Rl DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
FILED VS SEP 11 1959

Registration Dlsrnct No. Primary R

ation District No,

Registrer's Noz-—-m

59—-03064%2

STATE FILE NUMBER

DOCUMENT

BY AFFIDAVIT OF

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If inatitution: Residence before
. COUNTY ». STAT b. COUNTY 7 admissi
° Missouri mission)
b. C(I)'l;f {If outside corporate limits, give TOWNSHIP only) Length of stay in I1b €. COILY Inside Limils
Town Saint Louis 75 yrs TOWN  Saint Louis Yo Gt Ne DI
. FULL NAME OF {If NOT in hespital, give location) Inside Limits d. STREET {f outside, give location) Raside on Farm
HOSPITAL OR ADDRESS
INSTTUTION 5719 Roga Avenue esgg Ne D 5719 Rosa Avenue Yo O Nofg
3. NAME OF DECEASED First Middle Last 4. DATE Month Deay Year
{Type or print) OF
Louige Mayer DEATH  Augmst 23 1989
5. SEX 6. COLOR OR RACE 7. Married Never Married [] |B. DATE OF BIRTH | 9- AGE (last birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR
Widowed Divarced [] Months | Doays Hours Min.

Give kind o; work done

10a, USUAL OCCUPATICN

10b. KIND OF BUSINESS OR INDUSTRY

IRTHPLACE (C

ity and state or country) | 12, CITIZEN OF WHAT COUNTRY

USA

14. NAME OF HUSBAND OR WIFE

Late Henry Meyer

during most of working life, even if retirad)
ousewore Germany
132. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME
U
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. [17. INFORMANT
{Yes, no, or urﬁpnwn) l (If yes, give war or dates of service)
o None

Address

Mrs .Edna Balducei,5719 Rosa Ave. 9

MEDICAL CERTIFICATION

PART I. DEATH WAS CAUSED BY:

LMMEDIATE CAUSE (a}

Conditions, if any,
which gave rise to
asbove cause (a),
stating the under-

18. CAUSE OF DEATH (Enter only one cause per line far {a), (b), and {c).

_L_u_li'_l_m_m.u@‘uo/rdj—dﬂ

DUE TO (b) (}é.’ézri dgm g'f n\}es‘ZLr p- K
DUE TO (c} Ca—fc.ln‘m;,_gj: a3 e,“_c/;qﬁ @@

INTERVAL BETWEEN
ONSET AND DEATH

5 days

J:A,;L

Iying cause last. (g W B
PART I1. OTHER SIGJIIFICANT CONPDI"{.:_CIP:S) CONTRIBUTING TO DEATH but not related to the terminat / PART 11 l:1 deceasad yemule WS
disease condition given in PA a . - thare I last 90 .
Ar ’;. _t&jub'*l’f bc.)-!"f d[}@‘]? & prognancy”in lass days.
i.' I O Yes I !No I [} Unknewn
19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter natura of injury in PART )| or PART 11 of item 1B.)
PERFORMED? [} ] o
YES[] NOMW /d 3%, 0
20c. TIME OF Hour Month, Day, Year
INJURY a.m.
p.m.

26d. INJURY OCCURRED
WHILE AT WORK (]
NOT WHILE AT WORK (J

20s. PLACE OF INJURY (e.g.,
tarm, factory, sirest, office bidg., etc.)

in or sbout home,

20f. CITY, TOWN, OR

LOCATION COUNTY STATE

Death occurred at.

21. | attended the deceased frum__%%é—gL_, t

5:45 P,

/ -

n.Al%._ALgig_a last saw Rﬁ:‘aliva nr\-&t?—l%
m on the date stated sbove, and to the best of my knowledge, from the causes stated.

VO,

22b. ADDRESS

#07 .Sol—rﬁ:

/(my; [!'94&1‘1 ] 7WE oo

23a. BURIAL, CREMATION,
REMOVAL (Specify)

Remo 8/26/69

23c. NAME OF CEMETERY OR CREMATORY/

New St.Marc

e Cemetery

23d. LOCATION (Cir/, town, ﬁwmy)

(State) [

5t. Louis County,l-iiasour i

24, FUNERAL DIRECTOR ADDRESS

CALVII F.FEUTZ 4828 ITAT!'L.BRIDGE BLVD.

26. REGISTRAR'S SIGNATURE

LR i e

{Licensed Embatmer's Statement on Reverse Ssda){ /‘7’ ’ -




A1To UT OTI.W

STATEMENT BY LICENSED EMBALMER

.

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

*or by Student Embalmer No.

Slgnedg'r%"‘-/ Q- %{/Z’/J/t/
licensed Embalmer No. &/é é

working under my personal supervision.

Student

Signature of Student Embalmer

P. O. Addres

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to con
with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng
If this body is not embalmed, fact should be so stated above.




