ill ba Tisted.

ms wi

Doctor, coroner, etc. must usa only standard nomenclature in item 18. No sympte

All diswases in Port | must be causally related.

Health,
b Welfare
Public

Service

. 300
1-57

5 0
557
;

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

FIVED FIAR 1953

Registration District No.

THE DIYISION OF HEALTH OF MISSQOUR|

STANDARD CERTIFICATE OF DEATH

Primary Registration Distriet Ne.

29010898

STATE FILE NUMBER

chil'rzﬁztzni_m_

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residsfice bafore
a. COUNTY a. STATE M{ssouri b. COUNTY ogsission)
b. CITY (If outside corporote limits, give TOWNSHIP only) Inside Limits c. clIJTRY “inside Limits
TOWN 5%, Louis Yes (X Ne (] town St. Louls Yos[3f No[]
c. FULL NAME 0F§£NOT]i‘wrgul,-givt.&?ﬂ)e LLengrh of stay in 1b d. STREET {If outside, give lacatian) Reside on Farm
HOSPITAL OR ADDRESS
I C_sTmovion Rock Hospitals, Ine, 313 hrs. 4135 Minnesote Ave. Yes [] No[J
3. NTA.ME OF I?ECEASED First Middle Last 4. DATE Month Day Year
(Type or print) Catheripe Angela Feltmann D&F:m March 14, 1gs5g
5. SEX 6. COLOR OR RACE| 7. MARRIED[ ] NEVER MARRIED[] 8. DATE OF BIRTH 9, AGE Sn'u:;; l:::‘r::‘ERlLYvElAR l:bl::DER 2;:?5.
Female Vhite wooweo[f] Loworcen[ ]| July 29, 1886 n¥ ] l

100, USUAL OCCUPATION {Give kind of work done

105, KIND OF BUSINESS OR

11. BIRTHPLACE (City and stote or country)

12, CITIZEN OF WHAT COUNTRY?

mo t of lifs, aven if ratired} INDUSTRY
"Housewite A% Hom Lively Grove, Illinois U,S. 4,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME " 14. NAME OF HUSBAND OR WIFE
Bernard Lake Don't Know Henry G, Feltmann (Dec'd)
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 146, SOCIAL SECURITY NO. 17. INFORMANT Address
(Yen, po, or unkngwn)] {If yes, give war or dotes of service}
 Co A M e 91-14-9858-D Fred A,/Veltmenn 3001 Keokuk St,

IMMEDIATE CAUSE (a)

18. CAUSE OF DEATH (Enter only one cou r lin aJNyb), and (¢).}
PART |. DEATH WAS CAUSED BY:

rosefores

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, if any,

#/&"D-L&‘-—Q-Q \

obove couse (o),

which gave rise to
stating the under-

DUE TO (1) ﬁ M@M

0.0

% lying couse lost. DUE TO (<)
= SIGNIFICANT CO 1GNS CONTRIBUTING TG DEATH but nor rpl rgjnal disease cogffitiondfTvdn in PART | 19. WAS AUTOPSY
3 \Lﬁi_,o - y PEREORMED?
& AU Ce~  Jen cee vy g redr ’ ves(X no[]
=1 200. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE ﬁow@unv OCCURRBD.™ (Enter naturs of injury in PART | or PERT Il of item 18.)
w
8 o o O
§ 20c. TIME OF Hour Month, Day, Year
a INJURY a.m.
] p-m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, foctory, streetr, oifice bldg., ete.)
WORK AT WORK o
21. | attended the deceased from ri--=- . March 14, ondlast nwﬁ’[uliu on March 14, 19859
Deat}fdecurred at - ;/5: 05 P.M. m on the date stuted above; and to the best of my knowledge, from the causes stoted.

WURE z MM 2‘(/‘9 'O

22b. ADDRESS

/753

A )

22: E SlGHr:-b ?

7
230. BURIAL, CREMATION, | 23 -DAIE

REMOVAL {Spacily)

23¢. NAME OF CEMETERY OR CREMATORY

SS,.Peter & Paul Cemetery

31/18/59

24. FUNERAL DIRECTOR ADDRESS

Gebken-Benz lLiortuary - 2842 Meramec Sti

- 23d. LOCATION {City, town, o county)

St, louis , Migsouri

{Srare).

MAR17 59

25- DATE RECD. BY LOCAL REG.

26- REGISTRAR'S SIGNATURE

Louis, Mo

{Licensad Embatmer’s Statsment on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

DY M, OF DY o oiiiiiiiiniietiarenrsnnstnssnesrsessnsssensansanssnsssasensssarrasunsnbessrsennnnn «» Student Embalmer No. ............c...e.n

working under my personal supervision.

Student ..o e e
Signature of Student Embalmer

P. O. Address
5t, Louis 18 Missour!
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,



