ealth,
Welfare
ublic

.l"‘let

THE DIYISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.

29-00'7092

STATE FILE NUMBE
Registrar' ﬁv .__1_606

IHLED MAR 2 195&lsfruhon District No.

. 1. PLACE OF DEATH 2. USUAL RESI CE (Where deceased lived. [f instirution: Rnsldence/before
300 a. COUNTY STATE * b. COUNTY admi sgion)
1-57 - ——— — o
b. CITY (If outside carperate limits, give TOWNSHIP onty) Inside Limirs c. CITY s Ingide Limits
‘ OR . oo St, Louis
o I owSt. Louls Yes 5 Mo [] TOWN * Yespd No[]
/ . FULL MAME OF {If NOT in hospital, give location} | Length of stay in 1b d. SLRE!E;-S 2 10 C(lf usi glve |icailon) Reside on Form
" . HOSPITAL OR . ADDRE
v I ¢  strution Chronic Hosp. nmo. 9 1 Yes [] Mo
3 NTAME OF DE;:EASED First Middle Last 4. DATE Month Day Year
pe o int OF
(Trpeorer Anna Finck ok 2=14-59
5. SEX ’ 6. COLOR OR RACE LMARR!EDDNEVER MARRIEDEE B B. DATE OF BIRTH 9. AGE {in yeors IF UNDER | YEAR! IF UNDER 24 HRS.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All disoases in Port | must be cou.w“y related,

Female

white winowen[] pivorcec[]

5-24-81

I? ?vhdey) Months

Days Hours ] Min.

10a. USUAL CCCUPATION (Give kind of work done | 10b. KiIND OF BUSINESS OR

durin st of working life, even if ratired) DUSTRY
DUSE WeRI AT wom €&

11. BIRTHPLACE {City ond state or country)

Mo,

12. CITIZEN OF WHAT COUNTRY?

¢ ”,_

S-A

13a. FATHER S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Hans ﬁ/ic . of Sophia -
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY HO.| 17. INFORMANT Address
(Yes, r unknawn}| (If yes, give wor or dotes of service) -
No NoNE ELIZABETH HASTEY PSE/ FIRK LANE
18. CAUSE OF DEATH (Enter only one cause pey line for (a), (b), ond (c}.) INTERVAL BETWEEN
PART L. DEATH WAS CALUSED BY: . . ONSET AND DRATH
IMMEDIATE CAUSE {a) = _...—-—24 .
Condltions, if any, DUE TO (b} d ————O
which gave rize to
above couse ({a}, .
stating ths undar- } é
g lying couse lagt. DUE TO (C) 2‘ = c————
= PART Il. OTHER SIGNIFICANT C 10NS CONTRIBUTING ATH but not related 1o the tarminal disease condition given in PART | {a) 19. WAS AUTOPSY
& PERFORMED?
& : YES[ ] NO[BG
£1{ 200. ACCIDENT SWICIDE HOMICIDE 205, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
8 O o O
S 20c. TIMEOF Hour Month, Day, Year
a INJURY a.m.
X p.m.
20d. INJURY OCCURRED 2e. PLACE OF INJURY {e.g., inor abouthome,| 20f. TITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0O farm, factary, street, office bldg., eic.)
WORK AT WORK .
21. | attended the deceased from 8-111-"58 1o 2=14-59 and lost saw E‘" aliveon _ &=L 4p=2"7
Deoth occurred at 10 M 55 a.,m, m on the date stated above; and to the beost of my knowledge, from the causes stoted.
220, SIGNATURE Degree or title) o 22b. ADDRESS 22¢. DATE SIGNED
(Zar D . \IZEOD 2L /5P
¢ BURIAL, CREMATION, ] 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {Ciry, town, or county) {Stare)
OV AL (Specify)
TupRrAL\FEBIT [ 959 NEW ST _MARC U 5 2T Lovls A
4. AL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

< o

FEB 16 '53

Ed Zt i

{Licensed Embalmer's S1aiement on Reverse Side)

7§73,




STATEMENT BY LICENSED EMBALMER

I hereby certify that-the-body-whose_name is recorded on the reverse side of this certificate was embalmed

- —

Student Embalmer No..........ooeeneeee

By Me, O BY ittt aar et r i saan ")

working under my personal supervision.

Student .o et Signed ... o T

Signature of Student Embalmer ; {34 ,;3
. L.icénsed Embalmer No..> 4

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,

Jva .
[




