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59-023629

STATE FILE NUMB
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1. PLACE OF DEATH
. COUNTY
° St

. Louls

7

o. STATE M

2. USUAL RESIDENCE (Whero deceased lived. If inatitution: Residence befors

b COUNTY o = p smission) /

. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits

TOun Kirkwood

Yex [E No [}

c C

TOWN

ITY
orR Ellisville

Y000 | im\an

c. FULL NAME OF (I NOT in hospital, give lecotion) | Length of stay in 1b

d. STREET {If cutside, give location)

Reside on Farm

HOSP L O ADDR

o [OSETALORSt., Joseoh Hosp| 3 days OORESS Froesel Dr. Yo ] No(X
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year

{Type or print} OF

John Kraus DEATH June 8 1959
5. SEX 6. COLOR OR RACE ?'MARRIEDDNEVER MARRIEDE] 8. DATE QOF BIRTH 9. AGE (In years JF UNDER | YEAR| IF UNDER 24 HRS.
lagt bigthdoy) | Menthe | Daoys Hour Min,
male o white 1 wooweo[X) ovorceol1Bept 1l 1896 igghday} [ Monn | v . I ;

10a. USUAL OCCUPATION (Give kind of work done | 10b. KiND OF BUSINESS OR

1l. BIRTHPLACE {City ond state or country)

12. CITIZEN OF WHAT COUNTRY?

Ldé:gawf: of working life, even if retired) Co“ﬁi{fé}lway Dept St R LOLliS CO. R Mo. ad U'S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME l 14. NAME OF HUSBAMD OR WIFE
Henry Kraus Pauline Fink {Ella Kraus
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yes, no, or unknawn)] {1f yes, give war or dotes of service) ) IDOPOt hy Blanner’ Ell iSV ille R MO .

18. CAUSE OF DEATH (Enter only one cause per tine fer (a), (b}, and (c).)
PART 1. DEATH WAS CAUSED BY:

INTERVAL BETWEEN
ONSET AND DEATH

IMMEDIATE CAUSE (o) _ AN € wi Sl & 2\ AID AASy - SN S LYy Y o TV
. \“f‘.'. W -
Conditions, if any, DUE TO (b}
which gave rize 1o
chove couse {a),
atating the wnder- }
g Iying cause lost. DUE TO (c)
E PART Il. OTHER 5I1GRIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ratoted o the termingl disecss condition glven in PART | {a) 19 ggg:ggggﬂ
Dt
w -
2 /51X YES[} NO[U—2
%1 20. ACCIDENT SUICIDE: HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noturs of injury in PART J or PART Il of item 18.)
w
© O O ]
S[ 20c. TIME OF Hour Month, Day, Yaar
a INJURY a.m,
X p.m.
20d. INJURY OCCURRED Nle. PLACE OF INJURY (e.g., inor abeuthome,| 24. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D form, uctory, street, oifice bldg., etc.)
WORK AT WORK
21. | attended the decegsed from tp'-a - 5'\, , to o - 8 - -5°[ and laxt iﬂ\@alivcm La-%-s‘l
. Death occurred at 1) 5 O.™ ., m on the date stated cbove; and to the basTof my knowledge, from the couses stated.

220. SIGNATURE {Degree or title) o 22b. ADDRESS 22¢. QATE SIGNED
éi:lg!'b"'g} Loy h& ALA_ L Mp. G:CI"S.[
230. BURIAL, CREMATION, | 23b. DATE 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION tf:iry. town, or county} {State}
REMOY AL {Specify}
Burla 6=11-59 gt. John Cemetery Bellefontaine, Mo.

24. FUNERAL DIRECTOR

chrader Funeral Home Ballwin Mo

ADDRESS 5. D
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STATEMENT BY LICENSED EMBALMER

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

, Student Embalmer No. .........cocivuinns

by Me, OF BY i s s

working under my personal supervision.

Student oot
Signature of Student Embalmer

Licensed Emw# -.5‘;’!‘
‘ . P. O. Addres Qﬁf&w/; /
Note: The above MUST BE SIG’NEb 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.




