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Coroner connot certify to o death due to natural couses.

"USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

RS

Sy SRR

diseasas in Part | must be casually related.
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THE DIVISION OF AEAL TH OF MiasUUKL 286114

STANDARD CERTIFICATE OF DEATH

FILED S E P 6 ]956 318 Primary Registration Dis!r.icl Jooo_aSTATEFI;iut::jsE:o.?OBs

Registration District No. ........

. PLACE OF DEATH 2. USUAL RESIDENCE (Where decaased lived. If institution: Residence bafore
o COUNTY o STATE Mizsouri b. COUNTY edmisaion)
b. CITY (If outside corporate limits, give TOWNSHIP only)| Inside Limits c. CITY © 40? ? Inside Limirs
OR OR
Town Ot. Louis Y"i No O TOWN St.. Loul o YosQ{ NoD
c. FULL NAME OF (If NOT inhospital, give location)|Length of stay in 1b T . o . Resi
HOSPITAL OR d. STREET {If outside, give location) eside on Farm
mstitution Park Lane Hospital| 3 weeks g aporEss 84,27 Hallsferry YosO NoOX
3, ::‘:M!IA?! First Middie Last 4. DATE Month Day Year
ED OF
(Type or print) 2 MINNIE ‘JACOBS(I\I DEATH JUJ.Y 29th, 1956
. SEX /|6 coLor or Ract 7. marmiED (] MEVER marfricp (]| 8 DATE OF BIRTH 9. AGE Ff{’?ff{mr)‘ 1F UNDER | YEAR [IF UNDER 24 HRS.
rRd3) YMonthe | Paw Hours | Min,
female white — ovorcen [ 92TUATY 27th,188 N ] l |
10a. USUAL OCCUPATION (Give kind of work dome | 106. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (City and staic or country) O 12. CITIZEN OF WHAT COUNTRY1
during most of working life, even if retired) . |
housewife at hoose St, Louis, Mo, USA j
13. FATHER'S NAME 14, MOTHER'S MAIDEN NM&hI‘i "
8% ol
John Reinke nob. known ‘&amo. Jacobson (husband )
15'; WAS DEC,E&ASED EVEI} IN U. 5. ARMEg“FORCEST 16. SOCIAL SECURITY NO.||7. INFORMANT - Address
{Fer. no. or unknown) | (Jf wee. give war or doter of servics)
no | 487-22-8527B| William Kuesel,1046 Hornsby

IMMEDIATE CAUSE (8)

16. CAUSE OF DEATYM |Enler only one cause per [ r (a), (b). and (c).} - . : - [INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: (b My ?E'} (b DEATH

/_ S M - I :
Conditions, if any, BUE TO () @W«%/zm W ) 7}—‘29
7 4 i

s

which gare rise to
glote cause (0
stating (Ae under-

AT BB Sy S B a4

tying  cquse fasd, DUE TG (c)

z
<] PART 1L OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT ROT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN il PART {(n) 5. '\:g;‘-; 3::4?;”
=
3 ) ¢ / ves [ no R
E 20a. ACCIDENT SUICIDE HOMICIDE | 206. DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury tn Part Tor Part 11 of ltem 18} -
§ O ] &
-’t’ 20¢c. TIME oF  Hour Mortk, Day, Year
Jl INJURY a. m.
E : P m. ) -
Z | 20d. INIURY OCCURRED 20e. PLACE OF INJURY {e. 0., in or aboul home, 20/. CITY, TOWN, OR LOCATION ' COUNTY STATE

WHILE AT ] NOT WHILE Jarm, foctory, street, office bldg., etc.)

{WORK AT WORK e .

2}, I attended the deceassd from -5~ — )’S/' \5‘5 . ro; ) )/72' é-b and last saw é‘_:;, alive on ,/,"J'? N4

— =
Death occurred at Z- /5 P m on the date stated above; and to the best of my knowledge, from the causes stated.

220, W %} ree or title)
—.—L st LY

0 22b, ADDRESS 22¢, DATE SIGNED

8244 Yo blg .20,

23a. BURIAL, CREMATION, |23b. DATE / 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, er coun!y) \ (State)
REMOVAL (Specify) .

Temova 8/2/56 New Cemetory St Louyd
24. FUNERAL DIRECTOR ADDRESS 25, DATE RECD, BY LOCAL REG, | 26/REGISTRAR'S Sl -
DIEDRICH FUNERAL H(ME,8319 Hallsferry JUL 311986 /Q/ )fzé—/

{Liconted Embalmer’s Stgtement on Raverse Sida) v ’%#




O R U , Liven

- W STATEMENT BY LICENSED EMBALMER

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

by me, OF by L e eedaerrea oot , Student Embalmer No........

working under my personal supervision..

SEUAENE e veeeeeasseeeeeenneeeneeeeseseeeennns Signed.) W D .................. e,

Signature of Student Embalmer

' \ P. O. Addres

_ Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwntmg
1f tlus body is not embalmed fact should be s0 stated above. e




