. No. 300
- 10.48

<

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

THE DIVISION OF HEALIH Or MISOUR

FILED DEC 28 1955

STANDARD CERTIFICATE OF DEATH
REG. DIST. no.__3_1_8_ PRIMARY REG. DIST.

Siate File No 41 Q’?B
w1003 ,.......10380

BIRTH KO,

1. PLACE OF DEATH 2 USUAL RESIDENCE (Where decessed lived. If Instisstion: residenss before
a. COUNTY ' : o STATE yissouri b COURTY gt ,Louis™™™="
b. CITY (O outeide sorporste limits, write RURAL and give | & LENGTH OF || c. CITY } [ 4. ts Nasidence withts Hntts of |

mon . ST. LOUIS wovaebip)| STAY tnieshesyl OB Universi jr}Cit/ ' o
. FULL NAME OF (If 0ot in bospital or L don, give strest address or k (I rural, sive loatien}

UL MAL o EET..

INST"Uhgl‘? f%Bernard Nursin Home s 17352 Pershing Blvd;

3. NAME OF 5. (First) b. (Middle) o (Lest) “ DATE  (Matt) (Day) (Yo
(Typeor Py DOROTHY ‘Schmittel DELHOUSE. oA NOV. 27, 1955

5. SEX [ 6 COLOR OR RACE | 7. MARRIED. NE\\'IgR MARRIED,~ | 8. DATE OF BIRTH 5. AGE oyl v oo 1 750 | wots w .
Female White idowed é June 22, 1887 68 I |

10a. USUAL OCCUPATION (Giwe kind of work-

10b. KIND QF BUSINESS OR IN-
dote during most of working Lifs, evea If retired) DUSTRY

at home at home

1. BIRTHPLACE  (Gicy wad tace or Forvign Gousten) 47)| 12, SITIZENOF WHAT
k4

St, Leuis County Missouri

13a. FATHER'S MAME 13b. MOTHER'S MAIDEN

John Schmittle

Dorothy Friermuth

NAME 14. NAME OF HUSBANDOR WIFE
George H, Delhouse

ADDRESS

FIE

15. WAS DECEASED EVER IN U. 5. ARMED FORCEST Inl& SOCIAL SECURITY | 17. TNFORMANT' 5 SIGNATURE OR NAME
(Yas. 0o, or unknown) | (I yws, give war or dates of servies)
no no one Mrs, Dorothy Marx-7352 Pershlng Ave, U-City
18. CAUSE OF DEATH' - s - . MEDICAL CERTIFICATION . lmvhm
I._DISEASE OR CONDITION ONSET
 Bateronly enscmper | | BE 1Y DEADING TO DEATHeyy ___General Carcinoma
_ : ’ " (Primar -Breast
o Tals docs oot mean | ANTECEDENT CAUSES y )
1he mode of dying, vuch | Morbid conditions, if any, giving DUE TO ®
s heart feflure, cxthenta, | 7ise to the abooe coure (u) dating )
de. It memms the diy. | ‘he wnderlying eoude lazi ¢
ease, injury, or complica- DUE TO (0)
| tion whier coused deash. | 11. OTHER SIGNIFICANT CONDITIONS W M .
" Cumditions comtributing to the death but ot L ,
related to the discase or condition causing *““\ o -y f-{-"‘-
19a. DATE OF OPERA. | 190. MAIOR FINDINGS OF OPERATION . 20, AUTOPSY?
170 ves [ o
21a. ACCIDENT, (Bpuclty} 210 PLACE OF INJURY (s.¢..inorabowns | Zlc. (CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)
SUICIDE : home, farm, Inotory, street, offies bldg ., sel B
HOMICIDE
21d. TIME  (Moott) (Day) (¥ea) (Houwn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
INJURY \'IHI‘LEAT NOT WHILE .
| _aT woRK
2. I hereby certify that I attended the deceazed from W 10 1o _YAY 22 100) T That I last saio the deceased
alive on , 18_4)_, and that death rred at J3l10Pm., from the causes and on the dale stated above.
Ba. SE:ZT\ - (Degno ot tma)(, 235, ADDRESS . . | 2. DATE S1GNED
. F Romc 3 e - ! >l
24, NAME OF cmtrznv OR CREMATORY | 24d. LOCATION (Oity, town, or tounty)

(skate)

DATE REC'D BY LOCAL
REG.

n

RAR'S SIGNATU

2a. BURIAL, CREMA- | 24b. DATE
TI°E"E"IUE”m°‘:’1""""” Nov.29,1955 |St.Pauls Cemetery St.Louis County Missouri
25, FUNERAL Dlltcfﬂ. 3 SIGNATURE ADDRESS

C.R.Lupton & Sons;7233 Delmar Blvd;

{Licentsed

—

‘e Statermnent cn Reverse Side)




A ———————— — —— e —_————————_

~ STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embal
by me, OF DY .. oriiiiiiiiiiiiiii it ittt iiiii s easanacas Crrerttisseseseannssassaananes » Student Embalmer No,............

working under my personal supervision..

Student...... g | slgnegjﬂ/‘-”w%”b%w

Signsture of Student Exbalmer
A‘z/o o

Licensed Embalrner No..

P. O. Addresﬁ?f IR

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fai

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




