os0 | FILED MAY 25 156 THE DIVISION OF HEALTH OF MISSOURI "18115

0.8 STANDARD CERTIFICATE OF DEATH State File No :
'BIRTH MO. RE€. DIST. MO. ﬂ.S_PRIWY REG. DI5T. NO-.I_O__.Q._B._.. Kegistrar's No.wa.... 44.82.. ‘.
"~ 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare decsased lived. }f institatlon: residence befare

G 8. COUNTY . ) a. STATE Missouri b. COUNTY adinbefon),

b. CITY (f cutelds eorpurate limlts, write RERAL and give c. LENGTH OF || ¢ CITY - d.1s Residemes within Lmits of
OR . A OR . .

Town St, Louis, Mo. e FMeRER| i St. Louis . W "°uf‘:1m;

d. FULL NAME OF (If not in hospital or institution, give sireot address or location) . STREET (If raral, give location) IE‘ ;
HOSPITAL DDRESS 2
INSTITOTION  Jewish Hospital j 4265 Athlone Avenue, s

3. NAME OF o. (First) b. (Middle) € (Last) 4. DATE (Month)  (Dsy)
. DECEASED . o) _ (Year)

(Typeor Prim)  BdDE Cornelia Kaufholz, oA May 7, 1956,

5. SEX [ 6. COLOR OR RACE | 7. Mimm-rég NE‘}ISRC!SRRIED J 8. DATE OF BIRTH 9. AGE daysan] i uroce | rika | ¥ et u ws.
- (Bpec; oniks | Da; H Mln,
Female ‘| White “arried June 11, 1892 | ‘BTN ||
102. U Ug:.ihnl‘. 2&‘55’1“;&'&' (s ind ofxoek | 10b. KIND OF BUSINESS OR IN. | 11 BIRTHPLACE  (¢;0) vag state or Forsipa Gomitry) (] “a‘éﬂ'ﬂiﬁ'@?“”““
House Wife At Home Winfield, Missouri. U.SWA,
132, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND  OR WIFE

Montgomery Larsen Jeans . Nellie Lewis. Mr Walter Kaufholz

[5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT" § SIGNAT RE OR NAME ADDRESS
(’Ylﬁ;.orunknownl (f you, give war of dates of servics} Unknown NO. Walter Kau.ﬂiolz, 5 Athlone Avenue’

Fintor anly oo ). DISEASE OR CONDITION
. Enter only onecaussper | 1. DI :
line far 8), (b), and () | D'RECTLY LEADING TO DEATH® 5

MEDICAL CE T%ATION INTERVAL BETWEEN
7 _
«This dovs ot mmean | ANTECEDENT CAUSES d

the mode of dying, such | Morbid conditions, if any, giving PUE TO (&)

o Meart fallure, asthenia, | ride fo the abore couse (a) dating M

ele. It means the di- the 'f"d"wm” cauae Jast. : .+
case, infury, or complica- DUE TO (c)

tion which cavaed deagh, | 1. OTHER SIGNIFICANT CONDITIONS

Conditions eontributing to the death but not - / : é?W :
related to the disense or condition causing death. d

WRITE(PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD

d Embaimer's on Reverae Side)

19a. DATE OF OP_F%AN- 196, MAJOR FIN?INGS OF OPERATION ) F 2.
,203 )L 1 ves o [J
2fa. ACCIDERT (Bpacity) 21b. PLACEQF INJURY (ex..inorabomt | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) '(STATE)
SUICIDE bome, tarm, Iactory, strest. offics bldg.,ew.),
HOMICIDE : :
21d. TIME (Month) (Day} (Year) (Hoar) 210, INJURY OCCURRED | 217. HOW DID [NJURY OCCUR?
WHILEAT[™] NOT WHILE
INJURY = | “work AT WORK
2. I hereby certify that I ammded the deceased from% 19@, to ;-;:— =37 .;‘r , that I last saw the deceased
" alive Oﬂ% and that deaih occurred at w%ﬂfmm the chubep AR O the-date stated above.

IGNAWQ? Nor T it RESS k. D, GNED
M% D‘%C WA W W Q‘@ |
% NB;L;’EFH&}'ALCREMA' 24b. DATE | A4. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (City, town, or countyyY * -(Gthte) |

(Bpecify}
oval | 5-10-1956 ¥ . Cemetery St. Louis, County Mo,
DATE REC'D BY LOCJ(«;L ISTRAB'S SIGN. TURE zs FUNERAL DIRECTOR' S SiGNATURE ADDRESS “
MAY 8 1956 Math. Hermann & Son Inc., 2161 E, Fair Ave,
E? N _




STATEMENT BY LICENSED EMBALMER

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

by me, or by ...oonnvnnna--s et eivaeeecsanessreeessemcrassmssreeesesmrcaseenaas Ceeennns , Student Embalmer No....-...--

working under my personal supervision..

Student.....ovevocaerriatnesinare oz cesaaaaiaseann
Signature of Student Embalmer

Licensed Embalmer N03.7s.,

P. O. Addre sa,.%. /;1'/‘

.- N . ot B S B
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,
T* this body is not embalmed, fact should be so stated above. '

-t !
ol :




