Mo, 300
10.42

WRITE PLAINLY—USING UNFADING BLACK INK—MAEKE A PERMANENT RECORD

£
c

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. l E PRIMARY REG. bIST, NO.MZ_ Regisirar's No. ....éé_.............. SN

FILED APR 11 1956

9541

State File No

d. FULL NAME OF (If not in hopitsl or inatisution, give streot address or lofation)

BIRTH KO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lved. I institstion: reeidence befors
a, COUNTY ! a. STATE b. COUNTY aduniwlon).
Jefferson Missourd
b. CITY (1f outalde corpurate limits, write RURAL and give ¢, LENGTH OF ¢. CITY o - d. ll R.ul.ﬂme- within ltemity of
R wahip) Y (jn this placs} OR heuwn
Tos Hillsboro e “l v St.Louis g Ty

e STREET ({If rorsl, give location)
ADDRESS

,z“’”/

HOSPITAL O
iwstiTution  Cedar Grove 6331 Hancock
3. 6“5‘2:“&55%'5 8. (First) b. (Middle) ¢ (Last) 4, mm—: (Month) (Déy) (Year)
(Typeor Pringy . Td& Fritz oiam March 16, 1956
8. SEX 6. COLOR OR RACE | 7. &"IARRIED glE\\;’gR BESRRIED'I) 8. DATE QF BIRTH 9. AGE (Il;:;;n 1:: B&u 1 YEAR | o meoer uoam,
{Bpecit on D H: Min.
Female | White P Eowed " = pug. 16, 187k I “8 [ 2
m:o n';’ﬁf:n'; Sf.f';lﬁ.fﬂﬂ ((;Ib::.k;nd:‘!wm]; i0b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (c;\, vad State or Forsiga comtry) (] ﬂcgm%gyf OF WHAT
Housekeep At Home Washington, Missourl U.S.A,
13a. FATHER'S NAME 13b. MOTHER'™S MAIDEN NAME 14. NAME OF HUSBAND/OR WIFE
Robert Caln. Unknown . | George Fritz
l:.i‘_ WAS DECkEASE)D E\(a'ER INiU.S_ARMdED F?RCES';‘ 16. SOCIAL SECUR:qTJ 7. INFORMANT'S SIGNATURE OR NAME ADDRESS
., B0, OF UDKDOWD, ¥e8, EIVO WAL OT Lol O ‘G"iﬂ 0
No gyt Unknown Mrs. Orpha Graeff - S5h67 Walsh St.

. Enter only onecats per

8. CAUSE OF DEATH
I. DISEASE OR CONDITION

tine for (a), (b}, and (c) DIRECTLY LEADING TO DEATH* (5

MEDICAL CERTIFICATION

INTERVAL BETWEEN

/&M ‘ fQ . ON:SbEI.':H: DEA-'I-'H

ANTECEDENT CAUSES 1
Morbid conditions, if any, gicing DUE TO (b}

*This does nol mean
the mode of dyfing, such

rise {o the above cause (o) stating

o4 heard failure, asthend
cart fallure, asthenta, | B 0 evtying cause last.

ete. Jt means the diz-
GUE TO (&)

cate, injury, or complica-
tion which cauzed death. | 11. OTHER SIGNIFICANT CONDITIONS

Conditions contribuding to the death but tof
related to ihe dizeare or condition couring degth.

19a. DATE QF OP”FI%APi 19b. MAJOR FINDINGS OF QPERATION 20, AUTOPSY?
H-200 | v @

21a. ACCIDENT (Bpecily) 21b, PLACE OF INJURY (ex. Incrabout | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) {STATE)

SUICIDE homa, farm, fagtory, streat, offios bldg..eta.)

HOMICIDE .
214. TIME {Mooth) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?

OF WHILEAT[—] NOT WHILE

INJURY WORK AT WORK

2.1 hereby cW: 1 gllended the deceased from _l/‘_'{na._ﬁ
alive on 15 195 G, and that death occurred at

f_l_'l_&_ 19:5_1 that I last saw the deceased

., Jrom the causes and on Lhe date sialed above.

Da. SIGW E w ] 2 (Degrea or title)

23b. ADDRESS 3 j | 23¢. DATE SIGNED

T“ﬁ REMREMA b, DATE - |

24c. I\AME OF CEMEI'ERY OR CREMATORY
National Cemetery -

3¢éo & 3-4L-8¢
24d. LOCATION (Oity, town, or county) (State)
Jefferson Barracks, Mo,

Mar.19,1956
DATE REC'D BY LOCAL
3-' Q ’ _S&EG.

ADDRESS

Gravols Ave,

REGE; RAR'S SlGNATURE UNER DIRECTPR'S SiGMATURE
(Li d Embalmer’s 5 on Reverm Side)




cebe

JEFFERSON COUNTY HEALTH DEPT,

HILLSBORO, AISSOUR|
m ' .
A ReCEN 8
1055 =
W 2 © ’ >
. l %

e ————————rre -

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 BY ... ittt it arreeee et seaa i aneaa eeveraeeineeaanas , Student Embalmer No...--eo--....

working under my personal supervision..

Student.....ovvonyriaiiiai it Signed...... T T LT A
Sighature of Student Embaloer

Licensed Emb
P. O. Address .. /...

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fan
to comply with the above constitutes grounds for revocation of lu:ense)

If embalmed by a STUDENT, he also shall sign in his OWN handwrltmg
: T this body is not embalmed, fact should be so stated above.




