——

WRITE PLAINLY-—USING UINFADING BLACK INK—MAKE A PERMANENT RECORD

v

FILED JAN 6

1956

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

e .-

42442

State File No.

REG. DIST. NO. 31 B PRIMARY REG. DIST. W-M Rtﬂf:!rar'ch.lQS..s._a .......

BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decosssd lived. I lastitotion: residence befors
a. COUNTY a. STATE M b. COUNTY adinieaion}.
L4
b. CITY (1t outcide corpurate limits, wrlte RURAL and give & AI:}—‘_NGTH DEF c. cgg’ 4. Is Residence within lhotts of
township} {in this s} » £ity of lncorporated town?
TOWN St . Loui a TOWN St . I_oui ] Yea Qb No (]

d. FULL NAME OF (1 not in hospita] or institution, give streot address or location)

HOSPITAL OR

({If rursl, give location)

éDDRESS3638a Winnebago St. ;,2/@‘770

wstitution  3638a Winnebago St.
3. NAME OF o (Fist b. (Middle) e (Last) 4. DATE (Month)  (Dsy)  {Yean)
{ Type or Print) LILLIE C. MUELLER DEATH Dec. 10 1955
5. SEX [ 6. COLOR OR RACE | 7. MARRIEB glE\yggc'gngED ,7 8. DATE OF BIRTH 9. I:GE ﬂ;:;;h ).I: ﬂ&“ ID'EIR ; ONDER U HES.
{Hpeci on aye ours Min,
Female “| White W dow &\March 19, 1873| B3 f !
10a. USUAL OCCUPATION (Give kind of wor 10b. Kl SINESS OR IN- | 1. BIRTHPLACE -
aoHdurlnl moat ¢f worl nlll(f(:.l':::;i?:-'ﬂtdk) - ND OF Bu DUSTRY | . {City aad State or Foreign Cnun!ry) é: 12cgb-ﬁ%ER§(?OFWHAT
ousewor St. Iouls, Mo. .S.A.
13a. FATHER'S NAME 13b. MOTHER S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Unknown Hunicke Unlmown Late John Mueller
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? 17. INFORMANT'S SIGNATURE OR NAME ADDRESS

(Yes, r unknown)
NO

{1 yes, QINB;Hr dates of service}

I6. SOCIAL SECURITY
NO

Lillian Mueller 3638a Winnebago St.

. Enter only one cause per

18, CAUSE OF DEATH
lipe for {a), (b), and {c)

*This does not mean
the mode of dying, such
ax heatt faflure, asthenta,
efe. It means the dis-
ease, dnfury, or complica-
tion which coused death.

MEDICAL CERTIFICATION

I, DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® (4)

INTERVAL BETWEEN

ON;FI AND@TH

ANTECEDENT CAUSES

Morbid conditions, if any, giving DUE, TO (b)

Il e lonroes
o0k 0 (0 MMa )Wﬂ,%ém

rise {0 the above couse (@) slating
the underlying cause last,

‘m’ﬂl’., éﬂt

ISP

1. OQTHER StGNIFICANT CONDITIONS
Cunditions contribuding to the death but not

reloted to the disease or condition cousing death,

//,4/:6
V4

19a. DATE OF OP_FI%»}E 19b. MAJOR FINDINGS OF OPERATION . 2. AUTOPSY?
. 7‘{2,0 .} ves (] o E/

21a, ACCIDENT (Bpecify) 21b. PLACE OF INJURY (... inorabent | 2lc. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
N SUICIDE - homs, farm, Inctory, street, office bidy.. et0.)

HOMIGIDE » - ™ _
219. TIME (Meath) (Day) (Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

OF WHILE AT NOT WHILE

INJURY WORK AT WORK

2. ] hereby ceritz that 1 attended the deceased from
alive on

and that death occurved atl

571, to M, 19487, that 1 last saw the deceased

sm., from the causes and on the date stated above.

= SIGNAT% ﬁ );’ ,:g (Degraaort

| 235 ADDRESS

3 47

WM I 23¢. DATE SIGNED

[A- 103

EMA-
pesiiy)

24a, BURIAL

Tng REMf

24b. DATE

Dec.l2, 1955

24z, I\A'\AE OF CEMETERY OR CREMATORY

New St. Marcus Cem.

244. LOCATION (Oity, town, or county) {Etate)

St. Louils, Mo.

DATE REC'D BY LOCAL

DEC 12 1985 |

25. FUNERAL DIRECTOR' S S| GMATURE ADDRESS

riegshauser ;228 S Kingshighway Bl:

(Licensed Embalmer’s Staternent on Reverse Side}
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'
]
]
'
e ————————— e rrre——————n o

STATEMENT BY LICENSED EMBALMER

I bereby certify that the body whose name is recorded on the reverse side of this certificate was emb
DY M€, OF BY .o iiiieiri ettt i e cs i rrrers e eaanesaaneaaes femneann » Student Embalmer No,..........

working under my personal supervision..

Student........cccnminaan eaescaseseseasesseseeesasoasan
Signature of Student Embslmer

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.

17 this body is not embalmed, fact should be so stated above.

-



