THE DIVISION OF HEAL
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1. PLACE OF DEATH 2 USUA.L RESIDENCE (Where deceased lived. If institution: Residence bafore
. 300 a. COUNTY STATE Mo b. COUNTY w
"
1-57 b. CITRY {If cutside corporata limits, give TOWNSHIP only) Inside Limits . chY Inside Limits
y TOWN gtl LOI.].iS Yes ] NOD TOWN S.t Louis Yes[ ] No[]
c. Egls.é.l_!;{:ﬂEogF (If NOT in hospital, give location) | Length of stay in 1b SB%EET {If outside, give location) Reside on Fam
' E
2/ wstitution 3134 Longfellow] Blvd H/ 77A 3134 Longfellow BlvdyesO ne{l
3. NAME OF DECEASED First Middle 7 Lnst 4. DATE Month Day Yoo
{Type or print) , or
Anna M. Steiner PEATH QOct, 16, 1958
5 SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (In ysars §F UNDER | YEAR| IF UNDER 24 HRS.
F le . ] M;““:EDmNEVER MARRIEDD lasy Lliﬂ:dar) Months | Days Hours ] Min.
emale |, White wooneol] / oworceo| Nov, 9,1873
10o. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or country) 12. CITIZEN OF WHAT COUNTRY?
duni j oven il retired} INDUSTRY .
HBULBHE X St. Louis, Mo. 9 | Bm _Am,

13a FATHER"S NAME

Wm. Schoemlau

13b. MOTHER'S MAIDEN NAME

Aucqusta Haines

14. NAME OF HUSBAND OR WIFE

Otto G. Steiner

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

17.

INFORMANT

Address

(Yus no,H unknawn)| {1f yes, glve wor or dates of servica)
[ 8)

None

16, SOCIAL SECURITY NO.

Otto G, Steiner 3134 lLonafello
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Enter only ane cause par lina for (a), (b), ond {e).)
WAS CAUSED BY:

INTERVAL BETWEEN
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!

DUE TO {c)

PART §l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated to the terminal dissase condition given in PART | (g)

19. WAS AUTOPSY

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
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200] PLACE OF INJURY (e,g., in or cbout home,
fopul)\ .c ice bildg., efc.)

PERFORMED?
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No. ALCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter naturs of injury in PART 1 or PART 1 of item 18.) "
a Tl
2c. TIMEQF  Hour Month, Day, Year
INJU am.
204.\ INJURY OCCURRED COUNTY STATE

n. | uﬂnnd:d the
Death occumd

"'»)‘gmd last m_h_ulwo on / O /3 -—S\X

sod from l Q""i—E;IE,m /O-l% hae il =
O-H-m on the date stated above; and to the bast of my Imowlodcl, from the couses stated.

All diseaser in Part | must be cousally related.

* BT bad & byl O

22c. BATE SIGNED

[ o0~12-8

2 DRESS ‘ f 7&"0

23=. BURIAL, CRE{‘ATION,

By

23b. DATE

Oct20 1954

23e. NAME OF CEMETERY OR CREMATORY

Bellefontaine Cem

234. LOCATION {City, town, or county)

S

{Sate)

- lonis

24. FUNERAL DIRECTOR

Fred C. Henke 4911 Washington Bl d

ADDRESS 25.

DATE RECD. BY LOCAL REG.

0CT 1 7758

2. Gis R'%TURE

4 Embal

{Li

t 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

by me, orby , Student Embalmer No. .................00

working under my personal supervision.

Student i e e
Signature of Student Embalmer

, Licensed Embalmer No?fj

P. O. Address...ﬂ.‘..... Dttt

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 a STUDENT, he also shall sign in his OWN handwriting,

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




