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THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

318 e egonesc a1 003

FILED JUL 26 1957

Registration District No. ...

- 252’?9

STATE FILE NUMBER

N@m’s...

1. PLACE OF DEATH 2. . USUAL RESIDENCE (Where deceassd lived. I institytion; Rllld.ﬁ[b-fﬂ-
. mission)
a. COUNTY . o. STATE Missouri b. COUNTY
b. Ccl":;Y {If outside corporate limits, give TOWNSHIP onlyy) Inside Limits <. Cg;Y Inside Limits
Town St. Louis Yesuy NoO TOWN St. Louis Yes& NonO
I"‘:Igls-ig-l'lr:‘::‘%g’: {1f NOT inhospital, givelocation}|L ength of stay in lh’ STREET {If outside, give Iocunon) Reside on Farm
O/ wmstitution 5233 Sutherland 5 mo. o /541 iporess 5233 Sutherien YesO NoD
3 :::'::: First Middle Loat 4. DATE Month Day Year
o OF
(Twpe or print) Bnilie Kramer vaatd July 11 1957
5, SEX 6. COLOR QR RACE 7. 8. DATE OF BIRTH 9. AGE (In years | IF UNDER | YEAR [IF UNDER 24 HRS,
/ A mn%m ) mever marries ] I ot gthdar) T T e e T o
3 Y winowep ovorcen () Aug. 24, 1877

10a. USUAL QCCUPATION (Give kind of work done

106. KIND OF BUSINESS OR INDUSTRY

H. BIRTHPLACE (Ciry

and atate or country) 12. CITIZEX OF WHAT COUNTRY?

;f

during most of working life, even if retired)
Housewi i!e Own home Germany U.5.A.
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME
Unknown Zoepfel Albertina Unknown
15. WAS DECEASED EVER IN U. S, ARMED FORCES? 16. SOCIAL SECURITY NOQ,|17. INFORMANT Address

{¥Yea, no, or unknawn) {1/ wea. pive war or dates of servics)

No A

NowE

Carl W. Kremer,- 5233 Sutherland Ave.

IMMEDIATE CAUSE (o)

18. CAUSE OF DEATH [Enler only one cause peZlioe for (a), (b}, and (¢).]
PART |. DEATH WAS CAUSED BY:

A

INTERVA WE!
~ONSET END H

Conditions, if eny,

£

which gave rise to
ahove cause (0):

alating the under- BUE TO (¢)

ove 1o —@.z,&/z/w d‘{

/ . ./O

Iving cavse last,

z
=3 PART [I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTIRG TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART [{a) 15 :IE;SF 3#;2’;!‘;\'
-
g /10 A ves (] o 5
‘ﬁ 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Part“] or Part 1l of tem 18.)
& d O O

20c. TIME OF Hour Month, Day, Year

L Nury a.m, [ |, _ - Y- .

a p.m.
[
-

204. INJURY OCCURRED
WHILE AT [} - NOT WHILE®
WORK AT WORK 2

20e. PLACE OF INJURY (e.

9., in or abotd Aome,
Sfarm, factory, sireet, office bidy., ete.)

‘21, I attended the deceased ffom

£ 240 A

Death occurred at

. to
mon th

20/. CITY, TOWN. OR LOCATION

nd last gaw "::r:‘ alive on
ve; and to the bedt 6f my knowledgd, (fom ¢t

STATE

r
/

COUNTY

4

& scd lt‘l‘ed

Za. SIGNATY ] (Degpe or title) t oafe fiGHe
Ho, tued - fle 090 el ey /
iy et i % di e
23g. BURIAL CREMATION, | 230. DATE . N 23d. LOCATION (Cify, {own. or county) // (Stat
ifuow. (Sicc:]ﬂ R - R i R
emov. July 13, 71957 § St. Louis Cownty,

ST PRITEEET Colonial ME¥ENary

646/ Chiprewa St., St. Louis, Mo,

25. DATE RECD. BY LOCAL REG.

JUL 1157

zygrn RS SIGNATURE
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I hereby certlfy that the body whose name is recorded on the reverse side of this certtflcate was ern

BY INE, OF By Lot iriieaaiiaeaieeaaaaaare e te et aseraaiarras , Student Embalmer No,.......

working under my personal supervision..

Student......ccuoooianiirarranarrnirrreraaoraraaaaanas Signed. A B e

=

Licensed Embalmer No.fzz
. . e ’ o P. O. Address!-.\,S?:__/ggds

) Note: The above MUST BE SIGNE_D BY THE LICENSED EMBALMER m,h1s OWN HANDWR.ITI.NG {
U tO cornply, withithe, abdve constitutes grounds ‘for revocat:on ,of license). .~ -
© If embalmed by a STUDENT, he also shall s:gn in his OWN handwrltmg
I£ this body is not embalmed, fact Should be so stated above.




