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Tl'lé DIVISION OF HEALTH OF MISSOURI - SS—W

STANDARD CERTIFICATE OF DEATH 3 " STATE FILE NUMB§ '
LED s EP 8 m;mn:ﬂlon District Neo.. 3 1 8 Primary Reg:slrohon Dlstnr_! No. 1% — Regiﬂmr', Ne. 293 _____
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Resédence;b)eiore
a. COURNTY a. STATE b. COUNTY admi safon
Missouri, Pd
b: CITRY (If ourside corporate limits, give TOWNSHIP only) Inside Limits c. CIOTRY Inside Limits
TOWN St . I@ui S, MO. . Yes m Ne [] TOWN st. Louis o Yes[J No[]
FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET {If outside, give lacation) Reside on Farm
oZé HOSPITAL OR AD) Yes ] N
INSTITUTION Mo : | Yes[] Ne[]

| 3 NTAME OF DECEASED First Middle Last [7] 4. DATE Month Day Year
' int ) OF
(Type or print) G sorge vm Stmer DEATH A'I.lgllst- 23 1958
5. SEX 6. COLOR OR RACE} 7. 8. DATE OF BIRTH 9. AGE ¢ FUNDER 1 YEAR] (F UNDER 24 HRS.
0 MARRIEDD NEVER MARRIEDD I last (‘rl" )’;:;; Montha | Days Howurs Min.
Male White wooweof ) owvorceo[d| 9=16-78 54 |

All diseoses in Port | must be cousally reloted.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

We. USUAL OCCUPATION (Give kind of wark done | 10k, KIND OF'BUSIN ESSOR 11. BIRTHPLACE (City ond state or country} 12. CITIZEN.OF WHAT COUNTRY?

during most of warking lifa, even if ratired) DUSTRY . . . . .
one one Cincinnati, Ohio ' U.5.4:
13a. FATHER'S NAME , 13b. MOTHER'S MAIDEN NAME l 14. NAME OF HUSBAND OR WIFE
George Von Stromer Matilda ? i Hattie Huerman
15. WAS DECEASED EVER {N U. S. ARMED FORGES? 16, SOCIAL SECURITY NO.| 17. INFORMANT Address :
(Yos, no knawn)| (H yes, gi dates of service) N
., noéun e yes, give war nrnqou of service, none St .Iouis Chronic HOSPC 5800 Arsenal -
18. CAUSE OF DEATH (Enter only one couse per line for {a}, (b), and (c}.) INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY ONSEA_AND DEATH L y
IMMEDIATE CAUSE (a) P o . 272 w6 :j
Conditions, if any, DUE TO (b)
which gove rize to
bo {al),
e } + 00 2N
% lying couse last. DUE TO (c)
E PART Il. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dissass condition given in PART 1 {a} 19 WA%J%JTOPSY
PE RMED?
T YES o[]
& | 20e. ACCIDENT SUICIDE HOMICIDE b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | o PART N of item 8.} '
w
o | J 0
5[ 20c TIME OF Hour  Month, Day, Year
S 7 INJURY  am. N e
X]. . p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abewthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, uctary, street, office bidg., erc.) .
AT WORK
21. | attended the deceased from Jan@'! 1’ 19 58 , to Aggust 2 3 .l? EBund last saw :;; alive on AUEuat 23, 1958
Death occurred af M . m on the date stated above; and to the best of my knowledge, from the couses stoted.
220, SIGNATURE {Degrop or titls) o | 22 ADDRESS 22<. DATE SIGNED
-
D £/a5 /P
URIAL, CREMATION, | 23b. DATE 23e. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) {State}

" REMOVAL (Specify)

Cremation| 8-28-1958 City Crematory St, lounis, Missouri
. FUNERAL DIRECTOR ADDRESS ’ 25. DATE RECD. B\'.,LOCAI. REG. 24. REGISTRAR'S SIGNHTURE

Frank O'Donnell 5800 Arsenal AUG 2 7758 $ M £

{Liconsad Embalmer's Statement on Raverse Side)
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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 M@, OF DY oottt et er e e e s ses et e s e s e s rna e e e e an b onas ., Student Embalmer No. _..................

working under my personal supervision.

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 2 STUDENT, he also shall sign in his OWN’ handwntmg
If this body is not embalmed, fact should be so stated above. i . ,




