JRI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ~60=021151
EILED vsﬂaajisltjraNﬁnn D§!r1?!§cl.0.__-__-_--_-.318rimary Registration District No. ___]:,,_O,,_é_ikegiﬂurﬁ No. _-__5_4_32_ STATE Fite NUM;ER 1

NDED _
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. If institution: Residence before
a. COUNTY a. STATE Missouri b. COUNTY adrmiission)
b. CI‘I: {If outside corporate limits, give TOWNSHIP only} Length of s*ay in 1b <. CCI)TRY tniide Limits
TOWN St‘ Louis 71 yrs TOWN St- Louis Yes E No [J
¢. FULL NAME OF (If NOT in hopital, give location} Inside Limits d. STREET {if cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS .
INSTITUTION 2929& Victor Street’ Yes [ Mo (O 29298. Victor Street Yes J Noig
3. I:AME OF DE,CEASED First Middle Last 4. DOAFTE Month Day Year
{Type or print
CARRIE EMMA KICK ofat Mey 24, 1960
5. SEX 6. COLOR OR RACE 7. Married X1 Never Married (1 [B. DATE OF BIRTH | 9- AGE {last birthday) | IF UNhDER ‘DYEAR :: UNDER 24 HR
Wi Di d Months 1) ours Min.
female vhite idowed [] verced O | 4 /18/1889 71
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12.” CITIZEN OF WHAT COUNTRY
during most of workjpg tife, even if retired) - R
housewite at home ot. Louis, Mo, Usa
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John Philliv Winterle Sophia Meyer Elmer R. Kick
15. wAS DECEASED EVER TN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address
(Yes, no, or unknawn) | (If yes, give war or dates of aervice) .
- — Elmer R. Kick, 29298 Victor St.
= 18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and (<) INTERVAL BETWEEN
E PART |I. DEATH WAS CAUSED BY: @ ONSET AND DEATH
| R
| g IMMEDIATE CAUSE (a) /M“—L/\nm_t_:n @/\_ﬁ—\ CM 3 0(4_4_0{‘ -
| ]
g QJ‘/ .
| [a) Conditions, if any, DUE TO (b} C,(W é;-ﬂxfo/fm Bk LL\M‘-«A-———[/
wbhich gave ri.ml t? — d ¢
| above cause ({a), @7 £' ,cé , %W‘W
stating the under- A ')
| lying cause lawy. DUE TG (c} /glﬂ
! = PART il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted to the rerminal PART Ili. If deceased was female was
| f_-’ disease condition given in PART | (o} there & pregrmamy in last 90 days.
s i O Yas I E’ﬁo l 0 Unknown
E 19. WAS AUTOPSY 20a. ACCIDENT SUICIGE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 11 of item 18.)
= PERFORMED? [m} (] O
el YES 1 NO
I | 20 TIME OF  Hout  Meonth, Day, Year |
a 1NJURY am.
cil p-m.
204, INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in o about home, § 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farrn, factory, street, office bidg., etc.}
NOT WHILE AT WORK [] Y .
21, | snended the decessed from W 30 - "? 5 ? ro_%““a#iﬂa@ last saw mi“ﬂ on—%—w—'—/ﬁﬂ_
Death occurred n?—z:_QO_A m on thil date stated above, and to the best of my knowledgeMrom the causes stated,
6 22a. SIGNATURE . (Dogree or title) 22b. ADDREZ [4 22c. DATE SIGNED
ol | @bl ¥ FS by, an O 2 Lo b Sanres 5-29-bo
% | “23: SURIAL, CREMATION, | T3b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION [City, tawn, or county) {State)
[a) REMOVAL (Specify) .
z | remov 5/26/60 Mt. Hope Cemetery St. Louis, Chunty, Missouri
% | = FonAL DiRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. %RAR'S IGNAJHRE
> .
% | BEIDERWIEDEN F.H.INC.,1936 St.Louis ave | MAY 25 1360 ad M2

- —
{Licensed Embalmer’s Statement on Reverse Side) h‘] ‘gs «



*BAY STOABIN QOOE
suoqqTh *H ¥ *Jad

STATEMENT BY LICENSED EMBALMER

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

-~ - - ——— R P

or by I Student Embalmer No.

working under my personal supervision.

..——--_-—-_-'--'_

Signature of Student Embalmer

Student

Licensed Embalmer No.
P. O. Address

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

Pa




