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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

58-041564

STATE FILE N ER
F”_ED N OV 2 O 19%:smmon District Now oo .91. —Primary Registration Dumc_im3 ____________ Registrar's 3_&430_

t. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Roud.nn re

a. COUNTY a. STATE MiSSOUI‘i b. COUNTY /““"

b. CIOTY (If sutside corporate limits, give TOWNSHIP only) Inside Limits c. Cg‘( Ingide Limits
om  8tiLouis Yos [ No[] rom St. Louls YesX No[J
;gls-ll;l'?:gEOROF {lF NOT in hospital, give location) | Length of stay in 1b d. iBRDEREE.IS-S {If outside, give location) Reside on Farm

AE’ msitution. City Hospital X 319, 1504 South Broadwﬁ?" O Ne[]
3 NTAME OF DECEASED First Middie Lun 4. DATE Menth Yeor
{ int) QP
YPe orpHn HELEN FRANZ DEATH 10- 29 19 58
5. SEX 4. COLOR OR RACE| 7. 8. DATE OF BIRTH iy
maRRIED[ ] NEVER MARRIED[] 9. AGE (In yaars JFUNDER 1 YEAR] IF UNDER 24 HRS,
Female / White wooveo® = oworceo(]|” 9=27-1900 fest 58"'" Mereha [ Deys | Hewe | Hin.
10a. USUAL DCCUPATION (Give kind of work dons | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City end state or country) o 12. CITIZEN OF WHAT COUNTRY?
during most of working Life, sven if retired) INDUSTR,
Housewife Own Home l. Papry Co, Missourl U.S.A.

13a. FATHER'S NAME

William Haynes

13b. MOTHER'S MAIDEN NAME

Emma Kerkhoeven

14 NAME OF HUSBAND OR WIFE

Gustav (Dec)

15, WAS DECEASED EVER iN U. 5. ARMED FORCES?
{(Yau, ne,N?dnknqwn)[(ll you, glve wor or dates of service)

16. SOCIAL SECURIT
ety

Y NO.

17. INFORMANT

Address M&hlville
Lily H. Coe-Rt.# 11 Box # 701

Mo,

18. CAUSE OF DEATHJEnIer only one cause per for (g}, (b}, and (c).} INTERVAL BETWEEN
PART 1, DEATH WAS CAUSED BY: - DNSET AND DEATH
IMMEDIATE CAUSE (o) Okt A W :
Conditlans, if eny, DUE TO (b)
which gave riss 1o } N
above couvse {a),
stating the unders
g iylng coauss lagt. DUE TO (¢) ——
’E PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the termino! disease coadition given in PART | (o) 19. geaFAU PSY
E . Ifé “ I YES NO () /
% | 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW [NJURY OCCURRED. (Enter noture of injury in PART | or PART Il of item 18.}
uw
Y O O d
S( 20e. TIME OF  Hour  Month, Day, Your
-] INJURY  am.
| p.m.
20d. INJURY OCCURRED 20s. PLACE OF INJURY {e.g.. iner abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATE] NOT WHJLE O ' farm, .ctory, street, office bldg., etc.)
WORK P

21. | attended the d d from

her

and last saw o alive on

Death oceurred at

22 '
[]

m on the dote stated gbove; and to the best of my knowledgs, from the couses stated.

{Degree or rillo)(/

220, JGNATURE :

3

4

' 22b. ADDRESS

o C2acl

22¢. DATE SIGNED

o . 3. S

Fia. BURIAL, CREMATION, DATE
EMOVAL (Seaglfy)
Hemoval -31-1958

23c. NAME OF CEMETERY OR CREMATORY

Mt.Hope Cemetery

23. LOCATION (Ciry, town, or county)

{State)

St. Louis County, Mo.

24, FUNERAL DIRECTOR ADDRESS

McLAUGHLIN'S, 2301 Lafayette Av

25. DATE RECD. BY LOCAL REG.

P, 0&[3 150

YEGISTRAR'S SIGNATURE

Ll 4 Embal

i N

[

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 me, or by .» Student Embalmer No. .......coocvnineee

working under my personal supervision.

Student
Signature of Student Embalmer

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.




