THE DIVISION OF HEALTH OF MISSOURI
Healih, STANDARD CERTIFICATE OF DEATH 58_023371

ST&TE FILE NUMBER

L Walfars gsg
Public FI LED J U L 14 1 egistration District No. ___._318 Frim::ry Registration District Nq ng ............... Registrar sﬁﬁﬁg
| Service ~
1. PLACE OF DEATH 2. USUAL RESIDENCE {Whare deceased lived. If institution: Residen _bcf_w-
o COUNTY o STATE Micoouri b. COUNTY /‘a""“"""’
- '|3°506 b. C(l)':;f (If outside corporate limits, give TOWNSHIP only) | Inside Limirs <. C(I)':;Y Inside Limits
{ town St, Louis, Missouri Yosix NeO town St.Louis YesU Nom
c. Egls_é.-”"_‘:iﬂgr?': {If NOT inhospital, givelocation) i_’%ﬁ-f; jn 15 TREET (}f autside, give lacetion) Reside on Farm
s 6 O/ NsTITUTION Magsonic Home of MoJ 6-30= 3 2 .,i'ppREss 5351 Delmar Bivd., YesO NoO
"
- 3 3. NAME OF Firat Middie Last 4. DATE Month Doy Year
LR (Type or printy Agust Haupt s 6 30 58
*% pe or print gusta aup
=0
=8 I
3 5. SEX 6. ® OR RACE 7. B. DATE OF BIRTH 9. AGE (Jn years | IF UNDER | YEAR |IF UNDER 24 WRS. -
K § €oL0 married [ never marrieo [ | avt Lirthap) [Rromgpe T BT T o
= F / W wicoweo (B _Z—bworeeo [l April 26, 1880 78 |
¥ ]10a. USUAL OCCUPATION {Gipe kind of work done 1105, KIND OF BUSINESS OR INDUSTRY }11. BIRTHPLACE (City .peatine or country) 12. CITIZEN OF WHAT COUNTRY? i
°
E 3w during most of working life, coen if retired) |
s> A ousewife Germany USA
£5 & 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME
2 v
n o o Fred Teckemeyer Kipp
z [15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO, |1 uron ANT 7]
B 2 L—L {Yex, no. or unknown) | (If per. give wor or dates of aervice) sonic Home Df Mol - 5’345’1 Dellﬂar BlVd.
© 2 W Unknown None
E E > 18. CAUSE OF DEATH [Enfer only one cause per line for (a), (), and (c).] INTERVAL BETWEEN
2v = PART |, DEATH WAS CAUSED BY: c Th bosi ON iI ANO '-‘;"“
ts 2 IMMEDIATE CAUSE (a) oronary lnrombosis rs.
= C >
&5 - ‘
a v
. Z Conditions, if any,
5§ O whick gare r{: to DUE To (b)
2§ 2 et e nder '}020 /
R atating the under- . . .
£§ @ =z lying cause losl. DUE TO (¢)
g g o PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a} 19. ;i:‘ié\::‘ggfﬁ'
- = ?
£ x 3 ves{J no XX
- ; E 200. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enfer nature of injury in Part I or Part 1 of item 18))
Y g O 0 (]
S & |[E TESF Hour honth,ar, Yeor
a. - o JANMJURY.  am. o - s
« % e P m.
_B . g =z _ZOd {NJURY OCCURRED 20e. PLACE OF INJURY (e. ¢., tn or about home, 201 CITY. TOWN, OR LOCATION COUNTY STATE
% i “WHILE AT NOT WHILE 0 farm, foctory, street, office 8ldg., elic,)
2w | [work AT WORK )
; E D yyade, ==
- “.an 21. I attended the deceassd from 1-56 , to 6'30-58 and jast saw ﬁ alive on ) «7-28
g E Death ocgurred at =00 P_. it on the date stated above: and to the beat of my knowledge, from the causes stated.
o 2Za. suﬂu {Degree or tile) ‘7 22b. ADDRESS Z2c. DATE SIGNED
c .
- 1
3 - 23a. aurtal, cREMATION, |23, DATE 23c. NAME OF CEMETERY OR CREMATORY
S REMOVAL {Speetfp} ,
L remova 7~2-58 St.Johns Cemetery St,lauis C 0. /)
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECO. BY LOCAL REG. | 26. fRY m
Drehmann-Harral 1905 Union Blvd. IR ol ] XC°© / i IS

{Licensed Embalmer®s Statement on Reverse Side)
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SRR ' ¢ STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was e
Lo o o T < < g , Student Embalmer No,.......]

working under my personal supervision..

Student...ooooimiuiiiii i, ceeeees
Signature of Student Embalmer

Licensed Embalmer No...?..‘)

Tt e v - = . P. O. Address .. _. T
(84 P

Note ~-The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN I-{ANDWRITING

- to comply w1th Jthe above constltutes ‘grounds for ‘revocationiof llcense) U -‘ Y
If embalmed by a STUDENT, he also shall sign in his OWN handwntmg '
If thxs bodv is not embalmed fact should be so stated above. - v




