el THE DIVISION OF HEALTH OF MISSOURI 59_003 23
elere STANDARD CERTIFICATE OF DEATH STATEFiLE NUMBSR) ---- '
Public
parvice

isteation Qistrict No. oo oo Primary Registration OistrictNoo ___ Registmfao.___ .

1. PLACE OF D 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
300 a. COUNTY a. STATE MISSOURI b. COUNTY od/nwuwn)
~57 b. CITY (If ourside corporate limits, give TOWNSHIP only) | Inside Limits . CITY Inside Limits
E,’:‘; OR Yes [INOD Or ST.LOUIS Yas@ No
TomSte. Louig TOWN
c. FULL NAME QF (If NOT in hospitol, give location) | Length of stay in 1b d. STREET If outside, give location) Reside on Form
3/ HOSPITAL OR 1 -283;ADDRESS 2624 PaTk £ve . Yes [ No[J
3. NAME OF DECEASED First Middle Lasl 4. DATE Month Day Year
(Type or print)
Lillian Sondag DE”” Jan 26 1959
5. SEX 6. COLOR OR RACE| 7. y 8. DATE OF BIRTH . n years IF UNDER 1 YEAR] IF UNDER 24 HRS.
MarrIED PO NEVER MARRIED[] 9682 (In yoa .
Female ( w‘t.li te \'IIDOVIED[:, f D[VORCEDD 2_17_ 1892 st birthday) [ Months [ Days Hours l Min.
10a. USUAL OCCUPATION {Giva kind of wark dene | 10B. KIND OF BUSINESS OR 11. BIRTHPLACE (Ciry and state or country) o 12. CITIZEN OF WHAT COUNTRY?
rnn nf wor life, aven if retired INDLSTRY
wsewite Own Home St.Louis, Mo. U.S.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAKD OR WIFE
George Lay Virginia Emmon | Joe Sondag
s 15, WAS DECEASED EVER IN U, §. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address N
Yus, np or unknawn)| (I yes, give war or datas of service N
“ o Ry e @ etveied | 491.01-7697  Joe Sondag, 2624% Park Ave.

18. CAUSE QF DEATH (Enter only one cause per line for {a), {b), ond {c).} ~ | INTERVAL BETWEEN
PART |. DEATH wAS CAUSED BY: l ’ n ONSET ANDJDEATH
IMMEDIATE CAUSE (a)

Conditions, if any, DUE TO {b)

which gave rise to

hove Sawe (o) A )(

Irlnn £Ous. a;: DUE TO {c})

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

21. | attended the deceasad from 12/18/58 . to u Zét 59 and lost uw L alive on I Zzéfsa
Death occunod at 6 qﬂ P m on 1h¢ date stated above; ond to the bul af my knowledge, from the causes stated.
X2o. SIG l 5 q {Dograe or fitle) ‘W D 22b. ADDRESS . DATE SIGRED
< é Z"’f’ it 1/25/5
State)

23a. BURMEMAT!DN 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Ciry, town, or county)

Kemoval” | 1-20-1959 Memorial Fark Ceme. St.Louls County’ Mo.
24. FUNERAL DIRECTOR ADDRESS 25 DATE RECD. BY LOCAL REG. | 26 %M}HR /M p
McLAUGHLTI'S, 2301 Lafayette Ave. I 28 59 ALE T,

-2y

z
=

4 E TAl. OTHER SIGNIEICANT CONDITIONS CONTRIBLTING TO DEATH but not related 1o the termingl disease condition giv ART | (a) 19. WAS AUTOPSY 2
: «f /\.uA_a.Q ctu.we ? PERFORMED? «*-
» i YES[] NOSR
= £ 20e. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURREU {Enter noture of injury in PART I or MET 11 of item 18.)

= w
T & o 8 @
|-
P8 S| 20c. TIMEOF How Month, Doy, Year
P8 g INJURY  a.m.
, - X p.m.
P 20d. INJURY OCCURRED 2e. PLACE OF INJURY (e.g., in or abouthome, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
T WHILE AT NOT WHILE 0 farm, wctory, street, office bldg., otc.)
] WORK AT WORK
i
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{Licensed Embalmer’s Statement en Reversa Side} - : - O é{_.




STATEMENT BY LICENSED EMBALMER

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

by M, OF DY e et e s , Student Embalmer No. ................00t

working under my personal supervision.

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.




