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All diseosaes in Part:] must be causally selated.

THE DIVISION OF HEALTH OF MISSOUR|

STANDARD CERTIFICATE OF DEATH

“ E“ ” [N 2 EI Igsgiegism:nion_ District Mo, e e

Primary Registration District No. .

59-022921
"“EZ.Z‘,Z?&”“‘SS'?ES

1. PLACE OF DEATH - 2. USUAL RESI CE (Where deceosed lived. I institution: Residegfe before
a. COUNTY a. STATE Lo J9 b. COUNTY odmgsian)
b. CITY (lf curside corporate limits, give TOWNSHIP only) Inside Limits c. CITY L Inzide Limits
oui
TSWN St. Louis Yes {% No[J TgﬁN St. 8 Yes [ No [
c. FULL NAME OF {If NOT in hospitcl, give locatien) | Lenath of stay in 1k d. STREET (|M6ﬁ iV }ﬁ i Reside on Farm
HOSPITAL OR ‘ aporess 23148 t goRety
6 wstmution . Chronic Hosp. 1% yrs. 5||mo. 4 Yes [] No[CX
3. ‘NTAME OF DE)CEASED First Middle Last 4. DATE Month Day Yeor
ype or print OF
Cora May Gnadt peatn  O6=1l=8Q
5. SEX 6. COLOR QR RACE| 7. 8. DATE OF BIRTH 9, AGE FUNDER 1 YEAR| IF UNDER 24 HRS
marRRIED[ ] NEVER MarRRIED[ ] } {n years
jrth Menth [s) Haur: in.
Female / White ‘I W|DOWED DlVGRCEDD lw 34 1875 IHQZ" doy) | Months l ays ours Min

10b. KIND OF BUISINESS OR
INDUSTRY

0o, USUAL CCCUPATICON {Give kind of work dons

duninhmoﬂ of working lifs, evan if retired)

fe

11. BIRTHPLACE (City and state ar country)

Mo.

12. CITIZEN OF WHAT COUNTRY?

U.5.A,.

o

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

i

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
George Sarah -- late Otto Gnadt
15, WAS DECEASED EVER IN U. 5. ARMED FORGES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address D
(Yeguno, or unknawn)| (Il yes, giv otes of servica)
6! | WONE Unkmn B o ~r,
18. CAUSE OF DEATH (Enter only one cause per line for (g}, {b), ond {c).} INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: O-!:SZ:TD DEATH
IMMEDIATE CAUSE (a) / s
Conditians, if any, DUE TO (b) ,f% ‘
which gave rise to } /
obove cocuse (a}, .
tating th durs
fying “cavss last. ) DUE TO (c@@’ /{ e VL
PART It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disease condition glven in PART | {a} 'IMAS AUTOPSY 1
PERFORMED?
~ [l egom - ves(} o g

20b. DESCRIBE HOW INJURY DCCURRED. (Enter nature of injury in

RT | or PART l of item 18.)

MEDICAL CERTIFICATION

2c. TIMEOF Hour Month, Day, Year :
~  INJURY  am. - : /7( 2 0 O
’ p-m- -2 ’
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abouthome, | 201, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, foctory, street, office bldg., etc.}
WORK AT WORK _ | L -
21. ! oftended the deceased from l-b-l“g L, to O-lle 59 and lost mwt alive on D=L1l=0%Y

Death occurred ot I' . I 5 a *

m on the date stated gbove; ond fo the best of my knowledge, from the cauvses stated.

220,

SIGNATURE Degrge or title) [
3 éiwm, Dex L) .

22b. ADDRESS

S Fo 0 éawj

22c. IPATE SIGNED
L/H/.ﬁ

.BURIAL,CREMA"ON 23b. DATE

REMOV AL (Specify)

73c. NAME OF CEMETERY OR CREMATORY

Bellefontains Cemstery

23d. LOCATION (City, tawn, or county}

SJBJ

($101e)

25. DATE RECD, 8Y LOCAL REG.

JUN11'68

Louis Ma, __»
“%‘WW% 7102,

Eé%rgiﬁa!)g EC ! E Dﬂi ESS




. STATEMENT BY LICENSED EMBALMER

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

bY M, OF BY. .oveiiiiiiiiiiiiccr Tt e e s e e ee s s eeaaraaae e , Student Embalmer No. .

/ Licensed Embalm Noy/f((
.P.O. Addr@%..ma

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failu
‘to comply with the above constitutes grounds for revocdation 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.

working under my personal supervision.

Student oo e e
Signature of Student Embalmer




