Health,

. Wealfare
Public
Service

1)
stratien District No. e

THE DIVISION OF HEALTH OF MISSOUR|

STANDARD CERTIFICATE OF DEATH

8 -Primary Registration Dlsm:l Mo. 1003

58-041615

STATE FILE NUMBER

ey 1
T

£ 1

1. PLACE OF BEATH 2. USUAL RESIDEMCE (Where deceased lived. |i institution: Residence beforg”
300 o. COUNIY o. STATE MO b.. COUNTY admission)
-
1-57 b. CgRY {lt outside corporate limits, give TOWNSHIP only) Inside Limits <. C(I'_;rRY fnside Ldfmits .=
TowN  St. Louis Yes L] No[] toon  St, Louis Yes[J Ne[]
c. Eglgé_i{_ﬂ:rEogF (if NOT in hospital, give tocation} | Length of stay in 1b STREET (I outside, give location) Reside on Farm
: 3 ADDRESS
3F ehtvion City Hospital D.O.A. ~o??n 2759 Tamm Ave. Yes [[] Na[]
3. NAME OF DECEASED First Middle Last 4. DATE Month Doy Yeoor
{Type or print) o
ADA MAE GODI oeath Oct. 27 1958
5. SEX 4. COLOR OR RACE ?'MARRIED@NEVER maRRIED] 8. DATE OF BIRTH 9, A'GE (|.|J';¢,; :U?::ER;YEAR l: LNDER Z:NHRS.
» - ay, onths ays laurs i,
Female ,| White woowen(] , ovorceo[]| May 8, 1913 21.‘5 | l

100, USUAL OCCUP A‘TION {Give kind of work dons
Hnn mos! eof worknltlifo, wvan if retired)

Wk K

IND OF BUSINESS OR

At Home

11. BIRTHPLACE (City ond state or country)

St. Louis, Mo.

a

12. CITIZEN OF WHAT COUNTRY?

U,

S.A.

130. FATHER"S NAME

13b, MOTHER'S MAIDEN NAME

l 14. NAME OF HUSBAND OR WIFE

Herman Kuhnert Kate Caffrey Thomas A. Godi
1:. WAS DECEASED EYER IN U. 5. ARMED FORCES?' 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
o o] e SR o e Thomas A. Godi 2759 Tamm Ave.

18. CAUSE OF DEATH (Enter only one cause per lin,
DEATH WAS CAUSED BY

IMMEDIATE CAUSE (a)

PART 1.

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

/\

(D S oy

-

INTERVAL BETWEEN
ONSET AND DEATH

Conditians, if any, DUE TO (b)

which gove rise to

abo N

e i } YA 0./

tying cauvse last, DUE TO (c) /

PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO CEATH but not related to the terminal disease conditlon ghven in PART I (o}

19 WAS AUTOPSY

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

PERFORMED? l
YES[] NO
20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
| O ]
20¢c. TIME OF  Hour Month, Day, Year
INJURY  o.m. 2
p.m,
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0O farm, .ctory, street, office bldg., ]
WORK AT WORK
2|.' | attended the decaassd from and last sow :'; alive on i

Death occurred at

? m on the date stated above; and 1o the bast of my knowfedge, from the couses stated.

All diseases in Part | must be causally related.

e
229, AGNATURE

230. BURIAL, CREMATION,

22b. ADDRESS

r3oa

Claid

22¢. DATE SIGNED

VO 29 ST

ﬁEMOVAL %_i'ﬂ

zz@rs
Oct.3l,

23c. NAME OF CEMETERY QR CREMATORY

958 Laurel Hill Gardens

234. LOCATION (City, town, or county)

St. Louis Co.

(Srate)

Mo.

.

FUNERAL DIRECTOR

ADDRESS

Kriegshauser 4228 S.Kingshighway

25. DATE RECD. BY LOCAL REG.

06T 2 9'58

{Licensed Embolmer's Statemant on Reverse Side)

fBort Jppied s



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, OF BY i et e e e an s e s s re e ., Student Embalmer No. ..........occeneees

working under my personal supervision.

SEUARNE ovemrreerresseeeeeeeeeeeeeesesses e ssereeeeseas oo Signed mﬁ ) M

Signature of Student Embalmer ‘
Licensed Embalmer No,?znﬁﬁ/

P. O. Add:ess.ﬁéaa% S ot

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITIN ﬁFai ure
to comply, with the above constitutes grounds for revocation of license). - .-

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

If this body is not embaimed, fact should be so stated above, | A 7 .




