JRI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
FILED V3.4 o4 1960

NDED

BY AFFIDAVIT OF

DOCUMENT

-

T~ Death occurred et

________3 18_Pr|mory Reglstration District No. 100_3_-_Rwisnnr'x Ne. ---.'7_1:92,-

~60-028246

STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera decspsed lived. If institution: Residence bafors
a. COUNTY ». STATE Illino i% COUNTY St . Clair admission)
b. COITRY {If outside corporata limits, give TOWNSHIP only)} Length of stay in 1b c. CCI)TY Inside Limits
R
JTOWN St. Louis, Missouri 5 Wks Town East St, lLouis Y@ N O
c. ;lJC%PNTAME QF (If NOT in hospital, give location) Inside Limits d:[?I‘DEREETSS {If outside, give location} Reside on Farm
NIEYoN ouis Children's Hosp, |™®& "0} 831 North 83rd Street YO Mo B
3. NAME OF DECEASED Firat Middle Last 4. DATE Month Day Ywar
{Type or print) OF )
David Paul Dennigmann DEATH July 18 1960
5. SEX 6. COLOR OR RACE 7. Martied (1 MNever Married X [8. DATE OF 8iRTH | 9- AGE {last birthday) |’;UNhDER lDVEAR :’ UNDER i:_“ﬁ
N Widowad Di d onths ays ours in,
Male White owed U vereed O ) 7-3-57 3 yrs |

10a. USUAL OCCUPATION
during most of worﬁnq life, aven if rotired)

Give kind of work done

10b. KIND OF BUSINESS OR INDUSTRY| 11.

BIRTHPLACE {City and state or ¢ountry)

East St.Louis 111

12. CITIZEN OF WHAT COUNTRY

U,5,A.

13a. FATHER'S NAME

Donald Vincent Dennigmann

one
13b. MOTHER'S MAIDEN NAME

Marilyvn Wells

14. NAME OF HUSBAND OR WIFE

Single

15. WAS DECEASED EVER [N U.5. ARMED FORCES?

(Yes, no, or unknown) | (I yes, give war or dates of service)

O

16. SOCIAL SECURITY NO.

ne

17. INFORMANT

PART I.

Conditions, if eny,
which gave rise 1o
sbove couse (8),
stating the under-
lying cause last.

18. CAUSE OF DEATH (Enter only one causae per line for (a), (b}, snd (c),
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE () _&m P PR Y
[ ]
w0 g te LEP Bttt Aot id )

BUE TO (c)

Address

Alice Trowbridge,500 S.Kingshighway
INTERVAL B EEN

ONSET AND DEATH

Ret-3

PART Il

OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal
disease condition given in PART | (a)

PART I1I. If

fernale  was
there a pregnancy in last 90 deays.

lDYnl O Ne I 0 Unknown

deceazed was

21. | attended the doceasodlf

z
o
-
<
o
£ | 75 WhAs AUTGPSY | 202, ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 11 of item 18.)
& PERFORMED?, a ] o
v YES [T NOES
-
& | T20c.TIME OF  Hour  Month, Day, Year
3 INJURY am. -
Iil -84 1 .
Zod. INJURY OCCURRED 20s. PLACE OF INJURY {e.g., in or about home, | 20f, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, factory, straet, office bidg., etc.}
NOT WHILE AT WORK []
to. 7-18"’60 and ns?;:himali-vu on 7-18-60

m on the date statad above, and to the best of my knowledge, from the ceuses stated.

22:. SIGNATURE /‘12 ADDRESS 22¢. DATE SIGNED
. 200 S. ___gshlghway 7-18-6¢
CREMATION 4 MATORY . LOCATION (City, town, or county) {5tate)
July 19, 19601 Iake View kemorial Gardens B0110v1110 T1llinois
ADDR 25. DATE RECD. BY LOCAL REG. 26. REGI

&, St

EEOU ‘s, i”ﬁ

JUL 19 1960

(Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED E MER

! hereby certify that the body whose name is recorded on \QJ}’ erse side of this certificate was embalmed by

(7

or by \Q dent Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

/

Licensed Embalmer No. J , b‘

P. O. Address g‘ S T 'L_O.

Nofe: 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 body is not embalmed, fact should be so stated above.
’ - - R




