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Doctor, coroner, etc. must use only stondard nomenciature in item 18. No symptoms will be lis

All diseoses in Port | myst be causally reloted.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

' 59-023463

STARTj:g Nugizl

- ~Primary Regisnation Distriet Now s o s No e m e e e
. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: R?{ncp b,cinr.
a. COUNIY STATE b. COUNTY mi s s10n
Missouri
b. ClTY (If ourside corporate limits, give TOWNSHIP only} Inside Limits c. CIOTRY " Inside Limits
6w 8t,Louls: Yes 3l to [ 7om  Ste.Louls Yos Xt No[J
¢. FULL NAME OF (if NOT in hospital, give location) | Laength of stey in 1b d. STREET (It outside, give location) Reside on Farm
HOSPITAL OR ADDRESS
INSTITUTION Hosp 4937 Loughborough [Ave] ~ [
3. NAME OF DE)CEASED First Middle Lost 4. DATE Month Doy Y ear
{Type or print OF
KATHERINE TILLGER pEaTH  6=27=1959
5. SEX 6. COLOR OR RACE 7‘MARRIEDD HEVER MARRIED] 8. DATE OF BIRTH 9. AGE {In yeors §FUNDER 1 YEAR| IF UNDER 24 HRS.
lal}?ghduy) Months | Daya Heurs Min.
Female White g wooweo[{  oivorceo[] 3=1-1880
108, USUAL OCCUFPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country) 12. CITIZEN OF WHAT COUNTRY?
uring post of working life, sven if retired) INDUSTRY
at"Horis Austria X U.S.A.
134 FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE i
222? Kampf mMInknown S
15, WaS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 1 FORMANT Address
{Yes, no, %mwn]| {If yus, give wor or dates of seivice) None 819/8 .8th,.St

PART i. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

18. CAUSE OF DEATH (Enter only one cause per line for (a), (b}, ond (c}.)

INTERVAL BETWEEN

1?ﬂ300»~¢-! f

ONSS' ABE DE'ATH
Gl

Death occurred at

Tos.20 2,

Conditions, if any, DUE TO (&)
which gava rize to }
above cause ({a}, ‘YL
i he wnd:
z lying couse faer 1 DUE TO () ol 2" /
- PART Il OTHER SIGRIFICANT CONDITIONS CONTR!BUTING TO DEATH but net related to the terminal disecss condition given in PART I [a) 19. WAS AUTODPSY
& (5 [ PERFOMED? /
i ’J-(,!MW - et ¢QA-) Lﬂ-—'_,k_ YES NO [}
= | 200. ACCIDENT ' SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART |l of item 18.)
w
v a O O
S| 20¢. TIMEOF Hour Month, Day, Year
a INJURY  am.
E p.m.
204. INJURY OCCURRED 20e. PLACE OF INJURY (a.g., inor about home,{ 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE D farm, uctory, street, off-cc bldg., etc.)
0 AT work .
21. | ertended the deceased from L ‘ ’ q Is f and last 3aw L= alive on C I 1l /S-f

te &gzn ls-j saw e g);
m the date llul'ed above; and to the bast of my knowledge, from the couses stated.

224 MGNATURE roo or title} & | 225 ADDRESS TE SIGNED
Mw.(‘—.\ h"'-o. 270 I@"‘W““‘{—H ér"/f?
230, BURIAL, CREMATION,{ 23b. DATE = 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {Srate)
REMOVAL {Specily)
Ramoval 6=29-1959 | Mt,BHope Cemetery 1215 Iamay Farry R4, Mo .
FUNERAL DIRECTOR ADDRESS 25. DATE . AY LD;‘ EG. 25, EGISTRAR'S S NATU
» JON 299 vl
Lt e 8409 (Gravoisl|Ave A >

{Licsnsed Embaimer’s Stotlemant on Reverse Side) 3




STATEMENT BY LICENSED EMBALMER

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

by me, or by .ot e et , Student Embalmer No. .....ovevervveen.

working under my personal supervision.

Student oo e
. Signature of Student Embalmer 7 .
REE - . ' Lxcensed Embalmer No..... /f
) P. 0. Address # e, %
SR Note: The al;ove 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 body is not embalmed, [fact should be so stated above.

. . Lol PRI .
- ’ ’ ‘.(.‘,.,_1_?.' & . .~




