THE DIVISION OF HEALTH OF MISSOURI

28-0452693

{ealih,
Weifare STANDARD CERTIHCAT! OF DEATH STATE FILE NUMBER
Public
arvice Rggistrnt_ion District No. VL= Primory Registration Distriet No. ,__i_e_ s_g________ Reiisrrur's NO-._d..Z.JW-
- L™ 4
. o I ‘Lw.égtr@pDﬁﬁ [pereisd 2. USUAL RESIDENCE (Where deceasad lived. If institution: Resldonce bafore
o, UNTY . STATE . + b. COUNT admisaion
%0 St, Charles - Missouri * ™ gt, Louis
~-57 k. CITY (I ourside corporate limits, give TOWNSHIP only) Inside Limits c. CgY Inside Linfts
7 4: O 4
ome  St. Charles You (] No [] town  Hazelwood © | Yes) o]
. Eg]s-;.'_?AAliﬂE OF {If NOT in hospital, give location) | Length of stay in 1b d. STRERE'gS {If outside, give location) Reside on Farm
ADDRE
T UTIONS T, o Joseph Hosp. | 4 Days 412 Fee Fee Hills Dr¥s:0l ne[H
. NAME OF DECEASED First Middle Lost 4. DATE Month Day Year
{Type or print) . QP
Nellie G, Kaiser CEATH Dec, 23, 1958
5. SEX 4. COLOR OR RACE| 7. MARRIED EVER MARRIED[ ] 8. DATE OF BIRTH 9. AGE (In yeors | FUNDER 1 YEAR[ IF UNDER 24 HRS.
irthda antha ays Heurs in.
| Female White _ylnqwsg%‘) oivorcen[”] May 31 y 1871 g'f" thday) | Montha | Day ° l M

All diseases in Port | must be causally related.

W

4

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

10a.

USUAL DCCUPATION (Give kind of work dene

Kﬁ\g rn;t of wurklng lite, sven if retired)

(0]

10b. KIND OF BUSINESS OR
INDUSTRY

11. BIRTHPLACE (City and stote or tountry)

12. CITIZEN QF WHAT COUNTRY?

Mo, °1 1U,S.4A,

130. FATHER'S NAME

Michael Malony

sewife Springfield
13b. MOTHER'S MAIDEN NAME =

Ellen Mulqueene

4. NAME OF HUSBAND OR WIFE

Jacob C, Kaiser

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
{Yas, nyrg unknqwn)l {If yam ygive wor or dates of zervice)
N& No

17. INFORMANT

16. SOCIAL SECURITY NO.
Unknown

Address

Jacob C, Kaiser 412 Fee Fee Hills Dr,

PART I.

18. CAUSE OF DEATH {Enter only ane cause per line for {c), (b}, ond (g).}
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE ()

INTERVAL BETWEEN
ONSET, DEATH
= /o)

Canditions, If sny, DUE TO (b} 4

which gave rise to '

gbove couse (g},

stating the under- / é L M L‘-)
lying cause last. _PUE TQ (CL .

BUTING TO DEATH but not rglated 1o the terminal dissare condition given in PART | {a)

19. WAS AUTOPSY

PART Il. OTHER SIGNIFICANT CONDLTIONS CON Ei
Q E .

200. ACCIDENT SUICIDE  HQMICIDE

B O

2c. TIME OF ,Hour
INJURY

MEDICAL CERTIFICATION

WHILE AT
WORK

204, INJURY OCRRED

{“\:\)‘HILE

PERFORMED?
o Fo 40 YES[ ] NO [
20b DESCRIBE HOW INJURY OCCURRED. (Enter nafike of injury inl(FART | or PART Il of item 18.)
O
Fele o _

Month, Day, Year

Bac 14 141

2e. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

’ farm, fny'or:, street, oftice bidg., etc.)

N4

Sloos & o

Death occurred ul’

21. | ottended the deceased from __Mm , 0 Mund last ol :::‘ alive on_&o > 5‘0 Z

m on tha date stated above; ond to the best of my knowledge, from the couses stated.

2e. SI%RE

é’: D itle!
( Gﬂfnnw g

@'7//’j%=* 4 IhE M|n= AR

23a. BURIAL, CREMATION,
REMOVAL {Specify)

Buriatl

23b. DATE

12)26)58'

23¢. NAME OF CEMETERY OR CREMATORY

Calvary Cemetery

234. LOCATION {Clty, town, or county)

St.,Louis

{State

Mo,

24. FUNERAL DIRECTOR

Collier Mbrtuary, St. Ann, Mo.

ADDRESS

25, YVDATE RECD, BY LOCAL REG.

23 - 5P|

(Lle-ﬂ-d Embalfiec’s Slul-mm on Reverss Stde)

26.

GISTRAR'S SIGNATURE



.- .
. 4 - . - -
v . . " . YR

STATEMENT BY LICENSED EMBALMER

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

DY ME, OF DY ererrie e iciernemriniisrren e s si s rarmaeae i srreaas s e o s e , Student Embalmer No. .......cccoovrvenee

working under my personal supervision.

SEUGEML «eeevnrrririeeersirerreeraesaariraneseeessnsnsnnsarsss Signed M‘» ......
-

Signature of Student Embalmer

P. O. Address .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRIT]NG (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. - .




