S. No.300

¥,

10.48

o

WRITE PLAINLY—USING UNFADING BLACK INKE—MARKE A PERMANENT RECORD

FILED AUG 24 1953

THE DIVISION OF HEALTH OF MISSOUR!
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO, _318.— PRIMARY REG. DIST. m]_m. Rmmmr:Na.._ssas ......

State File No..,

2936a

'BIRTH KO,
I. PLACE OF DEATH 2 USUAL RESIDENCE (Whem d d Hved, 1f L Mebos befare
a. COUNTY 2. STATE  MTSSOURI b. COUNTY adinission),
b. CITY (If cutelds corpurate limita, write RURAL and give . csr AI;(ENG"I;I; DEF . cgg . . 4 LR within Hotts of
township) 15 )] a ety ted town?
town ST, . LOULS ° % town  ST.LOUIS o EmnT

d. FULL NAME OF (If not in hospital or lnstitution, give streot address or location)

{If rarwl, give location)

HOSPITAL OR DDRE’SS -
instirorion  LUTHERAN HOSPITAL ¢ 8721 HALLS FERRY ROAD
3, NAME OF ®. (First b. (Middle) <. (Lasty
DECEASED (First) _ . Dor (IUIMW%) ](ga:n ear)
{Twpe or Print) MARY ELIZABETH WOLFERT DEATH
5, 5EX / 6. COLOR OR RACE | 7. &'ﬂ)%ﬁ%% grl-:‘\;ggcgénmsb. | 8. DATE OF BIRTH 5. AGE e yean @ veca -Dfr.u ¥ ota s
L (Epaci!; = t [ ayy ours | Min,
F " APIL 21 ,1872 — 2 ] i
102, USUAL OCCUPATION (Give kiad of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE 12_CITIZEN OF
dnmdmﬁ;mmuluorklul]h."on';! ruﬂlr:) - DUSTRY {City snd Stets or Foreign Caint:y) C/ UNTRY? WHAT
T, AWL[E ST. IIOUIS’ MO.

138, FATHER'S NAME

13b. MOTHER'S MAIDEN

NAME 14, NAME OF HUSBAND'OR ¥IFE

FRED WULFERT

CATHERINE HEHMAN NONE

{Yes, Bo, 0f unknown}

15. WAS DECEASED EVER IN U5, ARMED FORCI
(If yea, give war or of

16. SOCIAL SECURITY

17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS

Willis E PIEHL 8721 HALLS FERRY RD.

’5,439-10-1o§§

18. CAUSE OF DEATH '\ MEDICAL CERTIFICATION Fracture’ rt hip ) lg:szg.:ligrprﬂwﬁ%u
. Enter anly onecauseper | I. DISEAS R, M .
lizie for (8), (b), aad (@) | OPRECTE T“'(a) /"f? ACTVRE cg s
ANTEC - Pneumonia, Bronc hial

*Thir does nol mean
the mode of dying, such J\!orbid Agu ng DUE TO (b) PNEVMepnt 1 A BiRoN (NRL H Wk s
s heart fallure, asthenia, | rige to b (l!) ltaﬂﬂﬂ
de. It meana the di- | U4 Vi gloae Mo .
ease, Infury, or complica- ‘pﬁ( DUE TO (¢)
tion which caused death, CANT CONDITIONS

ecubitius Ulce .
: rributing to the death but not P

& g 5% the dhc.uu'af:aconduio;amm{ﬂ;‘deﬂh. _‘)F; % ‘rV'S &ECF,?'

1%a. D OF OPERA- | 190b. MA)bR FINDINGS OF OPERATION 'F 20, AUTOPSY?
TION C e

L-l‘"‘-ﬂu S‘Jﬁb‘ ﬁmﬁ'% F?ﬁlfﬁ ves [ NCL@

21a. ACCIDENT Acc (Bpecify) 21b. PLACEOF INJURY (s.g..Inorabogt | 21c. (CITY, TOWN.dh TOWNSHIF)QD {COUNTY) -2.( (STATE) -
SUICIDE, homo.iu , factory, strest, office bldg..ea.) .
HoM[cmEAu_t AEINT Ot = Sritows Q
21d. TIME (Month) (Day} {(Year) (Hour) 21s. INJURY OCCURRED | 2. HOW DID INJURY OCCU
WHILEAT[—] NOT WHILE Ba tief:?:fe]L]_-
INJURY WORK AT WORK P ATIEND

2. I hereby ceﬁzjy tha! I attended the deceased from :LM_ Iﬂﬂ_ o
__alive on 19.'}_ andthat death occurred al .9_&_ m?

308 debu

19.\1. that I last saw the ﬁfeaggi

#3es and on the date staled abovel =

SIGN Ott._o Lot tesDesre or titto)

W 27 LA MDA /

23b. ADDRESS 16 H ton’ Vi

é%'fi.

Z3c. DATE SIGNED

Vind 2

24d. LOCATION {Otty, towh, or connty)

(Btale)

24y BDRIAL, CREMA- | 2db, DATE 24c. NAME OF CEMETERY OR CREMATOR
T

NEW PLCKFR CEMETERY 7133 GRAVOIS AVE. ST. IDUIS,MO,

(Bpeclly)

JULY 16,1956

R e

REGJSTRAR'S SIGNAT

25. FUMERAL DIRECTOR'S BIGMATURE ADDRESS

mer's Staternent on Reverse Side) . -

BEIDERWIEDEN F.H.INC. 1.936 ST LOUIS AVE




"STATEMENT BY LICENSED EMBALMER

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

by me, or by

PRI

working under my personal supervisionl. .4 "7

Q____..-—-—.-—-“'-""‘ = B
StUdent .. orr s saeeerneennrn e zazes eereennns Signed RN o - W 2 AR

Ssigu;u;e of Student Enbalmer
Licensed Embaimer No..féff-.:rm

7 P. O. Address A_C‘*—M(;.

£ - -
* . . ..

 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.
¥ this body is not embalmed, fact should be so stated above. ’

* ’




