VISION OF HEALTH — STANDARD CERTIFICATE OF DEATH: —61—018505
Registration District No. 3 1 8 Primary Registration District No. IWB-——--RW""" ‘s No. ""51%' STATE TILE NOMBER

AMENDED =N aarey P ~e
1. PLACE OF DEATH i 2. USUAL RESIDENCE {Where decesied lived. |f institution; Residence before
8 a. COUNTY a. STATE MO . b, COUNTY st . I Duiﬂ admiasion)
% b. CIIRY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b <. Col'l;l' Inside Limits
)
g TOWN st Louis 12 dava TOWN Lemay 25 Yes [F No O
c. FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREET (If cutside, give location) Reside on Farm
i INSTITUTION, YO NoD RS 623 Bayl YO N
et o ] es o
g 8%, Anthony Hospital 3 Baylees _ X
] 3. ('_}IAME OF DE)CEASED First Middie Last 4, Dé\'I'E Month Day Year
ype or print] - F
’
ANNA S TEINBURK o4m  May 31, 1961
5. SEX 4. COLOR OR RACE 7. Married []  Never Married [1 [8. DATE OF BIRTH [ - AGE (les? birthday) | IF UNHDER 1 YEAR IF UNDER 24 HR
F w Widowedf Divorced [ 6/21/80 80 Months | Days Hotrs Min.
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 COLUNTRY
ing most of waorking life, even if retired)
“HOgework At Home Maxville Mo, UsSA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND QR WIFE
Nick Emsg Catherine Burkard Deceaped
15. WAS DECEASED EVER IN U.5. ARMED FORCES? . INFORMANT Address

623 Bayless

(Yes, noNrounknown)] {1f yesﬂiovenwear or dates of service)

Henrietta Schlicht) g

= 18. CAUSE OF DEATH (Enter only one cause per line for (a), {b), and (c). INTERVAL BE N
Z PART |. DEATH WAS CAUSED BY: _ ;NSET ND DEATH
w = IMMEDIATE CAUSE (a) @_Q_Q»—QD M’ J nq qu ‘£4 :
© 3 %3
o A
g U A Brart o)
x (&) Conditiens, if any, DUE TO {b) nu.e QJLEA,Lb Q;Qtu.n»ﬂc a1 c‘,la.ﬂaa.ﬂ {) }( dio
5 which gave rise to ~ U
= above ::usa d(a), "L
— stating the ynder- .
lying  cause last. DUE TO (g} 'y I,
z PART IL. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 1O DEATH but not relsted 1o the terminal PART 11, If deceased way, female  was
g e condition given in PART | (a there a pregnurp}}'n last 90 days.
g 0..@; QUL/E.A_ W !/Y% dl{j ]E]‘I’el[Q(Na!E]Unknown
£ | 5. WAs AUTOPSY | 20a. ACCIDENT —SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURYW OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
[ PERFORMED? a O 0
%] YEsl NOQR o
Z| ™®<TME OF  Hout  Month, Day, Year |
a INJURY a.m. .
g p-m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in ar abaut home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK [J
[a)
E 2t. I-attended the deceased from /955 1 . Y4 b / and last saw h.in""“ on 4= X f— 67
[ Death occurred aj /_\ 1 30 PH\ on the date stated above, snd 1o the best of my knowledge, from the causes stated.
-
. 8 5 22a. SIGNATURE ree or )1 '{J 22b. ADDRESS, 22¢. DATE SIGNED
5 ‘ Bosse 7/ £ -
“ S Alry, " ’L( 78 Oy [hdes e L&/
<« 23a. BURIALCCREMATION, [ 23b. DATE ~J Zac. NAME OF CEMETERY OR CREMATORY 234, LOCATIGN (City, town, or county} {State)
o a REMOVAL (Specify)
2 T Removal 6/3/61 Immagulat concention rnold Mo
= < 24, FUNERAL DIRECTOR ADDRESS 25, DATE RECO. BY LOCAL REG. | 26. %«RM' tiGN URE
i > ”
-
= =l Fendler Und, Co 0 MAc an 111  JUN 1 1381 -, S0,
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STATEMENT BY LICENSED EMBALMER

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

: or by Student Embalmer No.

working under my personal supervision.

Student ' Signed
Signature of Student Embalmer

Licensed Embalmer No. 7 47
3 oeits 1 0 ntten? RO PHLELL

. Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRIT&NG (Failure to comply
with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he alsa shall sign in his OWN handwriting.
If this B'odyus*no! embah'rl-ed fact shofld be sorstate.dwabove r —~\ \ [ o8
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