THE DIYISION OF HEALTH OF MISSOURI
Prr P K - STANDARD CERTIFICATE OF DEATH EQTBATEF?E%%QS -

I: F;:::::- IF‘ 5 EP ]- 2 19589iﬂruﬁon_ District No. 3’ ? Primary qui;!ra!ion Distrifﬂ:; ,,,,, ‘5.:2:’9.. ______ R oglsirur s No. ___Jj_l___o__,__

f- 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera deceased lived. If institution: Residence befnra
5. 30 > COWNTY  St. Louis | STATE Mo, b SN Sst. LEUEEY
- 1-57 b. CITY (/f outside corporate limits, give TOWNSHIP only) | Inside Limit < cgnr D Inside Limjts
TOWN Lemay Yes[] N lﬂ o Lemay & 7 Yas(] Nﬂﬁ
c- Egls.’{’_”f:lA{A%OF (if NOT in hospital, give location) | Length of stay in 1b d. iLRDEREE‘gs {IF outside, give location) Reside on Far
Al
nenrmiot1ary Ridge NUI‘Sl g 15 Moml. 935% S. Broadway Yes [] No
3. NAME OF DECEASED First OmRe Middle Last 4. DATE Maonth Day Year
{Type or print) OF
CLARA C. ___STORR oeaTH  Sep. 3 1958
5. SEX 6. COLOR OR RACE| 7. MARRIED[ J NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years IF UNDER 1 YEAR| 1F UNDER 24 HRS.
' + Iuégihdny) Months ] Days Hours I In.
Female White wooweo[]  owvorceo[J| Jan., 1, 1890
10a. USUAL OCCUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR 1). BIRTHPLACE {City and state or country} 12. CITIZEN OF WHAT COUNTRY?
during most of worl life, sven i retirad) INDUST .
HouSewsT) Tt Home St. Louis, Mo. °l U.s.A.
13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14, MAME OF H,UéBAND OR WIFE
John J. Storr Theresa Hohmann ————————
15. WAS DECEASED EVER IN U, S, ARMED FORCES? 6. SOCIAL SECURITY NO.| 17. INFORMANT Address
Ya3, r unkngwn)l {If yes, giys wat or dotes of service -
(Wor, mqpgyrioemm] (6 ver sigg ma b ol svies) [498-03~4016 Frank J. Storr 717 Karlsruhe-Lemay

18. CAgSER?FI DEEIP'I!I\-&EJAQS’E;IGSOE"S a?’“. per ljreYtor (a), {b nnd {<).) INOI«IESR¥AL BEJEWE'I'Ei-IN
A . : A
IMMEDIATE CAUSE (c) (Q/OVW (/i V’(”(Jﬂ 7 ' ; %‘—4
h M
DUE TO {b) /IAWM O-JMW 6- ’

Conditiens, if ony,
which gave riss to }

above couse {a},
stating the undaer-

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

, &ic. must use only standard nomenclature in item 18. Mo symptoms will be listed.

g lying cause [ggt. DUE 70 {c}
- = PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disense conditton given In PART | {a} 19. WAS AUTOPSY
3 s PERFORMED?
k! g YES[ ] NO[R oL
= 2| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART { or PART Il of item 18.}
- [}
F v a O .
] F
o V| 20c. TIME OF  Hour Month, Day, Year
5 8 INJURY  am.
‘g 'E p.m.
E 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
= WHILE ATD NOT WHILE D farm, foctory, street, office bldg., ote.)
E WORK AT WORK I P : s lfl'vﬁ
s 21. | attended the deceased froni 6(/"" /- /Yd 4 ,fo STV ST anditan saw "" " alive on Jrvfm-«’/ L 9 /7\1 K
2 Death occurred ot m on tge dote stated above; and to the but of my know F edge, from the causes stated.
‘,g 220 NJGNATURE, {Dagrge or titlé 22h. ADDRESS E SIGN
3 O "S53 S "GP
4

23a. BURIAL, CREMATION, | 23b. DATE 23M, NAME OF CEMETERY OR CREMATORY LDCAT\Uﬁ_(Ciry. town, of county) (Sun;

RemovET"” |Sep.6,1958 |S/S Peter & Paul Cem. St. Louis, Mo.

24. FUNERAL DIRECTOR ADDRESS 25 DATE RECD. BY LOCAL REG. REGISTRAR 5 SIGNATURE
iegshauser 4228 S.Kingshighwa; g-51—-3% AQ4yK£Zé§%r

{Licensed Exbalmer's Stotemant on Reverse Side)




STATEMENT BY LICENSED EMBALMER ™~

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

BY M@, O BY ittt ee e et e et e raea e s neeaeaatean » Student Embalmer No. ..........c.cuuvus

working under my personal supervision.

SEUAENE toeeeiriiiieeiieiite e e e Signed m;ﬁw .....................

Signature of Student Embalmer
Licensed Embalmer No?éf/ .....

P. 0. Address 5/2‘%%

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failuré

to comply with the above constitutes prounds 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.

.




