Healh, THE DIVISION OF HEALTH OF MISSOURI 59—-015990

Walfare STAN DARD CER'"FICATE OF DEATH STATE FIL MB
s:::::. LED APR 2 7 1gsa£gis:ru|ior{ District No. Primary Re_g_isrmtion Dislriﬂ:- uuuuuuuuuuuuuuuuuuuuuuu Reg_imorfg':._g:z_g.gg_--
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence bef, Iu.
%0 a COUNTY o STATE Migsourl & COWNTY S, IUt1d)
1-57 b. CITY {If outside carporate limits, give TOWNSHIP only) | Inside Limits c CITY Insida Limits
/0 ok, 8t. Louis Yes X e [ rom Florissant L/ﬂf/ Yes ] No [
S c. Eng.Fl’_r?AAII:\%gF (1§ NOT in hospital, give location) | Length of stay in 1b d. iE%%EE'gs {If outside, give location} Reside on Form
a [OSEITALOR De Paul Hospital 1 Day 785 Pimlico Drive| ved n[J
5 [ 3. MAME OF DECEASED First Middle Last 4. DATE Month Day Year
e (Type o print) Elizabeth Wittner oeAtH M4 1 1959
5. SEX . 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (In years JF UNDER 1 YEAR| IF UNDER 24 HRS.
| Female ' Whibe ::;RJEE%N?EZ&?:;:EE Oct. 1, 1880 g i) Months] Boys | Howrs ] Win.
2 100, USUAL OCCUPATION (Give kind of work dene | 10b. KIND OF BUSINESS OR ~ V1. BIRTHPLACE {City and state or country} 12. CITIZEN OF WHAT COUNTRY?
I Htragg%;@fﬂég life, sven if ratired} Hal&UéTRY YugoBlavla é U . s . A .
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND DR WIFE
- Egger - Anton T. Wittner
1S, WAS DECEASED EVER IN U. §. ARMED FORCES? 16, SOCIAL SECURITY NO.[ 17. INFORMANT Addross
(Yﬁoo, or utknewn)| (If yes, give wor or dates of servics) None Mr . AIVj. n J . W'i t tner , ?85 Pimllc o DI‘ .

18. CAUSE OF DEATH (Enter only one cause per line for (o}, (b), and (c}.) INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: W . ONSET ANMD DEATH
IMMEDIATE CAUSE {a} vl } .

Conditiens, if any, DUE TO (b} W ﬁ/é M)NM

which gave rlse to

ST Balige] aitiiecdosies 53 |

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

ra y.3 4’ y. n‘ 2 / /'_
21. 1 ottended the deceased from ﬂm&_ﬂg and last ot Elivaen /1 /5 T
ll?auth occurred ot : A m on the dife stated above; ond to the best of my knowlrdo{, fmm;ﬁe cnus71 stated.
270/ SIGNATURE (Degree ortitle) 22b. ADDRESS R : , 22c. DATE SIGNED
%JQ%% e hD. o o1 - Franecw Biaidstye /s
23d BURIAL, CREMATION, | 23b. DATE 7 Z3e. NAME OF CEMETERY OR CHEMATORY 23d. LOCATION (City, town, or county) 7 A {Srasd) [

FEEL ™ | 4/4/59 Celvary Cemetery St. Louig Mo.

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. %GHT R'S Sl ATUR

Drehmann-Harral, 1905 Union Blvd. APR 2 59 ﬂﬂ‘f' JM .M D
Ty

Locror, coroner, efc., must use cnly siandard nomenciarure in 1wem 4. No symploms will be

z
_g g PART Il,_OTHER §IGNIFICANT CONDITIONS COHTRIBUTIN&O DEATH but not r-lnl:ﬂ 1o II;- terminal disease condition given in PART lTU) 19. géz;\ggﬁgg;
b Is)
A1 %ﬁ@m dnd Walypalhed s ves[] no o
- = | 20a. ACCIDENT SUlClgﬁ HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {(Enter nature of injury in PART | or PART Il of item 18.)
= w
2 o O a O
3 3
v vl 2c, TIMEOF How Month, Day, Year
.8 "8 INJURY a.m-.
.":,; X p.m.
E 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY : STATE
T WHILE ATD NOT WHILE D farm, factory, street, office bldg., e1c.)
B WORK AT WORK
£
L
e
g
3
«

{Licenyed Embalmer's Stctement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

o€

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

by M, OF BY evvvvreeeiinreveeieeereeeeeeanaennns PO . Student Embalmer No. ......ovvosoennns

working under my personal supervision.

SEUdENt «oeeevnniiiniiiiii e e e Signed .. (/g 72401 ... Q ﬁmﬁﬁ

Signature of Student Embalmer
Licensed Embalmer Noij_/c

P. O, Address.....cocovvevvenieninvncininennens

T ot - Note: The above MUST'BE SIGNED BY THE LICENSED EMBALMER is his OWN HANDWRIT[NG (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.
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