2. USSTLJ:'?EL RESIDENCE (Where decsased lived. If Institation: rexidence before
a a. b. COUNTY, adinisslon).
. I1linois Clinton
b, CITY (I outetd Liraits, write RURAL . LENGTH OF c. CITY . y
{1l outeide corporats Uimits, writs and':‘irv;.mp) g‘rAY in this hace) oR X d. l:g;ddun mu%
g TOWN rand,St,Louis 8 TOWN New Baden .- O
g d. FE&SLPII“#A&I‘_EOORF (If mot in houpital or Institution, give sirens address or loeating) ASJ[?EEEESI:S ' (1f rosal, give location) } &s q
0 INSTITUTION Box 252 b / 4
8 = NAMEOF ™~ o (im0 b. (Middie) e (Last) | COAE  (Maub)  (Dep  (Yem
5 { Type or Print) ERWIN L POTTHAST DEATH November &, 1955
5. SEX »6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED,/ | 8, DATE OF BIRTH 9, AGE (In ysan| IF UNDER | YEAR | & CHDER b mos,
2 WIDOWED, DIVORCED tBpecit) I.ngun.hdn:) Montha | e | Boum | bl
¢ Male White Married 6/17/92 3 |
A 10a: USUAL OCCUPATION (Qive kind of work | 10b,*KIND OF BUSINESS OR IN- | 11. BIRTHPLACE - ] ]
s done during most of working life, ounllndnd“) " . DUSTRY (City =ad Stete or Foreigh r’“"? 12085}{%%@?FWHAT
& n Pieron, Illincis USA
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND‘OR WIFE
a b e tthast i Caroline Ma tthast
" || 15. WAS DECEASED EVER IN U.S, ARMED FQRCES? | 16, SOCIAL SECURITY | 17. INFORMANT ' 5 SIGNATURE OR NAME ADDR
] ESS
- (Yew, 80, o7 unkoowa) | (I ywa, xive war or dates of servic) 5 N
= Yes 340-26-5152 | YA Ho ords, St. louis
| 18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEER
& || Enter only onecsuseper | 1. DISEASE OR CONDITION . ONSET AND DEATH
Z  |I1imnetor ¢a), @), and (o | DPRECTLY LEADING TO DEATH®(y) _Qﬂmmma_n.f_Eﬂnpha@m_with_Lecal__ ~Unknown
i s o .| avtecenent causes " Extension to left nose and Trachea
S |} the moce of dving, such | Aortia conditions, if any, giving DUE TO (b}
3 ag heart foflure, asthenia, | rise fo the above cause (o} stating
e de. It.means the diy. | H4¢ undelying cause last. R 7 . .
o ease, injury, or complica- DUE TO (¢)
= tion whith caused death. | 11. OTHER SIGNIFICANT CONDITIONS
= : - Condilions contributing to the death but not - .
2 reloted to he disease or conditien exuting deoth. Goneralized Fmaciation Unknown
ts 19a. DATE OF OPFIF&\G 18b: MAJOR FINDINGS OF OPERATION 0, AUTOP'SYT
z
2 [SOR | il wO
2l1a. ACCIDENT (Epecily) 21b. PLACE OF INJURY (e.g.. lnorabomt | Zlc. (CETY, TOWN, OR TOWNSHIP} - (COUNTY) (STATE)
& SUICIDE bome, farm, factory, strest, offios bldx., ste)
7 HOMICIDE . .
w 210. TIME (Moath) (Dsy) (Year) (Hou) | 2te. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?-
=]
WHILEAT[—] NOT WHILE
J‘ INJURY WORK AT WORK
R

23, IGNA‘TUE 0 g — Mezm or titlep, | Z3b. ADDRESS . DATE SIGNED
: ___Alan Depk, M.D. | VA Hosp., St.lLouis, Mo, /6
%B'NB g B Ml c’; JKLCREMA; 24b, DATE | 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Olty, town, or county) (Btate)
. (Bpedlly! . .
Remowal 11-6-55 St Rose Ceme. New Baden Ill
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 25. FUNERAL DIRECTOR'S BIGNATURE ADDRESS
NOV7 | J)ﬁ_. Alvert H.Hoppe 4'?00 Washington

d Embalmer’s § 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 err

working under my personal supervision..

Student.. .. ..o iiereieaeas igned .. 0. 7L,
Signature of Student Enbalmer

............ e Ty

censed Embalme No. ......
P. O Address fég
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER. in his OWN HANDWRITING. (]
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
7 this body i3 not embalmed, fact should be so stated above.




