All diseases in Part | must be causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

" AR 171959

egistration District No.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District Mo,

STATE FILE NUMBER |

regerof o 2244

'I. PLACE OF DEATH

2, USUAL RESIDENCE (Where deceased lived.

If institution: Resldencn bfforo

a. COUNTY a. STATE ot s Souri b. COUNTY a ‘“";:Wi
b. CgRY (If outside corparate limits, giva TOWNSHIP only) Inside Limits c. CgY Inside Limits
. R .
tom St. Louis Yes fir) No [] TOWN St. Louis Yesf) No
c. lr-:lng-Fl;l'?Al':‘%gF {If NOT in hespital, give location} | Length of stoy in 1b d. STREREETS-S {f outside, give location) Reside on Farm
A . . ADDI . -
4 hrhion Frazier Nur.Hume 7 mos L512 ", Pine Yes ] NoX]
3. ‘NTAME OF DE)CEASED First Middle Last 4. DATE Month Day Yaar
yPe or print “ . OF h
CAARIZ I”ARY ROTH oean  Feb. 28,1959
5. SEX 6. _CCiLOR OR RACE T.MRR]EDD NEVER maRRIED[E] [ 8. DATE OF BIRTH o AEE. i.i,:'z;:,; :\::ﬁ“ ;::AR IE::DER 2;:-}25.
Female "mite WIDOWED ) pivorcen[] Jan. 1.8 1985 ?l;, * v i |
100. USUAL OCCUPATION {Give kind of wark done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City ond state or country) 12. CITIZEN OF WHAT COUNTRY?
during moxt of working it ven if retired INDUSTRY . » - M
HOUgeworK " e none St. Louis County,lo. s
123a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBANKD OR WIFE
Jonn Roth Sovhia Schmieder None

15. WAS DECEASED EVER IN U, 5. ARMED FORCES?

(Yllid’ib or l.rnknqwn)' {If yos, Nmé’ dates of service)

14. SOCIAL SECURITY NO.

17.
pdith Denham-¢% st,

INFORMANT

Addres:Ki I‘kWOOd ’
Apnes home.

o

18. CAUSE OF DEATH (Enter only one cause per line for (o) (b), and,{c).} R
PART |. DEATH WAS CAUSED BY: M E . .
IMMEDIATE CAUSE (a) Vi ( 70,(_( Ein~ sl s

INTERVAL BETWEEN

ONSET AND DEATH
‘—

Conditions, if any, DUE TO (b)
which gave rize to }
above couse (a}, /é
tating th d
z ing "coves Tasr. J_DUE TO (0 AL
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 10 the terminal disease conditlon givén in PART 1 {a) 19. WAS AUTOPSY
h PERFORMED?
o Yes[] NO
2| 20e. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
w
v O O O
G| 20c. TIMEOF Hour Month, Day, Yeor
S INJURY  a.m.
'z p.m.
20d. INJURY DCCURRED e, PLACE OF INJURY {o.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D form, foctory, sireet, office bldg., etc.)
WORK AT WORK
21. | atrended the deceased from 02— A,M «.(:t:iﬁasl haw h il alive on ’I } [_ C‘ v

Doath ogcurred at

M on the date :ta?od above; and 10 the best of my knowledge, from the cuuaes stafed.

22a. SIGNAW &W‘M\

%%z«“.\n”

22b. wo:?ss V2 f.,‘)__/ca_j

QMTBSI GN%g

23a. BURIAL, CREMATION, | 23b. DATE 23¢. NAME OF CEMETERY OR REMATORY 23d. LOCATION (City, town, or county) {State)
REMOVAL (Sapcifr) |- !
Removal " |i'ar. 4,1959] St. Peters Cem, Kirkwood 22, 'lo,

24. FUNERAL DIRECTOR

ADDRESS

Pfitzinger iort-Kirkwood 22,

r
0

25 DATE RECD. 8Y LOCAL REG.

MR 5 '59

d Embelmer’s 5

an Reverss Side)

26. REGISTREz’S SlGH{TURE : t

AN

I |



STATEMENT BY LICENSED EMBALMER

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

.» Student Embalmer No. .....ccovvvvrenne.

Signature of Student Embalmer R TR % é
Licensed Embalué No. { .
P. O, Address.. J{% .......... 6’/‘

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.




