. THE DIYISION OF HEALTH OF MISSOURI
i : _~________58:_-0_165“(5_”___---

ollare STANDARD CERTIFICATE OF DEATH STATE FIEE'NUMBER
A" 1 FILED APR 18 1958 318 1003 81
rvice {egistration District Mo o Primary Rnglshuhen District No e e Reglstrcr s No S
1. PLACE OF DEATH 2. WSUAL RESIDENCE (Where deceased lived. If institution: Residence b lora
a. COUNTY a. S5TATE Migsouri b. COUNTY “dm'“'??;
-576 b. CgRY (If outside corporate bimits, give TOWNSHIP only) Inside Limits caclc;rg Inside Limirs
TOWN St. Louis, Yes L1 Mo [ 1 &4 stom St, Louis, Yes[} No[1
E FgLL NAM%GF {1 NOT in hospital, give location) ] Length of stay in 1w d. STREETSs {If outside, give location) Reside on Farm
' HOSPITAL OR ADDRE
/ wetitution Lutheran Hospital 30082 Ogage St, Yes [ Ne{]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeor
{Type or print) L
Henry P, Uhlen Sr. DEATH April 33 1958
5. SEX 0 6. COLOR OR RACE 7'MARRIED[:| NEVER MARRIEDD 8. DATE OF BIRTH 9. AGE Ei,:':;.,; :.L::ﬁ“r;:jm I:‘::DER 2:M1:Rs.
oy .
Male U white wooweo® 7 owoxeeo[ 1| Feb, 13, 1864 | 91 l 1
104, USUAL OCCUPATION {Give kind of wark done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond stote or country} 12- CITIZEN OF WHAT COUNTRY?
ﬁ;ing most of working lite, even if retired) INDUSTRY
i Retired 20 yrs. Germany , U. S. A,
13o. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, HA’ME OF HUSBAND OR WIFE
Dont Know Dont Hnow Christina Uhlen
15. WaAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
{Yas, or unknawn)| (If yas, give war or dates of lce)
" No, [ ven aive e Nons Migs Gertrude Uhlen 3008a Osage St,
18, CAUSE DEATH (Enter only one cause per line for {o), {b}, and {c).} INTERVAL BETWEEN
PART |. ADEATHWAS CAUSED BY: 5 ONSET AND DEATH

TE CAUSE (o}
%(J
by, . DUE TO (b)
rige to
albve couse (o), }

_éa%m_

USE ONL Y BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

r
R0 o +
<31rs] attended the deceased from t % 5- ? . te Igfr ond last 'Suw‘:!-m alive on I-I.
. Death occurred at H M - m on the date stoted chove; end to the best of my knawlldge, from the causes stgted.

a. SIGNATORE {Dogres or fitla) 72b. ADDRESS
" @Jﬂ l/ 9%790 3930 eal;

23s. BURIAL, CR?ATION, Z3b. DATE 23c. KAME OF CEH.ETERY OR CREMATORY 234, LOA AYION (Cl-lr, tawh, of county)

urial 1 Apr, 7, 1958 | SS.Peter and Paul Cemste St, louis, Missouri,

25. DATE RECD. BY LOCAL REG. | 26 REGISTRAR'S SGNATYRE

APR4 58

Imar’s Statemens on Reverse Side) 0

[§)

tating the dere ey

z Iying cavss leye. 4 DUE TO (o) __{4A Q%M;—
= - PART II. OTHER s:omﬂcmr CONDITIONS conrmaurms TO DEATH but ot ralated 1o the terminal diseass condition given in PART I {a) 19. WAS AUTOPSY ~
T z S PERFORMED2,Z
2 T p o7 A A2 : s YES[] NO
- =1 206 ACCIDENT su1cms HOMICH 20b. DESCR1BE HOW INJURY OCCURRED. (Enter ndlure o injury in PART I or PART (1 of item 18.)
= w
9 v
v U| 2c. TIMEOF .Hour Month, Day, Yeor
2 8 INJURY  a.m.
§ ' p.m,
E 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor cbouthome,| 20f. CITY, TOWN, OR LOCATION . COUNTY STATE
- WHILE ATD NOT WHILE D tarm, factory, street, office bidg., etc.) )
2 WORK AT WORK 4
=
-
H
e
-
2
<

(State}

zJ.IF)I.!l:ERAL IRECTDR}b ADDRESS
ebken-Benz Mortuary ggl.zhl;{ﬁ{ame St

{Licensed
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STATEMENT BY LICENSED EMBALMER

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

BY M@, OF DY 1iiiiiiiiriiiririec et crevsvenarersenase st ssassaansrerenenserennansenrennss «» Student Embalmer No. ...................

working under my personal supervision.

Student ....oovniiniii e e
Signature of Student Embalmer

Licensed Embalmer No..Ab3..........
"7 P.0. Address...St...Louigs. Mos...

‘Note The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).
.- 1f embalmed by a STUDENT, he also shall sign in his OWN handwriting, -~ .-
If this- body is not embalmed, fact should be so stated above '




