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THE DLVISION OF HEALTH OF MISSQURI

STANDARD CERTIFICATE OF DEATH

_______________ 3 18Pumcry Registration District No.

——SR0RZLI0 -
1003t GEOE

IE[LED_JLLL_LWQI:?WHM District No.

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased livad. if institution: Residence'before
a- COUNTY o STATE Mo b. COUNTY admyu’oﬂ)
[
b. CgY (If sutside corporate limits, give TOWNSHIF only) Inside Limirs . CIOTRY Infide Limits
o St.Louis, Yes [ No [ town St.Louis ’ Yes[] No[]
c. FgLL NAME OF (If NOT in hospital, give location) | Length of stay in 1b STREET {If autside, give location) Reside on Farm
- HOSPITAL OR ADDRESS
A mstitumion St Tukes Hosp. "ﬂ/oz_? 5019 Raymond Ave | ves(] N[
3. :lTAME OF DE)CEASED First Middle {las: 4. DATE Month Day Yeor
yPpe or print
LORRAINE E. . KAHLE peatH  July 3,1958
5. SEX 4. COLOR OR RACE| 7. MARRIED[ ] REVER MARRIExj' 8. DATE OF BIRTH 9, A1GE in ,;e,; :UNSE?[‘)YEAR l: UNDER z:uHRS.
1 onths ay s ours n,
Female White wooweo[ ] ovorceo[]| April 24,1916 42 " |
106, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and stote or country} a 12. CITIZEN OF WHAT COUNTRY?
during most of working life, ov-n if ratired) INDUSTRY, -
ployed retoucher of Photos- St.Louis,Mo. U.S.A.
130. FATHER'S NAME 135, MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WiFE
August W.Kahle Elizabeth Unknown —
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address

{(Yes, rna unkmwn)l {If yas, give wat or dates of service)

g

Michael R.Kahle-5284 Waterman Ave.

18. CAUSE OF DEATH (Enter onl
PART ). DEATH WAS CAﬂSED BY:

IMMEDIATE CAUSE (o}

one cause per bi

v {a), (b}, and {c}.}

O AAAARA A

INTERVAL BETWEEN
ONSET AND DEATH

Condltions, if ony, DUE TQ (b)
-vt:eh gave rize to
(o),
P Y201 /
z Iying couse lost. DUE TO () y. .
= PART IL. OTHER SIGHNIFICANT CONDITIONS CONTRIBUTING TO DEATH hur not related 1o the terminol diseass condition given in PART | {a) 19. WAS ARTOPSY
hi PERFPRMED?
i / YES No[]
& | 200. ACCIDENT SUICIDE HGMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART I or PART Hl of item 18.)
w
; O 0O Cl
Y| 2c. TIME OF .Hour :Month, Day, Year
a INJURY  a.m.
3 p.m.
20d. INJURY OCCURRED 200. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, factory, street, office bldg., etc.)
WORK AT WORK

21.

i)
7 ]

":-.--.‘

;4/

‘Il_‘ ‘a'

and last saw :
1heﬁu?a}él¢d cbove; and to the best of my’wladga, from the cavses sfuhd

alive on

(D gree or s “a7%. ADDRESS 22¢. AT S
= Y~ N, /,Vé_/ 7/(/ )
.| 238 oaTE " | 23c. NAME OF CEMETERY OR CREMATORY 23d. LOGATION [City, town, of county) /(5-_.-7’
July 7,1958 Valhal Crematory St. is Co, Mo.

4. FUNERAL DIRECTOR ADDRESS

egshauser-4228 S.Kingshighway

25. DATE RECD. 8Y LOCAL REG.

Jut> 'S8

" bBuwt Soit] x>

{Licensed E

o]mee"s Statement on Reverse Side)




'

STATEMENT BY LICENSED EMBALMER

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

DY ME, OF BY iriiiiiiie vt ririn v re it ee rri s rinie s rra e v r e et ae s , Student Embalmer No. ...........c...eet

working under my personal supervision.

SEUAENL  wenirunnemnes e ieeesesenaeasintssinsssermsnsnsrnsees A B ot
Signature of Student Embalmer
: Licensed Embalmer No..... AAO@,
P. O. Addtess....ccovvinvieeiiiiiiniiiannns

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hlS OWN HANDWRITING {(Failure
to comply with the above constitutes grounds-for revocation of license). . I

If embalmed by a STUDENT, he also shall sign in his OWN handwriting. o T

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




