1. PLACE OF DEATH

THE DIVISION OF HEALTH OF MISSOURI

ALED JAN 27 1958

BIRTH NO.

STANDARD CERTIFICATE OF DEATH
REG. DIST. NO, 3 éi PRIMARY REG. DIST. NO._iQ_Q_ Kepittivar's No

State File No...

'4()44

Teeretr s nesa ten

'fi':z,

s. COURTY ot Louls

2. USUAL RESIDENCE (Wbaers 4
a. STATE
Mo,

d lived. 1f 4

dd before

b. COUNTY st Louig—lun)

¢. LENGTH OF
STAY (in this place)

b. CITY (I outside corpurate limits, write RURAL and give
townebip)

c. CITY (If ouwide corporate limits, write RURAL and give townghip)

Towt  Mgnchester I MonTi | TOWN Affton tJQ}D
d. F:IJ&)_SLPI;"FAME OF (If oot in bospital or institution, give streat ..:mn- or locutdon} d'ASD.rgREgS (It rural, give location}
INsTiioTion Manchester Nursing Home 7742 Genesta

3 NAME oF s (Fisy b. (Middle) e. (Last) 4. DATE (Month)  (Day}  (Year)

(Typeor Piniy  Hapry Senger pxrs Jan 10 1958
5. S5EX €4 6. COLOR OR RACE | 7. MARF;IJEB. EIE‘}ISR PESREIED. 4| 8. DATE QF BIRTH 9.:.('55 ({In ths .:D:::n lnﬁ ; [ ] ul;:.

. { oura

male white Pivoree Feb 19, 1884 k) l |

10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS ?.IETIRN‘E 11. BIRTHPLACE (State or forelgn sountry) D

Chauffeur

done dn.rlntnrt ahnﬂ:-.;;u:l} retired)

Montgomery City, No.

12, CITIZEN OF WHAT
RY?

138, FATHER'S NAME 13b. MOTHER'S MAIDEN

Henry Senger

Addle Birth

NAME 14, nm:oor HUSBAN
Diverce

16. SOCIAL SECURITY
NO.

17. INFORMANT'S SIGNATURE OR NAME
Grace Morrls

I5. WAS DECEASED EVER IN U.S. ARMED FORCES? |
{Yee, no, orunkoown) ‘ (I you, xive 1 datep of service)
1o “NoN

N

OR WIFE

ADDRESS

7742 Genesta

. Enter only onecause per

I8, CAUSE OF DEATH
1. DISEASE OR CONDITION

Jime for (a), (b}, and (¢} DIRECTLY LEADING TO DEATH* (5

*This does not mean ANTECEDENT CAUSES

MEDICAL CERTIFICATION

0 ir

the mode of dying, such
as heart follure, asthenis,
ee. It means the dis-
ease, injury, or complica-

Morbid conditions, if any, gloing DUE TO (&) lﬂ Y, d C’U'UL/ Aeﬁﬁd 3(&6(4 P

INTERVAL BETWEER

Ofl AND DEATH :

rise to the abore catize (@) dating
DUE TO (c) /‘/}aw‘&z(clf{dﬁﬁ% dmd

tion which caused death,

the underlying cause last.
11, OTHER SIGNIFICANT CONDITIONS

Conditiona contributing to the death bui not
related Lo the disease or condition cauring death.

18b, MAJOR FINDINGS OF OPERATION

‘]\O'/CA C @o& 7(0'(2 Cdlfc e msv f//g &(#o)
Ysix

19a. DATE OF OPERA-
TION

#1a. ACCIDENT [Boweity) 21b. PLACEQF INJURY (sx. inerabogt | 21¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homs, farm, fagtory, streat, offios bldg..ece.)
HOMICIDE
21d. TIME (Mouth) {(Day) {(Year) (Hour) 2le. INJURY QCCURRED | 2)f. HOW DID INJURY OCCUR?
oF . WHILEAT NOT WHILE
INJURY = | WoRK AT WORK

2. ] hereby cerffy that alfended thg deceased fromM_L%_I—Bgz to M 1953_ that I last saw the deceaseds
alive on 18 , and that! death occurred at 3 ., jrom the causes and on the date sfated nbooe

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

23a, TURE (Degree -23b. ADDRESS TE SIGNED
32:1/69 }Z;;ﬁ%ih"fcr éz%ﬂ“ézzzzzg&bﬁaézé:ﬂ CU‘5§>
ua éunm. cnm 24b. DATE Fg& (20“—: OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, town, or emm:y) (8tate}
1/13/1958 | Vaihalla Cemetery 8t. Louie Co., Mo.

| DATE REC'D BY LocaL
i~1~5%

R K11 S SIGH 25. FUNERAL DIRECTOR'S SIGNATURE ADDRESS
L Ziepenhein & Sone 7027 Gravois
(Licensed Embllmtf'a&ltunml on Reverse Side)



STATEMENT BY LICENSED EMBALMER
e,

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, of by oo,

e o 47 A48 e 20 4t 4 7 2 St S AR £t 4 22 Sk 18 e AR £ASREAR A2 R £ A Am e s mn 2mnamin . Student Embalmer No.

working under my personal supervision.

Student ...cveierncennaas Slgned.M ........... Zg‘rzg_ ....................................
Student Embalmer

Licenzed Embalmer No 4?53

P. 0. Address. 2L 27 o Apwvres

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the sbove constitutes grounds for revocauon of hcense.)

Uthl!bOlesﬂot embalmed, fact sl’iouldbesomted above. e e L - AT

- Fy he T ad - - . . v ‘
o by oy e 08 "\,. S - . 2




