THE DIVISION OF HEALTH OF MISSOURI

59-010784

ealth, -
Welfare STA“DARD CER""(AT! OF D!ATH q !
ublic 2 §
ervice Qisrrulion District NO. oo e v e PHIMArY Ragistruiiﬂn Di!"iCEN_& .. Registra o. | 933
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
00 a COUNIY a. STATE Hj.ssouri b. COUNTY admi gsion)
=57 b. cgv (If outside corporata limits, give TOWNSHIP only} | Inside Limits . cgv Fside Limits
, TouN Sts Louis Yes [of to [] 1oy Ste Louis Yos[X] No[]
]
3 }/ c. FBL*!; NAM%OF (If NOT in hospital, give location} | Length of stay in 1b d. STREET (if outside, give location) Reside on Farm
HOSPITAL OR ADDRESS
O G instiTution Deaconess Hospe 2 Weeks 6630 Garner Ave. Yes [ No )
I |
'r 3. NAME OF DECEASED First Middle Lost 4. DATE Month Day Yeor
{Type or print} OF
| MATHIAS Ce CADENBACH pEaTH 3=21=1959
5. SEX 6. COLOR OR RACE| 7. DEA 0 8. DATE CF BIRTH 9. AGE {In years $F UNDER 1 YEAR] IF UNDER 24 HRS.
o MARRIE EVER MARRIED birthd Horth 5 Toor Mim,
M W WIDOWEDD DlVORCEDD 9-34897 6163" rthdoy) | Months l oys curs I n
105 USUAL OCCUPATION (Givy kind of work dane [ 105, KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12, CITIZEN OF WHAT COUNTRY?
uitng most of warklng [ifw, svan if retired) | RY
Ware St. Louis, Mo ¢ USA

WLy MV, Tihks HIVF OO VTN 3 VW TITTRaiTeraron o wlowom o T SEipromrs Wi T der st el o

All diseases in Paort | must be cousally related.

132. FATHER'S NAME

Charles Cadenbach

13k. MOTHER'S MAIDEN NAME

Elizabeth Homm

I 14. NAME OF HUSBAND OR WIFE

| Audrey Harrison Cadembach

15.

(in no, or unknown)

WAS DECEASED EYER IN U. 5. ARMED FORCES?

{If yes, give wor or dates of sarvica)

14,

493=01~9062

SOCIAL SECURITY NO.| 17. INFORMANT

Audrey Cadenbach,

Address
above

18. CAUSE OF DEATH {Enter only ona cause per lins for (a), (b), and (c).)

PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a}

Broncho Fneumnnia (Anatomical diagnosis)

INTERVAL BETWEEN
ONSET AND DEATH

5 Hours

Conditions, if any,

samszexgy _Auricular tachycardia.. Paralytic ileus .

which gave rise to
above cause (a),
stating the under-

Operation:
Cholecystectomy for cholelithiasis,

Y4,

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE iF POSSIBLE

13a.

BURIAL, CREMAT
REMOVAL (ioclf

Resurrection Cemetery

lylng couse iast. DTETON ()
PART Il. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dissass cendition given in PART | {o) 19. WAS AUTOPSY
o RMED?
. Darws IyEs NO []
200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QOCCHRRED. (Emaf nature of injury in PART | or PART Il of item 18.)
O . & None
2c. TIME OF Hour  Month, Day, Year
INJURY  a.m. ——
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 farm, ctory, strest, office bldg., etc.)
WORK AT WORK () - - —
21, | attended the decoased from _1953 o Mar,21,1959 end last sawtoet alivaon __3~21=59
Death occurred ot 3 jb p. m on the dote stated above; and to the best of my knowledge, from the causes stated.
220, SIGNATURE (Degree or titls) 22b. ADDRESS 19 E, Lockwood Ave. R 22c. QATE SIGMED
p
% d W 9 MD [Webster Groves 19, Mo. 3-23-59
235 DATE | 23c. NAME OF CEMETERY OR CREMATORY 234. LOCATION (City, town, or county} {Stata}

LOUiS’ MO.

24.

32459
FUNERAL DIRECTOR ADDRESS

JAY B, SMITH, Maplewood, Mo.

25. DAE;ﬁC&?{ I,w. REG.

{Licensed Embolmer’s Statement an Reverse Side)

Ste
26. REGI R'S SIANATU
%EJM i ﬁ pc




STATEMENT BY LICENSED EMBALMER

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

By me, OF BY oottt e e e , Student Embalmer No. .......oooieieiee

working under my personal supervision.

Signature of Student~Embralmer -

. : P. O. Address

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.




