o 300 FILED MAY 8 1988 THE DIVISION OF HEALTH OF MISSOUR! 14863
0. ° -
o3 [ 5 1 STANDARD CERTIFICATE OF DEATH SHate File Nowmrnorerssome.
BIRTH NO. REG. DIST. NO. _3;&_ PRIMARY REG. DIST. m‘lDDl_ Registrar's Na...,....4.Q1Q......
\ 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoassd lived. If lastitution: residecce before
a. COUNTY . STATE b. COUNTY sdintaon?.
. i Missouri *
b. CITY (I outcide corpurate limita, write RURAL and give ¢. LENGTH OF e CITY 4. Is Residenee within Lmits of
OR - STAY is placel OR
TOWN St.Louis rownsbip) {la this TOWN st‘oLouiB . o sy ‘&WMDT’
d. FULL NAME OF (If mot in hosplial or institution, give streat address or location) o STREET T T rusal, give location) &7
HOSPITAL ADPRESS i
INSTITUTION 5716 Chippewa Y4 5716 Chippewa ;\ g
3. g&n&gs%la a. (First) b. (Middle) 7o (Last) 4, 031_-5 (Month)  {Day) éym
¢ Tupe or Print) J Frad Seifried peatH  Apr 20 195
5. SEX 6, COLOR OR RACE | 7. MARRIED, NEVER MARRIED, )f 8. DATE QF BIRTH 9. AGE (In yasre| * UNDER | TEAR | & UWDER 2 Wi3,
Male White WIDOWED, DIVORCED (Hpecify’ luat birthday) Mmh-] Days | Houss | Min.
Married Apr 2 1895 | 61 | I
m:; nl;lill.lr;\nl; g&cu&.mlon u(!(‘ll::.k:n; ::m:; 10b. KIND OF B.USINESSD%ET IF;J‘; IL BIRTHPLACE (i, i Seate or Foreign Conatry) o 12, cm%ﬂg{ ?OFWHAT
utcher Own Business St Louis Mo
138, FATHER'S NAME 13b. MOTHER"S MAIDEN NAME 14. NAME OF HUSBAND'OR ¥wI|FE
FredericK:Mathias.-Seifried | Annie Feen Besaie Ogletree Seifried
(| 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT' S S| GNATURE OR NAME ADDRESS
(You. 0o, or unkoown)} I (i yea, rive war or dates of service) h's 88N0.
No . 9-40-93 Bessie Seifried 5716 Chippewa
18. CAUSE OF DEATH . MEDICAL CERTIFICATION o ) lg;ss,g}!n BETWEEN
. Enter only one cairse per 1. DISEASE OR CONDITION . W AND DEATH .
Jine for (a), (b), and () | DVRECTLY LEADING TO DEATH*(5) & O St -

ar heart failure, asthenie, | Tis¢ to the above couse (a) stoting
de. Il metns the dis. | the underlying cause last.

*This does nol mean ANTECEDENT CAUSES CEéE - m ? W‘ :
the mode of dying, such | Morbid conditions, if any, giving DUE TO (b) (ﬂ U ~

‘USING UNFADING BLACK INK—MAKE A PERMANENT RECORD

ease, infury, or complica- DUE TO ()
tion which caused death, | 11, OTHER SIGNIFICANT CONDITIONS .
Cunditions contributing to the death but sof i
related to the disease o7 condition causing death. J.l ‘9,6 [
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION ) 20, AUTOPSY?
TION S o A
Ho v — . * ves (] wo X]
21a. ACCIDENT (Bpecity) - - 2ib. PLACE OF INJURY (e... Inorabant | 2Ic. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
. _ SUICIDE ~ %, homa, farss, hmrr sttoat, office bldg.,et0)
‘RoMicioE LM~ | ..
216. TIME {Month) :Dm (Year) (Hours | 21e. INJURY OCCURRED | 211, HOW DID INJURY OCCUR? - -
- o ,OF WHILEAT [ NOT WHILE
N -dfe uRY - WORK AT WORK
L
!4_ a2 I hcreby cerhfy that ded deceased from /49 P , lo 19'% that I last saw the deceased
E alive on 3 and thal death occurred at LL m., from the causes and on the dale staled above
w 23a. SIGNAT {Degree or title)..| 23b. ADDRESS _ ’ SIGNED
o) (&
_ & - MD 4500 Olive St
,_E__ BURIAL. CREMA- | 24b. DATE ‘24¢. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, town, or ooumy) e (Smte)
0 T[DN REMOVAL (Bpwclty) - : i -
= Apr 24 1956 Faircliff Cuba Mo,
DATE REC'D BY LO(l:EAL REGISTR R'S smunj 2. FUNERAL DIRECTOR' S $1GNATURE ADDRESS -~
APR 23 [gﬁﬁ__ 0{ ﬂ(bd )’)14 E.J.Schnur 3125 Lafayette

(fu:tnuﬂ Embalmer®s Statement on Rtvcru Side) R



o

T4 peiffo dnge

STATEMENT BY LICENSED EMBALMER

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

working under my personal supervision..

Student....c..vinioiaicmiieai ittt s asaanaans Signed.
Signatyre of Student Eabalmer

Licensed Embalmer No J/.

P. O. Addreu./g?.f.::... 5

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwntmg.

7¢ this body is not embalmed, fact should be so stated above.




