ealth,
Welfars
whlic
fervice

e listed. All

o sympioms wi

{iseases in Part | must be casually related. Coroner cannot certify to ¢ death due to natural couses.

-1 10a. USUAL GCCUPATION {Giee kind of work done

" USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF RHEAL 1A UF MiaUUKI
STANDARD CERTIFICATE OF DEATH

- BABe ey vegisrtion aricr 003"

FILED DEC 20 1956

Registration District No. .

119

STATE FIl..E NUMBE

e 0561

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where decsased livad. If instituiion: Residence bafore

admission)

a. COUNTY a. STATE Migsouri b. COUNTY St. 11011
b. CITY {lf cutside corporate limits, give TOWNSHIP only) | Inside Limits €. CITY z.//ﬁ'/ Inside Limits
OR
TOWN St. lLouis Verg Nom Towy Tinme Lawn / Yes® HoO
e sgls'l;l,"-?:MEOF (I NOT inhospital, givelocation)|L ength of stay in 1b d. STREET (V outside, give location) Reside on i:qrm
wsnitution Christian Hoppipal| 36 Years AODRESS 3808 Manola Avenue YesO Mok
3. MAME OF Firat Middle Lant 4. DATE Month Day Year
DECEASED OF
(Type or prini) WILLIAM ; EARL WINTER oeatk Nov. 16th, 1956
5. . 8. DATE OF BIRTH 9, AGE ([ IF UNDER 1 YEAR [iF .
SEX O 6. coLoR OR RACE | 7. margfen X NEVER MARRIED ]| 8. DATE I | AcE rfsr’hﬁi&')' S | Yo 1’::;3? uM »:s;s
Male ?Jhite WIDOWED D DIVORCED D Dec - llvth ] 1895 60

0b, KIND OF BUSIMESS OR INDUSTRY

rin ¢t of working life, even if retired)
WATERHES Wagner Elec. Co.

11. BIRTHPLACE (City and atato or country)

12. CITIZEN OF WHAT COUNTRY?

USA '

7

Yuma, Tennessee

13. FATHER'S NAME

Joseph A. Winter

14, MOTHER'S MAIDEN NAME

Pregley King

15, WAS DECEASED EVER IN L. 5. ARMED FORCES? 16. SOC!AL SECURITY NO.

I7. INFORMANT

Addrexs

(Y. or unkaawn) {If yen., gine war or dates of service)
Y] orld Var # 1 492.30_-0676 | Pearl M. Winter , 3808 Manola Averme, 20
18, CAUSKE OF DEATH [Enler only one cause per line for (a), (). and (¢} ] INTERVAL BET, M
PART 1. DEATH WAS CAUSED BY: ONSET AND
IMMEDIATE CAUSE (a)
Conditions, if ang. } DUE TO (b) Wmm CQ-L:’—\_?—U\M-(\ Qé
which gare ris N N 5 -
o S M 3wy F6 lg?dw
- Iving " catiae gt | OUE TO (0) A L
=} PART N. OTHER SIGNIFICANT CONDITIONS. CONTRI Wm nor RELATED TO THE INAL m,suse CONDI TION GIVEN IN PART |(n) 13, :Eﬁ' Ag;g?\'
(= E ?
3 v:gﬁc wo O
£ [®a- accioent SUICIDE HOMICIDE 100 DESCRIBE HOW INJURY QYCURRED. (Enter nofure o]injur' in Part 1 or Parl 11 of em 18.) r
& 0O O ) P )(
8
;‘ 20c. TIME OF Hour Month, Day, Year
h INJURY  a.m. -
E p.m. -
X | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e. p., in or abou! home, [20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE T Jerm, factary, atreet, office bidg,, etc.)
WORK AT WORK " — -
2. I attended tho decoased from éj - ‘—5 (9, to /l _ / b - 5 Lg and fast saw ":'-.;alfve on // 4 j el 5 ("‘
Denath occurred at ! m on the date stated above; and to the best of my knowledge, Irom the causes atated.
22p, SIGNATURE <‘\) (Degree.or firic) (] 22b. ADDRESS 37-",\ OUI S _-) Z2t, DATE SIGNED
- 380) STAVIS fre g ylie /5%
23a. Burta maTION | W 236 DATE \ s\?r CEMETERY OR CREMATORY 23d. Loc.mou (City, town. or :ounm s (St
REMOVAL { Specify) 11/&/56 P .
Removal Memorial ®ark Cemetery St. I Miseouri
E RESS DATE RECD. BY LOCAL REG. | 26! v
CATYIN: ¥I°FRUTZ, 4828 N8Wiral Bridge B },ﬂ A
lFUEERAL HOME, INC., St. Louis, 1 19

{Licensed Embalmer's Statement on Raverse Side)




/STATEMENT BY LICENSED EMBALMER

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

byme, or by ............... et emEaeeresNreEsrrasatramastiremTvasroeerentsmsmssasesrssasssnans , Student Embalmer No........

working under my personal supervision..

Student......ccveeeiiieirnrierermarraa o ecamrannne Signed.. .[..’ﬁ/\/ 4' W

Signature of Student Embalmer _ moTT o gopTrTommTmmmmTImmmTmmmmnmmnm st

P. O. Address(%ﬂé—:ﬂ{.{
-~

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 handwriting.

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




