" Z THE DIVISION OF HEALTH OF MISSOURI 59023743
alfore © ° . STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER i

gistration District No. a/ 7 Primary Registration District Nm.---.ﬂ_a _____ Registrar’s No.___. /_ﬂf_ﬂ
A
Ld

Y. PLACE OF DEATH . 2, USUAL RESIDENCE (Where deceased lived. f institution: Residence bejere
a. COUNTY St. Louis , Mo. a. STATE Mo b COUNTY gg 1, udﬂgssw
b. CIDTY (If outside corporats limits, give TOWHNSHIP only) Insida Limits <. CSI'Y / ; /d Inside Limiss
R R 4 /
TOWN KOCh Yes g No D TOWN Jenmngs YasE] No m
c. FgLFL. NAE%OF {If NOT in hospitel, give location) | Length of stay in 1b d. STRERE'gs {If outside, give location) Reside on Farm
HOSPITA R ADDRE
e LS INSTITUTION Robert Koch Hdsp. 20 month 7429 Chandler Yes [] NoX]
3 NTAME OF DECEASED First Mlddlo Last 4. DATE Meanth Day Yoar
{Type or print) w7 R OF
CHARLRS” * + oine49S  NEUTE oears  June 7 1959
5 SEX 6. COLOR.OR RACE| 7. MARRIED[ JNEVER MARRIEDI:] 8. DATE OF BIRTH 9. AGE {In ysors |FUNDER i YEAR| IF UNDER 24 31&5.
Ma le whlte r2‘-:|uy) Months | Days Hours Min.
o y wiboweD( oivorceo | July 26’ 1879
10a. USUAL OCCUPATION (Give kind of work dane | 10b. KIND OF BUSINESS OR 1. BIRTHPLACE (Ciry and state or country) }12. CITIZEN OF WHAT COUNTRY?
during mast of warking bife, even if retired) |
§ boren Bk own Germany 4 us
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
I | _Wm. Nolte Not Known Arma Nolte
! E:l 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
N — [l {Y#s, no, or unknawn)| (Lfyes, give or datys of sarvi . Y
21 _yes |“bpsedit Sh~ SMeTREh 1,89 22 1,361 | Louise Frankenberg 7429 Chandier
2| T PET s sl v i O )
L Al . : - .
E BMEDIATE CAUSE (o) Hepato-cellular Jaundice
o
i Conditlons, ey, . BUETO @ _ ACute Liver Failure 5 days
o (b}
> which gave riss to -
Lo above cauvss ([a},
4 stating the under- }
g é Iying cause last. DUE TO (r.)
‘g' g E PART I}, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not releted 1o the termingl dlsesss conditien given in PART | {a) 1%. :’Eﬁ?ggﬂgg!
LI Acute Gastro-intestinal Bleeding and Shock YES[] No[] &
- 525 % | 200. ACCIDENT SUICIDE HQMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART I of item 18.)
- = w
] * o o 4d
b 5 X5 20c. TIMEOF Howr  Month, Day, Yeor
;s @fs INJURY  om.
; g :', E p.m.
3 _E % 20d. INJURY OCCURRED 20e. PLACE OF INJURY (0.9, inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
w WHILE ATD NOT WHILE D farm, foctory, street, office bldg., ete.)
5 g |work AT WORK
,5; E 21. | attended the decensed from 2-25=-59 , o o-7=5Y and last suwa T alive on 6- b by
; 2 Death occurred af -7 - Sq 12 2 5 P}n&m the dmu stated above; and to the }“t of m';nowledﬁ from the covses stated.
¥
B-E 22a. SIGNZJRE ar mla) ADDRESS \ ]’ku +1g , 22¢c. DATE SIGNED
2 1( -
23a. BURIAL, CRERATION, | fab. 0ATE 23c. NAME OF CEMETERY DR CREMATORY m LOCATION (cu,, town, or cBuny) {5rare) !
REMDVAL (Spacify)
burial 6/10/59 Memorial Park Cemetery St. Louls County

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. REG TRAR'?NATURE
Buchhalz Mortuary 5967 W. Flordssant | p-/4-57 7724«4%;%_
{Li sd Embalmes’s § on Reversa Side}




STATEMENT BY LICENSED EMBALMER

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

Signature of Student Embalmer

P. O. Address,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER ‘invhis 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 ONN handwriting.’

If this body is not embalmed, fact should be so stated above.




