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THE DIVISION OF HEALTH OF MISSOUR)

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.

_.99-019161.___

STATE FILE NUMBER

. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence béfore
= ~ar COUNTY - - o. STATE HISBOU.I‘I b. COUNTY admi s
b. CE]TRY [If outsida corporate limits, give TOWNSHIP only) Inside Limits c. CIOTRY Insidh Limits
Town 8% ,Louis Yes 1 No [ toen 8%, Louis Youk] No[]
c. ﬁgls-}s’-ITNAliA%ng (If NOT in hospital, give lacation) | Length of stay in 1b d. iTI-)%IIE?EEES {If outside, give location) Reside on Farm
A
/__ mstiiution 21238 Ann Av 5“' yrs 2 123& Ann Av. Yes [ neX)
3 NAWE OF DECEASED First Widdle Last 4 DATE  Month Day  Year
ype or print
Walter J, Frits a5 F  SZ
5. SEX 6. COLOR OR RACE] 7. 8. DATE OF BIRTH X n | F UNDER 1 YEAR] IF UNDER 24 HRS.
uaRRIED LI NEVER wakeicolf 9. AGE (1nyows HEUNDER | YEAR IF UNDER 2
male o | white o wooweo[]  oivorceo[]|Fab, 5,1888 71 | |
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state ar country) [ 12. CITIZEN OF WHAT COUNTRY?
dur t of working lifa, if ratired) T,
HEEER e e | i Fed 8t. Louia Mo, USA
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Jacob Frite Barbara Rieth none
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY No.| 17. INFORMANT addess 8%, Loule (9)“0
(Ync ar unknqwn)] (If yes, givi wor or dates of sarvice) 9-01-0219 walter th 5“15 Hampton ch .»

18. CAUSE OF DEATH {(Enter only one couse
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

g for {a}, (b), ang (c}.}

Mccc prr Aoy

INTERVAL BETWEEN
ONSET AND DEATH

d

Death occurred ot

Conditions, if any, DUE TO (b}
which gove rise te L
abov {ah 5
i e i } 2/K y
g lying cause laost. DUE TO {c}
= PART Il. OTHER $IGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but no# related to the turmingl disscse condition given in PART | {a} 19. WAS AUTOPSY
= PERFORMED?/ L,
e YES[ ] "NO
=1 20. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART Il of item 18.)
w
o O O O
3§ 20c. TIME OF Howr Menth, Day, Year
5 INJURY a.m.
x p.m.
20d. INJURY OCCURRED We. PLACE QF INJURY (%.9., inar abouthome, | 20f. CITY, TOWN, QR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, street, office bldg., et
WORK AT WORK
21. | attended the deceased from o’ /L . IUZ and last sow :::‘ alive on

7 —?a /' m on the daote stoted above; and to the best of my knowledpe, From the cavses stated.

7T

™

22b. ADDRES:

[ 200

/s

5/0/57

230. BURIAL, CREHAﬁN, 23b. DATE
)

REMOVAL ac

23c. NAME OF CEMETERY OR CREMATORY

Mt, Olive Cemetery

23d. LOCATION (Ciry, 10wn, or county)

Lemay £5) Mo.

7 (steffe)

5-12-59
24. FUNERAL DIRECTOR
Fendler Und. Co,

ADDRESS

2420

Michigan| MAY. 1169

25. DATE RECD. BY LOCAL REG.

Vol Suidd . 0.

(Licensed Embalmer's Statement an Reverse Side)
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|
1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
BY M@, OF DY errreiiiitieieiee e eee et e anr e e ee e b s sania s nerabban .» Student Embalmer No. ..................

working under my personal supervision.

A

Student ..oeei
Signature of Student Embalmer

Licensed Embalmer No.

P. 0. Address/7 ‘,—/f’»ﬁ 77{(0

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes g;rounds for. revocation of lxcense) e -
It embalmed by,a STUDENT, he ‘al2d shall sign’ ‘in his OWN-handwriting. =" =+~ 2
If tl'us body is not embalmed, fact should be so stated above
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