THE DIVISION OF HEALTH OF MI

H.«m.
STANDARD.CERTIFICATE OF omu -~-—~-~-—ﬁ&1ﬁgg688--"
P bli .
h S:rw:c \QL@ JBN 2 7 1g§aeglslrohnn District Mo el WD .. Primory ngistrulion Districfl 3 ______________ Regurmr 3 No. No.._ : .
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceused lived. If institution: Residance befote
$. 300 a. COUNTY o. STATE Migsouri b. COUNTY admusn:;)’
- 1-57 b. chY (1f ourside corporate kimits, give TOWNSHIP only) | tnside Limirs < CgRY tnside Limits
0 o St. Louis You [if NeJ tom  St. Louis Yes [ No[]
gc. FULFI;I NAME OF {If MOT in hospital, give location) | Length of stay in 1b d. STREET [If outside, give location) Reside on Farm
| oy HOSITAL R Deaconess Hospital | 67 yrs. JO5 7 °°RES 911 So. Skinker Yos ] No(X
: 3. NAME OF DECEASED First Middie Last 4. DATE Month Day Y 65r
{Type or print} g pe QF
MABEL _ WA/LATR ROHLFING OeATH  June 13 1958

efc. must use only stondard nomencloture in item 18. Mo symptoms will be listed.

All diseases in Part | must be causally related.

ctor, coroner,

5. SEX 6. COLOR OR RACE| 7.

Female [ White

MARRIED ] NEVER MaRRIEDZ]
winowen{ ] ¢} oworcen[]

8.. DATE OF BIRTH

October 6, 1890

§. AGE {In years JF UNDER | YEAR

IF UNDER 24 HRS.

Iuaar'hdny)

Months I Doys Howrs i Min.

10a. USUAL DCCUPATION {Give kind of work done
during most of working life, sven if retired)

work

19h.

KIND OF BUSINESS OR
INDUSTRY

Home

11. BIRTHPLACE (City and state or country)

St. Louis, Missouri O

12. CITIZEN OF WHAT COUNTRY?

USA

13a. FATHER'S NAME

William Rohlfing

13b. MOTHER*S MAIDEN NAME

Ulrica Beck

14. NAME OF HUSBAND OR WIFE

None

15. WAS DECEASED EYER IN U. 5. ARMED FORCES?

(Y.N ne, or unknqwn}l {1f yesx, give war or dates of service)

14. SOCIAL SECURITY NO.

17. INFORMANT

Mr. Wm. F. Rohlfing,

Address

4026 McRee Avenue

USE ONLY BLACK INK QR RIBBON TYPEWRITE IF POSSIBLE

PART k. DEATH WAS CAUSED BY:

18. CAUSE OF DEATHdEnter only one cause per line for {a), {b), and {c).)

INTERVAL BETWEEN
ONSET AND DEATH

Beiderwieden F.H.Inc., 1936 St. Louis

“JUN'T

14 5¢

IMMEDIATE cAUSE (o _Arteriosclerotic coronary heart disease wks,
with decompensation
Candigions, If any, DUE TO (b) {7 i 5 yrs.,
whieh gove rise 1o
obove cause (o}, }
stating the wunder-
g lying couse last. DUE TO (c)
- PART It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat related to the terminal diseass condition glven In PART | {a) 19. WAS AUTOPSY
3 PERFORMED? 2,
i . / YES[C] NO
=1{ 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nuture of injury in’PA\'!T | or PART Il of item 18.)
wt -
v | J & o,
3| 20c. TIMEOF .How Month, Day, Year -
a BJURY  am. -
i p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabouthome, | 20f. CITY, TOWN, OR LOCATION" _ COUNTY STATE
WHILE ATD NOT WHILE D farm, foctory, street, office bldg., erc.) b
WORK AT WORK
21. 1 ettended the d .;g,WS/g/SS e 611 3!5& gndlcn'lcwﬁ';clinon 6/12/58
Death occurred at 3: 88 A m. m on the date stated above; and to the best of my knowledge, from the couses stoted.
22c. SIGNATURE @ op:fitle 22b. ADDRESS 22¢. DATE SIGMED
) 1) M.0°| 634 N. Grand Blvd. 6/13/58
23a. BURIAL, CREMATIEN'] 73b. ﬁ 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, tawn, or county) {Srate)
REMOVAL {Specily)
Removal June 16.1958 St.. Panl Churchyard St. Louls Comty,  Missouri
24. FUNERAL DIRECTOR ADDRESS RECD. BY LOCAL REG.

{Licensed Embolmer's Stotement on Reversa Sida)

APt e



i
, i
eonl -¢

STATEMENT BY LICENSED EMBALMER

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

[ F D

.......................................................................................... .y Student Embalmer No. _..................

working under my personal supervision.

Student .coirniii e
Signature of Student Embalmer

Note: Theé 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 @ STUDENT, he also-shall sign in his OWN handwriting,

If this-body is not embalmed, fact should be so stated above. )

i
.




