ralth,

Velfare

sblie

wvice

All diseases in Port | must be causolly related.

USE ONLY BLACK INK OR RIBEON TYPEWRITE IF POSSIBLE

&qinrotion Districy No.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.

e

39-003204

"STATE FILE NUMBER

Registra

3.

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceased lived. |f instiglphon: idence before
a. COUNTY a. STATE b. COUNTY admission) .
Mo, )
b. CITY (If outside corporate limits, give TOWNSHIP only) | Inside Limits .. CITY L,[fja Ingide Wmits
o St. Loui Yos (3 o (] on Y3 Ne [
TOWN « Louis Tow _Sappington

c. 'I:gls_é_”b_l‘:ﬁ\EogF {If ROT in hospital, give location) | Length of stay in 1b d. STRDERE;S (If outside, give location) Reside on Farm
ADI
INSTITUTION City Hospital R 2211 Denny Rd. Yes [] No[]
3. MAME OF DECEASED First Middle . Last - 4, DATE Month Doy Year
{Type or print) oF
August J. Lehnig oeati Jan. 18,1959
5. SEX 6. COLOR OR RACE| 7. MARRIEDENEVER MARRIEDD 8. DATE OF BIRTH g, Al(;g Si,.':;,,; z:‘::}gﬁq ;::AR I::BL::DER z:ﬂ:n&
Male White mooweo[]  oworceo(]| Sept, 23,1608 ] &Y™ [
106, USUAL OCCUPATION {Give kind of work done | 106, KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 7[_ 12. CITIZEN OF WHAT COUNTRY?
uring megt of working life, aven if retired) INDUSTRY
pholsterer gelf-Employed| Kanth ,Germany U.S.A.

130. FATHER'S NAME

August Loehnig

13b. MOTHER'S MAIDEN NAME

Unknown

14. NAME OF HUSBAND OR WIFE

Mary Lehnig

15. WAS DECEASED EVER IN U, S5, ARMED FORCES?
{Ye x4 unlmqwn)l(lf yo3, give war or dotes of service}
K¢

16. SOCIAL SECURITY NO.

17. INFORMANT

,89-05-061

> Mary Lehnig 2211 Denny Rd.

Address

Sappingt
Moa

on,

PART L

Condlitions, if any,
which gave rize 10
above couse (a),
stoting the under-
lying couse lost.

i

18. CAUSE OF DEATH (Enter only one cause perJine
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

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

/ Khessorndage

INTERVAL BETWEEN
ONSET AND DEATH

DUE TO (b}

DUE TO (c)

/

PART il OTHER SIGNIFICANT CON

O

20a. ACCI?T SUICIDE  HOMICIDE

O

20c. TIME OF . Hour
INJURY o

MEDICAL CERTIFICATION

Manth, Day, Year

/S 59

i

/

rd

h e 19. WAS AUFOPSY
PERFQRMED?
M . YES[W NO[]

REGF (Ent, ipi i }

Fa7ami)

7 /9.5'7.

jd. INJURY OCCURRED

Y 20-"::|_A_C‘E OF IN. (c;?.. inor ubouthp,me, 208 CITY, , OR ATION . v TY STATE
WHILE AT— NOT WHILE gﬁ tor office biflg., etc.
work  LJ atwork OJ | J€ Va) I A &xeccco (d
M 7
21. | attended the deceased from ,#/ and iast sow i;‘;‘ alive on
_—dizgth occurred ot /@ ? m on the date stated above; and to the best of my knowlgdge, from the causes stoted.

l 72o. SSGNATHRE

o 2recd

7 (Degrgle or titl

Aty

22b. ADDBESS

Clasl

Z2¢. DATE SIGNED

23a. BURIAL, CREMATION,
REMOYAL (Specify)

226 hES
| L/22/59

Z3c. NAME OF CEMETERY OR CREMATORY

ial Park

24 FUNERAL DIRECTOR

Schumacher's

Sunset Bu
ADDRESS

3013 Meramec St.

23d. LOCATION (City, town, or county} .

St

25. DATE RECD. BY LOCAL REG.

JAN 19°59

26. [}

d Embal.

{Li

] on Reverss Sida)




/: %‘:4? ‘{\:i °

o
.

PR - - - Ve v - - . EEE } —_— -

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalme
Y M, OF BY i e et e ettt b et rasaaeran .» Student Embalmer No. .......c.evvuennns

working under my personal supervision.

Student oo e
Signature of Student Embalmer

Licensed Embalmer [o. 47 .......
P. O. Address., 7/ A Xl trk?

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failur
to comply with the above constitutes grounds for revocation of license).

If embalmed.by a STUDENT he also shall sign in his OWN handwriting. ' r
*If this bod§ is not embalmed fact should be so stated above,

o




