" USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

diseases in.Part | must be casually relotad. Coroner connot certify to o death due to natural causes.

*

FILED NOV 16 1QSo

Registration District No. .

THE DIVISION CF HEALTH OF MISSOURI
STANDAR%QF@T IFICATE OF DEATH

........................ - Primary Registrotion District No. T.__"_.__ ...

003 STATE FIL.E NU

R.,..,.Efi@_s__ __________ |

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whara deceased lived. If institution: Residence bafore
a. COUNTY a. STATE Mo b. COUNTY odmizsion)
-
b. CITY (If outside corporate limits, give TOWNSHIP only) | Inside Limirs <. CITY Inside Limits
OR . OR
o ST. LOUIS, MISSOURI Yes NeO ow  St. Louls YesO NoD
c. FULL NAME OF (If NOT inhaspital, givelocation)|Length of stay in 1b % I .
HOSPITAL QR TREET- i outside, give location) Reside on Farm
INSTITUTION ST. LOUIS Cfﬂ HOSRIT h’ ‘1' A/ 7 abbress 1821 Alfred Ave. YesO NoO
3. wame oy First Middre Y 7 L . oure Moath Doy Year
Ty or pvint) BIRDIE STAMM e OCT. 13, 1956
5. 5eX 6. COLOR OR RACE 7. B E 8. DATE OF BIRTH 9. AGE (7n pears | IF UNDER 1 YEAR [IF UNDER 24 HRS.
/ ] MaRRIED [] NEvER MarrIED [ Tast Birtbiay) [omiis | Dom | owc] Mie
Female White wioQ, ovorcen [ Aug. 27,1881

-] 10a. USUAL OCCUPATION sGiu kind of work done

1086. KIND OF BUSINESS OR INDUSTRY
ring most of wor

ousewor

ng life, even If retired)

H. BIRTHPLACE (City and state or country)

St. Louls, Mo.

12. CITIZEN OF WHAT COUNTRY?

0 UIS.A.

13. FATHER'S NAME

August Mitchell

14. MOTHER'S MAIDEN NAME

Pauline Wittmann

15. WAS DECEASED EVER IN U, 5, ARMED FORCES?
(¥es, no, or unknoun) EI e, give war or dales of servics}

No None _ .

16. SOCIAL SECURITY NO,
S

I17. INFORMANT

Addrens

Dorothy Peniston 1821 Alfred Ave.

18, CAUSE OF DEATH [Enler only gne catize per line for (u) {b), and (c) ]
PART I, DEATH WAS CAUSED BY: €T w ; . .

INTERVAL BETWEEN
ONSET AND DEATH

IMMEDIATE _c.wss (a)

Conditiona, if any,

. which gave risg o .
above’ cause {0
.m:.tinv the undn—
iving cause laal.

DUE TO (b)

DUE TO (2} __ -

. to

!ji6/36

Daath occurred at !

and last saw him alfive on

- ) . B}
=} PART ). OTHER SIGNIFICANT COMDITIONS mrrmmm TO DEATH BUT Iﬂ'l‘ RELATED TU THE TERMINAL DISEASE CONDITION GNEN M PARY l(a) 8 Was Ag’T‘(E’:?SY
= .
é.____;g;;_nﬁzngSQ;\1;$::4:r- : SN e
= 4. ACC) SUICIDE X\ HOMICIDE | 200. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part Ior Part 1 6f item 18) '
8 0. O D :
3 20¢c, T;::E oF Hour Muonth, Doy, Year .
TiNJURY a. m. . ‘v . .
8 > Y260
X 120d. lNJURY OCCURRED 20¢. PLACE OF INJURY (e. ¢., in or abowd home, 20f. CITY, TOWN, OR LOCATION COUNTY STATE
meE AT Cl “ NOT WHILE Jarm, fectory, street, office bidg., ete.)
AT WORK . P _ a _‘5 . ¥
- =
123 1ateended the déceased f. 4U/15755° her 713755

m on the date stated above; and to the beat of l:rly Jznowlod‘. from the causes stated.

w‘l‘l.llt T

( awu or fitie) M 6

22h. ADDRESS

1515 LKF&YETTE KWE.

Z2c, DATE SIGNED

10/15/56.

232. BURIAL, CREMATION, |23b. DATE

REWOVAL {Specify} Oct.l s 1956

23c. NAME OF c:luen:nv OR cnzm'ronv -

Valhalla Mausoleum

" St. Loui

234. LOCATION (City, town. or'eounty)

(State}

s Co. Mo.

tombmen
24. FUNERAL DIRECTOR ADDRESS

Kriegshauser 4,228 S.Kingshighway g

25, DATE RECD, BY LOCAL REG,

25,

CY1¢

{Licensed Embalmer’s Statement on Reverse Side)

GISTRAR'S SIGNATURE




STATEMENT BY LICENSED EMBALMER

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

BY IME, OF By o ittt aiiiieraiiste e sre s rrem e taritctassannaaasarasessassananon , Student Embalmer No.......

working under my personal supervision,.

Student ..cooviimeererrarnaaar e aieiia i aneiannanas Signed.. é/M/ oy

Signature of Student Fmbalper
Licensed Embalmer No..‘.{’f‘.

ey - SN cenT P. O. Address .......ceuun.....

-~

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
2\ P [todomply with the above constitutes grounds for revocation of license),
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above,




