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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be causally related.

bigLallé 4781308

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

_59-019662

STATE FILE NUMBER

!'1

S119963 Rggisrrf:tioq District No.

Primary Rnaislra'lion Ofstrict Now oo Regisirut'ai.wszoz_....
—

1.
300

PLACE OF DEATH
a. COUNTY

STATE

a.

2. USUAL RESIDENCE (Where deceosed lived. If institution: Residenc%ro
b. COUNTY admi ssi

ILLINQIS

b. CITY {If cutside corporate limits, give TOWNSHIP ¢nly} Inside Limits . CITY . Inside Limits
rom ST+ LOUIS, Yes (X Mo (] tom  COLLINSVILLE Yos (X Mo (]
c. Fnglﬂ NAM%OF (If NOT in hospital, give location) | Length of stay in 1b d. STREEES 6 (It Dufsidenﬁiva location) Reside on Farm
HOSPITAL ADDRE
o INSTITUTIONQAH . 915 NO. GRAND AVE., 14 DAYS 110 Yes[] No
3. NAME OF DE;:EASED First Middle Last 4. DATE Month Day Yeor
(Type or print OF
OTT0 A. STEINKCENIG DEATH 5/29/59
5. SEX 6. COLOR OR RACE| 7. [I 8. DATE OF BIRTH 9. AGE i F UNDER 1 YEAR] IF UNDER 24 HRS.
MARRIED NEYER MARRIEDD . n yeors
1 birthd Month. D Howr Min.
MALE, o WHITE , wioowen[] oivorcen[] 4/11/07 est birthdar) | Monmha | Beya Howrs "
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and sfote or country) 12. CITIZEN OF WHAT COUNTRY?
gurn: Emkmn kife, evan if retired} {NDUSTRY HIGHIAM) s II-LINOB / U.S .A .

13a. FATHER'S NAME

JOHN STEINKOENIG

13b. MOTHER'S MAIDEN NAME

EMMA WEIL

14. NAME OF HUSBAND OR WIFE

NETTIE STEINKOENIG

15. WAS DECEASED EVER [N U, 5. ARMED FORCES?
{Yas, no, or unkngwn)| (If yas, give wor or dates of service)

16. SOCIAL SECURITY NOD.

344-01~278,

17.

INFORMANT

Address

VAH, 915 NO. GRAND AVE., ST. LOUIS, MO.

18. CAUSE OF DEATH (Enter only one cause per line for {a), {b), and {c).} INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE () _BRONCHOGENIC CARCINCGMA, IEFT LUNG
Cenditions, if any, DUE TO (b
which gave rlse to
b (a),
e e } /6.2./
Z lying couszs last. DUE TO (¢)
= PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not refated 1o the terminal dissass candition given in PART | {a) 19. WAS AUTOPSY
By PERFORMED?
rd YESLE NO[]
2| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in PART | or PART |l of item 18.)
w .
© d tl 'l .
S| 20¢. TIMEOF Hour Month, Day, Year
a INJURY  a.m.
= p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor aboutheme,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, factory, street, office bldg., etc.)
WORK AT WORK
21, #‘ter&ed the deceased from 5‘ |5 z 59 L to and last sow mvn on 5/29/59
eath occurred at M m on the date stated above; and to the best of my knowledge, from the couses stated.
22a. SIGN 0/ / (Deg:u or title) & | 22b. ADDRESS 22¢. DATE SIGNED
R, 0L CRAT M.D. | VAH, ST. LOUIS, MO, 5/29/59
23a. BURIAL, CREMATION, | 23b. DATE 23¢. KAME OF CEMETERY OR CREMATORY 23. LOCATION (City, town, or county} {State)
REMOV AL (Specify) 5 ) .
Keystone St. Jaceo, Illinots
ADDRESS 25. DATE RECD. BY LOCAL REG. 26. REGIS R'S 51 W
N .
Collinsville,y11. QN1 %‘J /D,

{Licensed Embalmer’s Statement on Reverss Side)




o e o ) N
STATEMENT BY LICENSED EMBALMER
1 hereby certify t dy whg me is recorded on the reverse side of this certificate was embalmed

’

by me, or bY .iviiiiiiiiir e T

working under my personal supervision.

[T =3 1 | OO PPP P
Signature of Student Embalmer

. Licensed Embalmer No, XY e

P. 0. Address Collinsville,. T1.

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 bedy is not embalmed, fact should be so stated above.




