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All diseases in Port | must be causally related.
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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Rngislra:ion Dislrim No,

59023116

STATE FILE NUMBER

Regisvorsi._ O LD

I:]LED JUL 1 3 1g$eglsrrunon District No.

-t ‘PLACE'OF DEATH-
300

2. USUAL RESIDENCE {Where deceasad lived. If institution: Resldepga belore

a. COUNEY a. STATE b. COUNTY admyssian)
Mo 7
b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY Inside Limits
. OR . g
Town  St. Louis, Mo, Yes [ No[] tom St. Louis, Mo, YesB No[]
c. Egls.é.IPAr%gF (If NOT in hospital, give location) | Length of stay in 1b d. STREET (If outside, give location) Reside on Farm
A 5 ADDRESS
msTitution St. Louis State L3 yrs, 7 Mo 2302 Newhouse Av., Yes & Mo [
| T .
3. NAME OF DECEASED First Middle ~ Y " Last 4. DATE Month Day Yoar
{Type or print) OP
FRANK IANG J- pEatH  June 29, 1959
5 & COLOR OR FACE[ 7 yuqmieoCJueve marnicol] & OATE 07 ORI |5 A 1 o runoen Tvesel iy bioes sonms
Male o White 4§ wioowep[] oivorceo(]| Jan. 4, 1925 34 1
105, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond sfate or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, sven if retired) INDUS 3
N1 Vone St. Louis, Mo, 0
130 FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
Frank lang, Sr, Theresa Jch/a7%er — one
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMAP‘T Address

(Yes, no, ko wn)

(If yos, give war or dates of service)

Nere

77‘8/1?34.. Jfﬁ/ﬁﬁr- J7HT ~

2 Vest

PART 1.

18. CAUSE OF DEATH {Enter enly one couse per line for {o), (b), ond {c).}
DEATH WAS CAUSED BY:

. IMMEDIATE CAUSE (a)

__ -Bronchopneumonia

INTERVAL BETWEEN
ONSET AND DEATH

1l day

WHILE AT
WORK =

NOT WHILE
AT WORK

|

farm, factory, street, office bldg., etc.)

Conditions, if any, DUE TO (b)
which gove rise 10 }
above couse [a),
toting th. der-
z lying ccvas lasr, 1 DUE TO {c) 4G /%
- PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated to the terminoi disecse condition given in PART | {a) 19. WAS AUTOPSY
x PERFORMED?
e YES[] NO
| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
w
; | O O
Y| 20c. TIME OF Houwr -Month, Day, Year
a INJURY ao.m.
k3 p.m.
20d. INJURY OCCURRED 2e. PLACE OF INJURY {e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

21

| crtended the deceased from

Nov, 13th,1945

, to

6-29-59

and last Iuw: alive on

Deuthoccuned at

6-29-59

I.I. 55 __8 4 m on the date stated above; and to the best of my knowledge, from the causes stated.

L=

22b. ADDRESS

5400 Arsenal 5t.,

22¢. DATE SIGNED

6-29-59

Ué RIAL, CREMATION,

23 23b. DATE 23c. NAME OF CEMETERY ORMCREMATORY 23d. LOCATION {City, town, or county) {5tare}
MOYAL (Specify) 1 ] .
7P ?-1-(94G //ar/ é‘me)‘oo., 5&./401,: 7o

24. FUNj:E DIRE%

AJDRESS

25. DATE RECD. BY LOCAL REG.

*)uw 3370 k1wl

JUN 2 959

{Licansed Embolmer’s S'enmm on R-ufn Side}




STATEMENT BY LICENSED EMBALMER

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

by me, or by ......cceenennn JPUR, ORISR , Student Embalmer No. ..........c.cceuens
working under my personal supervision. .
SUAERL  ceevrnneeienniireeneereneeeintrsrra s saeaeranersses Signed ?/:-E‘/,//éOKJZ/W{_ .......
Signature of Student Embalmer . 7
Licensed Embalm No\-?'\?é C

) P . 13’ 0. Address 44« 67‘9?3”%’{.:/-4

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 siga in his OWN handwriting.
_ If this body is not embalmed, fact should be so stated above.

M, Tmo v



