V.

'S. No.300

10.48

USING UNFADING BLACK INK—MAEKE A PERMANENT RECORD

WRITE PLAINLY

THE DIVISION OF HEALTH OF MISSOURI

FILED AUG 6 - 1958

STANDARD CERTIFICATE OF DEATH

REG. DISY. NO. __,3__!__'_7__ FPRIMARY REG. DIST. Nﬂﬂ_i. Registrar's No.../éré ......... .

25451

SPa1E File N iecemicemmivsrsenemsmnrenas -

"BIRTH ND.
. PLACE OF DEATH 2. USUAL RESIDENCE (Whera decossed lived. If institution: residence befars
a. COUNTY a. STATE b. COUNTY adinisslon.
St. Louls Misscuri
b. CITY {If outride corpurate limits, write RURAL and give cs.mI:(ENGTH OF c. Cg’g 4. Ts Residenve within llmits of
township) {in this place), a d! ted town?
Sin  Kirlwood Y e 1S St. Louts T
d. FULL NAME OF (If pot in hospital or institution, give atreot sddress or location) REET (If rural, give location) @
HOSPITAL OR DDRESS 0 ;
INSTITUTION 617 S, Elliott Ave. 3417 Abner Flace s
3. NAME OF . {First, b. (Middle, ¢. (Last,
e o a. (First) ( ) (Last) 4, DOATE h (Month)  (Day}  (Year)
{ Type or Print) ELIZABE"H KE]-LY DEATH 7 10
5. SEX- [ 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| IF ONDER | YEAR | r OKDER 1 mas.®
WIDQWED, DIVQRCED (Bpecif Last binhd.y) Mnm.h., Days | Hours | Min.
Female White Married March 10, 1889. _1_ _ |
10a. USUAL OCCUPATION (Givekindof work | 105, KIND QF BUSINESS OR IN- | 11, BIRTHPLACE 12, CITIZE
domdurin;mmsolworkiuu!l.o:en:f :"‘;:_:;) DUSTR {City and State cr Faruln Cnuatrv}/ I COUTI:I R@}OFWHAT
Housewife By Wowe.  [Billstadt, Ilinois. |U.5.A.
13a. FATHER'S NAME 13b. MOTHER S MAIDEN NAME 14. WAME OF HUSBAND OR WIFE
' Frederick Hamburger Margaret Muskopf H
15. WAS DECEASED EVER [N U.S. ARMED FORCES? | 16. SQCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yos.no.or unknown) | (If yes, #ive war or dates of service) NO.
_.#"—
No None Tho or Place
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
] i. D!SEASE OR CONDITION P - TH
 ter only cnscaweper |1, RIS PR, AiNG To DiaThe,, Respiretory arrest - Cerebral thrioffifu¥re

line for {a), (b), and (c)

*This does nat ean ANTECEDENT CAUSES i

AMorbid conditions, if any, giving DUE TO (b)
rise to the above cause {a) stating
the underlying cause last.

the mode of dying, such
ar heart faflure, asthenta,
etc. It means the dis-

eate, infury, or complica- DUE TO (&

11. OTHER SIGNIFICANT CONDITIONS

Cuonditions contributing to the death but not
related to the dizease or condition causing death,

tign which caused death.

19a, DATE QF OP'IE'E)AINE 15b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
) - ﬂﬂzx “ves [ wo [
21a. ACCIDENT (Bpacify} 215, PLACEOF INJURY ta.g..inorabout | 21c, (CITY, TOWN. OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, farm, fagtory, street, offics bldg., e1a.} -
HOMICIDE o
21d. TIME (Month) (Day) (Year} (Hour) 21e. INJURY OCCURRED 21, HOW BID INJURY GCCUR?
F WHILE AT} NOT WHILE
INJURY WORK AT WORK .
2. I hereby cert that I auended thy deceased from g - /51’ 19 J J,’!o ,7' /o . 19'5.(, that I last saw the deceased
alive tm , and that death oceurred al 9:00 A m., from the causes and on the date slaled above.

Z3c. DATE SIGNED

(De | 23n. ADDRESS .
Z: : 6376 Claytor Rd,, St, Loulis 7/10/56

“‘ﬁﬁwm
24a. BURIAL, CREMA- | 24b. DATE .

TORAY | 7/13/58

DATE REC'D BY LOCAL

V~1a-5C

(Licensed Embal

24c. NAME OF CEMETERY OR CREMATORY

irenasd Hational Cemstery

RSGE: RAR'S SIGNATURE 2

SIGNATURE

FUNERAL DIRECTOR'
CALVIN F. FEUTZ FUNERAL HQME,

Statement on Reverse Side)

24d. LOCATION (Oity, town, or county)

(State)

ADDRESS




/;!STATEMENT BY LICENSED EMBALMER |

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalrr
By MNE, OF By .. et iaeiiaeaaaea , Student Embalmer No...............

working under my personal supervision..

Student . ..o i aiaaaas
Signature of Student Embalmer

Z

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

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

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



