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THE DIVISION OF HEALTH Q

STANDARD CERTIFICATE

F MISSOURI

o08—-020092

OF DEATH

WLED JUN 1 1 qug!ngu!runonDlsrrlcl Mo e 3 1

8_....Pr|mury Reglsirallon Disnrict Nc11003

e e e Registmr's Nu

STATE FILE NUMBER
Zﬁ _______

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residencs before
a. COUNTY o STATE My ggoupi b COUNTY ad?a?i-on)
b. CIOTY {If autside corparate limits, give TOWNSHIP only} Inside Limits 2. CIOTRY L [nside Limits
Tow ST, LOUIS, MISSOURI Ye: O Mo [ rom St. Louils Yes(J Ne[]
I c. EIEJ);L_I NA[J:‘\(E)OF {1 NOT in hospital, give IocanonL Length of stay in 1b ' d. STREE'E (If outside, give location) Reside on Farm
TA DRESS
| aézmsnwno BARNES HOSPITAL! 2 weeks PT° 419} Menchester Yes[J Me[]
L - Y
3. NAME OF DECEASED First Middle Lasr” 4. DATE Month Day Year
(Type or print) OF
JOHN HENRY ROSENKRANZ peath JUNE 1, 1958
5. SEX 4. COLOR OR RACE]| 7. 8. DATE OF BIRTH 9. AGE IF UNDER 1 YEAR| IF UNDER 24 HRS.
: MarRIEDIL] NEYER MarRIED[ ] - (In yaars
i h. Haur in.
male O White WIDOWEDD D|V°RCEDD 6-21—189,4' 630||br|}|doy} Months | Doys ours I Min,

100. USUAL OCCUPATION (Give kind of work done

10b. KIND OF BUSINESS OR

11, BIRTHPLACE (City and state or country)

12- CITIZEN QF WHAT COUNTRY?

blfl&r-égkrigcf.f working lifs, svan if relired) Ina%'s.TR\Packing St . Louis R MO . @ U§A
13a. FATHER®S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
unknown unknown Mary Rosenkranz

15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.[ 17. INFORMANT Address
{Yes, no, or unk I yos,, gjvayw d I servi
B 5" Gy R M | none Mary Rosenkranz s 1119 Manchester
8. CAlPlSE OII‘ Dgé:#rﬁ‘n‘ﬂesré;lﬂsoge couse per line for (a), {b), and {c).} INTERVAL BETWEEN
ART A EATH
IMMEDIATE CAUSE () _LNTESIFHAL.. OBSTRUCTION YRS
Conditiens, i any, . DUE To (b) _FEMORAL HERNIA, TNCARCERATED UNKNOWN
whi vine b
oty }
stating the under-
g lying causs last, DUE TO (c)
i~ PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TG DEATH but not ralated 1o the terming! dissase condliion glvenin PART | {a) 19, WAS AUTOPSY .
g vy PERFOURMED? '
£ - 56/ YES ) NOL ]
] 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I) of item 18.)
i1}
o [ ] O
§ 2c. TIME OF Houwr Mornh Day, 'l'mr
o * INJURY am. ¢ . P L
z L~ .pm ® 1o , .
s 20d.r [NJURY OCCUR‘RED e | e PLACE OF INJURY(e s inor cbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
~"WHILE ATD 'NOT WHILE D farm; tactory, ‘street, of lce bldg., etc.)
| _WORK AT WORK o
q il'.-l attended the deceased from MAY 204 1958 ) JUNE 1’ 195ts and last 'saw her ufi\re on JUNE l, 'L9b{j
Decth occurred ot ____ 3: 1 M m on the date stated above; and to the basr of my knowledge, from the causes stated.
| 220. st& Uj/ " (Degree mle) 225. ADDRESS 22¢. DATE SIGNED
~ M. D. BARNES HOSPITAL 6/1/58
23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION ((::i'y. town, of county) {State)
REMQY AL{Spacify)
burial™"” | 6-3-58 Calvary Cemetery St. Louis, Mo. P
24. FUNERAL DIRECTO ADDRESS 25. DAT QBY !,gg. REG. | 26. 1STRAR'S SIGNATURE
Aker, 10} Manchester Jljﬁc

d Embal e

(Li
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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 embalmed

bY Me, 0L BY oot e e er e e st s ar T e e ass e st et e .» Student Embalmer No. ...................

working under my personal supervision.

Student .cocoveviiiiiiii s Signed ..
Signature of Student Embalmer

*  Licensed Embal DR AR

"p.o. Address/ZttM S

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).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.




