Rl DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH - 60— O‘L 1356
IDEDLEE Ith'urlon b :2::’ 95&31__2_-_-___ Primary Registration District No. \iag.n__lhgmrnr s No. 23..5___% STATE FILE NUMBER
1. PLACE OF DEATH / 2. USUAL RESIDENCE (Where dlcuud lived. 1f inatitytion: Residence befors
. COUNTY issi
: st - Louiﬂ o STA‘LM!_ g soljri COUNTY admission}
b. C(lj'l;l’ {If cutside corporate limits, give TOWNSHIP onty) Length of stay in 1b c. COITRY Inside Limits
ToWN  gardenville oM 8t .Louls ves (X No 1
c. FULL NAME OF {If NOT in hospital, give lotation) Inside Limits d. STREET (If cutside, give location) Roside on Farm
HOSPITAL OR ADDRESS
WSTIUTION M3 11er Nursing Home |Y® MO 3627 Juniata St. Yoo O No (X
3. NAME OF DECEASED First Middle Last 4. DATE Maonth Day Year
(Type or print} OF
mine (Minnie) Ce Bauer DEAH  August L 1960
5. SEX 6. COLOR OR RACE 7. Married []  Never Married X} {6. DATE OF 8IRTH | % AGE (last birthday) | IF UNhDER_ 'DYEAR :: UNDER 2‘i““
" i Mont Min,
Fem&le Whi te Widowed 3 Diverced [J 1/11/7'4- 86 1 ays ours
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
dus‘glglnéo:er&évgkm Ilfe, sven if retired) a.t homﬁ St .Louis ’Mis Souri U . S .A o

DOCUMENT

BY AFFIDAVIT OF

13a. FATHER'S NAME
Louisa F. Bauer

13b. MOTHER'S MAIDEN NAME
Anna Huefner

14, NAME OF HUSBAND OR WIFE

- -

15. WAS DECEASED EVER IN .S, ARMED FORCES?

{Yes, no, or unknown){ (If yes, give war or dates of service}

14, SOCIAL SECURITY NO.

17. INFORMANT

Address

Marie Kolb = 3627 Juniata St.

el [ none
18. CAMSE OF DEATH (Enter only one cause per line fogf{a}, {b d {c). INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: - ONSET AND DEATH
IMMEDIATE CAUSE (o) TRt rmrrrLeL -
M 4
Conditions, if any, DUE TO (b) iy, St '
which gave rise fo 7
above cause ({(a),
stating the under-
lying cause last. DUE TO (¢} ~
z PART Il O‘IHER SIGNIFICANT CONDITIONS CONTRIBUTING DEATH but nq, ‘I.ned te the ferminal PART 1L If deceased as female was
g ndition given in PART | (a) . r there & pregnancy af last 90 days.
§ A&_ ﬁ . g f[‘_‘l Yes ] @f | 03 unknown
12y
= 19. WAS AUTOPSY 20a. ACCIDENT SUICIDE HOMICIBE 20b, DESCRIBE Hw INJURY OCCURRED. (Enyna!ure of injury in PART | or PART i1 of item 18.)
& PERFORMED? ¥ i ]
1= YES [ NO
- h
‘6 20c, TIME QF Hou Month, Day, Year
s INJURY  am. . A —
g ..
20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATICN COUNTY STATE
WHILE AT WORK [ farm, factory, street, office bldg., stc.)
NOT WHILE AT._WORK a e
21. | arntended the decessed fro
Death occurred et d f rom the causes ste
T2a, SIGNATURES title) 22b. ADDRESS - "’ 22c. DATE SIGNED
S AT |27 W | oy 57
23a. BUR , | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY” 23d. LOCATION (City, town, or county) /(Slate)
R L (Specify)

New St.Marcus (emeter

St,Louis County, Missouri

24, FUNERAL DIRECTOR

lAuge 6,1960

ADDRESS

WACKER-HELDERLE=-363l Gravols Ave

25. DATE RECD. BY LOCAL REG.

F 5O [

o //"/-v.

NATURE

>
77”

{Licensed Embalmer’s Statement on Reverse Side}

U

A




e

I

STATEMENT BY LICENSED EMBALMER

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

or by . Siudent Embafmer No.____

(_,e/&-f-/./ 7/
Signature of Student .&mbalmer

R s N3 {':- I - ticensed Er almerioé'., ] ;7 5

working under my personal supervision.

Student

N \ 4
P. Q. Addfess
7

’

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to co
with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in h|s OWN handwrlhng --
_ IF this’ body_;s not embalmed, fact should be so stafed sbove. -t

»

kd - . . - -—




