lgalth,
Walfare
'u" lie
Sdrvice

Coreoner cannot certify to a death dua to natural couses.

Doctor, coroner, etc., must use oniy standaord nomencloture in item 18. No symptoms will be listed. All
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

diseases in Part | must be casually related.

FILED FEB 14 1958

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

""STATE FILE NUMBER

Ragistration Distriet No, ...

3 1 8 Primary Registration District NJ. “3 .................. Registrar's No. 2?0

1. PLACE OF DEATH
a. COUNTY

2. USUAL RESIDENCE (Where decaased lived.
o. STATE Migsouri

If institution: Residence befors
. Loul®

b. COUNTY S¢. Louls v

(Yes, na, or unknown)

(If yes, give war or dates of sarvical

aula Madlinzer, 18 Willow Hill

18, CAUSE OF DEATH [Enler onlpy one cause per line for (6}, (b). and (c}.]
PART I. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE {a)

b, ClTY (If outside corporate limits, give TOWNSHIP only}| Inside Limirs c. CITY Inside Limits
OR
rown Saint Fouis Yos & NoO or  Ladue 5/ o Ye:k Noo
c. FULL NAME OF (If NOT inhospital, give location}[Length of stay in 1b id ) Resi
HOSPITAL OR STREET outside, give location) eside an Farm
§ wstiumion Deaconess Hospital | Life 2 7ADDRESS 18 W:I.llow Eill Road | ve.o «
3. NAME OF First Middle Last 4. DATE Month Day Year
DECEASED OF
{Type or print) CARL Je MADLINGER oesrn January 7th, 19858
5. SEX {216, COLOR OR RACE 7. maRRED [ X NEVER MARRIED (] O DATE OF BIRTH |9. ?GE (Ih:h%car)l IF UNDER | YEAR hF UNDER 24 HRS.
o ay) J Months | Dam fHours | Min.
Male White wmow[»;o[] DlvoRcEDD July 4th’ 1900 B l ] "
10a. USUAL OCCUPATION (Gise kind of work done | 106, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (City and ntale or country) 'O 12. CITIZEN OF WHAT COUNTRY?
ﬁ ring mor f working life, even if retired}
eacher Self Employed St. Louis, Missouri USA
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME
Charles Madlinger Fredericka Lerch
15, WAS DECEASED EVER K U, S, ARMED FORCES? 16, SOCIAL SECURITY NO.{I7. INFORMANT Address

INTERVAL BETWEEN
ONSET AND DEATH

WW

/ Aowe.

. Conditiona, if any, DUE TO (b
“which gore risg fo o @
abote cauze (),
stating the under- .
- lying cause lasi. DUE TO (¢}
= PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIOK GIVEN IN PART (1) 1. ;‘é‘é 5; 3:;%;?
- d
3 (z;‘a o [
E 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enler noture of injury in Part or Part 1§ of item 18.)
& O O O
W
[a] %-ZQ ' D
;‘ 20c. TIME OF Hour Month, Dey, Year
hi INJURY  a.m.
E p.m. .
X | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e, ¢., in or gboul home, 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE farm, factory, street, office bidg., ete.)
WORK AT WORK

21. ] attended the d dirom_Sf— 3 - 3¢

. to

l—7- §§F

drp—
and last saw him

alive on = [ -6_'?

-
Death occurred at 6'—'—— f*

m on the date stated above; and to the best of my knowledde, from the causes stated. ‘

- 2a. EIGNA!‘URI / z {Degree or titie)

.9

C1225. ADDRESS

6357/

Feoradl fre

22¢, DATE SIGNED ‘

(=7-S

23a. BURIAL, CREMATION, | 23). DATE 23c. NAME OF CEMETERY OR CREMATORY
REMOVAL (Specify}
mova 1/10/58 St. Peters Cemetery st. L

23d LOCATION (City, towrn. or counly)

CALYEY ¥.“PEURZ, 4828 M8YiFal Bridee Blf

FUNERAL HOME, St . Louis, 15, Missouri.

DATE RECD, BY LOCAL REG, |26

ISTRAR'S SIGNATU

nﬂ! 9

58

{Licensed Embalmer's Statement on Revarse Side) /‘%m

{State)




£47p Ul oTId

exng ALepsInig

STATEMENT BY LICENSED EMBALMER ™

I hereby certify that the body whose name is recorded on the reverse side of this certificate was em
bY INe, OF DY .o it i itetretsasarecrarncasarssenasamaeacaenrrnscasrasntassanasanns , Student Embalmer No.........

>
working under my personal supervision,.

LA U 1] % S s,gyyf’ﬁd/ 62 ?%D:’M

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (I
to comply with the above constitutes grounds for revocation of license).-

If emnbalmed by a STUDENT, he also shall sign in his OWN handwntmg

153 thls body is not embalmed fact should be so stated above.




