l THE DIVISION OF HEALTH OF MISSOURI

Hoatth, FEDNOV 8 1957 STANDARD CERTIFICATE OF DEATH 38404 .
FILE NUMBER L
. Waifare 3 18 lma
Public Rogistration District No. ... . Primary Registration District N3, mmininneenens. Ragidhrarts !9309.—
 Service
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceaased lived. If institution: Rnid.:s:._h:liwn.)
135 FO
a. COUNTY a. STATE Missouri b. COUNTY /
N ‘?0506 ] b. Ccl,':;'( (1 outside corporate limits, give TOWNSHIP only)§ Inside Limirs c. CITY J/j? Inside Limirs
' tomw St., Louis YU NeO TO\'IN Ste LOii s o FesU NeO
. FULL NAME OF (If NOT inhospital, givelocation}fL angth of stay in Ib {H outside, give location Reside on Form
HOSPITAL O / d. STREET }
3i  |@ymstutionh71 Wallace /5aooeess M471 Wallace Ve Mem
.3
-é 2 a ::cﬂ!l‘ :‘rn First Middle Last 4 ng;rs Month Day Year
- u
i (Tepe or priny KATHERINE ZIBOLER w10 22-1957
5 5. SEX R OR RA 7. 8. DATE OF BIRTH 9. AGE (In yeara | IF UNDER 1 YEAR [iF UNDER 24 HRS.
- E N«I“egale r O{l-ieo . /Mmmmg never uarrico L) tast birthday) [Moathe | Da Heours | Min.
=, ' WIDOWED avoreeo [ 12-20-1893 4
, : : -J10a. gsu{AL OCCUP.}Tme(iGtu:;md ojwfork:?o% 105, KIND OF BUSINESS OR INDUSTRY [ 11, BIRTHPLACE (City and atate or country} 0 §2. CITIZEN OF WHAT COUNTRY?
' = uring -] T, ife, even 1] FelLre . .
Es 4 Xt Horle At Home St. Louis Mo. UsA
é"% ; 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME
3 8 €harles Hartmann Not Known
. o a
i 2 o w 15’; WAS Dcciassn EVE?f IN U.S, ARMEdDaFOR!CES?_ , 16, SOCIAL SECURITY NO.|l7. INFORMANT Address
- - (Yes, no, or unknpwn) {If yea. give war or dates of scrvice .
w2 m | Ko | “¥e. None John S Ziegler 4471 Wallace . .16
‘ [ E i 18, CAUSE OF DEATH [Enter only one cause per finye for {a), (b}, and (c).) . INTERVAL BETWEEN
20 = PART 1, DEATH WAS CAUSED BY: iy é ONSET AND DEATH
3 w IMMEDIATE CAUSE (g = Ot o A AR A
-
i 3 @ 44_‘—444-4[ W
(Y]
25 8 ko o | 2V TO @ . .
! -g 5 g above ,tau-u ak l
65 = siating the under- . . . /
ES ® = lying couse last. | DUE TO (o) y
£ g =] PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT REVATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART [(a) 18. x;igglggv
T s /
$2x |3 : S2 0/ - ."'i'v:sD NO
£ = :—: 20a. ACCIDENT SUICIDE HOMICIDE | 205, DESCRIBE HOW INJURY OCCURRED. {Enler nature of injury in Part Ior Part 11 of item 18.)
P |- o 0 . -,0.
BT S £+ e - R -
3 § E)l S 20c. T:SERC\)'S"’ Hour .h(tmlh.‘ Day,.Yéer Cae . . . i L. . i e
. INJU e. m. . . s - e
5 3 : E ~{p. m. Y _ N -
= 5. _g X | 20d. INJURY OCCURRED -+ 20e. PLACE OF INJURY (c. g., in or'about home, |20f. CITY. TOWN, OR LOCATION COUNTY STATE
ey WHILE AT O NOT WHILE farm, factory, street, office bidg., etc.}
t’:: E g WORK AT WORK Y
% - 21. I attended the deceassd from w#_ . to and fast saw ":':; alive an
;‘ E m;n:c)w{ed at M.m on th e stated above; and to the beat of my knowledge. from the causes stated.
5“- §nae 3 S 22b. ADDRESS ‘W s ) 22c.7¢ SIGNED
= T . . .
5=
3, 32 4 o /332
58 %/ﬁm 0125‘ o 2%. DATE 2%. NAME Of CEMETERY OR CREMATORY Bd. LOCATION (City, fown. or county) _ - /(Stay 7
= € .- A R T . J—_—
-%8 0-2%-195'7 Resurrection Cem. ST, Louis Mo.
o=

26. tSIRAR'S SIGNATURE

ANGERRMUEHLE 3819 So Grand Blvdl. — el 23 87 - A Iy S




(SN

L 38
b e E
i S PN S ¥ 7 atral L
' '\]"\-'-‘l.,!.‘"r ll""_‘ . ‘;0 .}o_r[ - f't";j_‘ .
Thleng 0l ' T ENCRE o .
- ia > - s, I ) ) _,V LEa Ji':jri .
DRI SRR T T b 507 & son F .
fputide T SRR I rortres ealeed
art L P d ! e, T m BV T3 a o~y i -1 - ST
' ) . STATEMENT BY LICENSED EMBALMER -

I hereby certify that the body whose name is recorded on the reverse side of this-certifi_cate was em
by me, Or BY oo e vmerenn esemseaaeaan . , Student Embalmer No.........
working hnder my personal supervision.. _

Student....cocioiiiiiiiieiiiicciiceriseas e saneaaaas
Signeture of Student Enbalmer
i f.‘ N ‘ T . 3 . ¢
: ‘ " Note: “The' a.bove. MUST-BE SIGNED BY THE LICENSED EMBALMERm his OWN HANDWRITING. (!
. to comply with the .above constitutes grounds for revocntmn of license). .~ ’ ..
‘-‘ R -If embalmed by a STUDEN’I‘ “he ‘also .shall sign in his OWN. handwr:tmg. s e T -
I this bodv lsrn%t .embalmed, Iact %hould beLso stated above. S P o ,




