ctor, coronar, . - .
diseases in Part | must be cosually related. Coroner cannot certify to a decth due o natural couses.

USE .OSILY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISICN OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

318, regraion viaricr o] O03......__ egawers ~9095

ALED NOV 19 1956

stration District No. ...

39869

STAT‘E FILE NUMBER

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where dececsed lived.

IF institution; Residence before

o COUNTY o STATE Missouri b COUNTY admissien)
b. CITY {lf ourside corporate limits, give TOWNSHIF only) | Inside Limits c. CITY Inside Limits
OR OR
TOWN ST. IJOUIS MISSOURI Yozl NoOl TOWN St.LouiB YesO NoO
e. FULL NAME OF (If NOT mhospllul give location)|Length of stay in 1b T i
HOSPITAL O STREET outside, give location) Reside on Farm
enrutionT, LOUIS OITY HOSPITAL #1. (4 goness 5968 Wells e, reas No
3 oEcEate: Firat Middle Laxt 4. DATE Month Day Year
Phracorway  HANNA SOPHTA _ TRICKEL o, OCT. 3, 1956 ;
5. SEX 6. COLOR OR RACE 7. T 8. DATE OF BIRTH 9. AGE (In years | IF UNDER | YEAR JIF UNDER 24 HRS.
7 MARRIED [ NEVER maRERdD [ | ot T;M") e L s
Female White wipowen (X owvoreeo [ Octe23 3 1591 - [
| 10a. USUAL GCCUPATION (Gioe kind of work done | 100. KIND OF BUSINESS OR IRDUSTRY | 11, BIRTHPLACE (City and atate or country) / 12. CIMIEN OF WHAT COUNTRY?
during moat of working life, even if retired)
Domestics Okawville,Ill,. UeSs
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME
Charles Lietz Margaret Wolff
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO,{I7. INFORMANT Addrers
(Ver, mo, or unknewnt | (If pra. 0ive war or deier of vreicd)
Bo 493-26-8778 | Merrie Hicks, 2019 Bredell-
INTERVAL BETWEEN

PART 1. DEATH WAS CAUSED BY:

. [18. causE oF DEATM [Enter only one cauuﬁr line for {a}, (8). and {c}.]
IMMEDIATE CAUSE, (a) _

ol e,

ONSET AND DEATH

'
Conditlons, if any,

/

DUE TO {B) _WW

which gave risg fo
above caunze {8),

#tati; - .
ating the unde BUE TO (2)

=

Iying cauge laat.

§ PART Ii. OTHER SIGHIFICANT CONDFIIONS CONTRIBUTING TO DEATH BUT NOT RELATED w: rl:nmm. DISEASE CONDITION GIVEN [N PART I(a) . WAS AUTOPSY
- of . . . PERFORMED?
g ' Q,,W_) . . ves[] wo m
:-'-_' 20a.  ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED, ([Enier nature of injury in Part .' or Paﬂ 1 of itemn 18.)
g O g O ' :

20c. TIME OF  Hour Month, Day, Year . o
3 INURY & m. / 7 / \}\
E p.m. .
‘E | 20d. INJURY OCCURRED X, FLACE OF INIURY {e, ¢., in or about home, | XS C1TY. TOWN, OR LOCATION COUNTY STATE
| WHILE AT D - NOT WHILE ‘S| farm, factory, sreet, office bidg., efc.)

WORK AT WORK -

21. to]'0/§/56 and last saw her alive on 10/3[56

I attended the decessed from . im &l
Death occurred at m on the date stated above; and to the best of my knowledge, from the causes stated.

h

Faruis &

tcor-%' & ' 0

© 22¢, DATE SIGNED

0/3/56.

22b. ADDRESS -

1515 I-A?RYETTE £VE.

234, BURIAL. CREMATION,

EMOVAL [Specify)
Hemoval

2. NAME OF CEMETERY OR CREMATORY

Marcus Memorial Park

234 LOCATION (City, town. or counly) {State)

Fredericktown,h!o .

24, FUNERAL DIRECTOR ADDRESS

Albert H.Hoppe,l 700 Washington Blwd.

25. DATE RECO. BY LOCAL REG.

0CT 4 1956

uﬁlsman S SIGRATURE /

{Licensed Embalmer's Statement on Raverse Sida)

d T2




- . . f- - .

STATEMENT BY LICENSED EMBALMER

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

---------------------------------------------------------

rerrnes teareeas + Student Embalmer No....

............................. igned
Sigastare of Stndmt Enbeinmer s‘

P. O. Address

B
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in
sy -to comply with the, above.constitutes-grounds for revocation of licease).
.. If embalnied by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above,

7'\' A r \_'\‘ ..\\..‘r ‘:‘\:_‘ﬁ._ .

his OWN HANDWRITING.

.-




