MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

318.

100

=62-004067

STATE FILE NUMBER

1014

Registration District No. --____._—.Fr:mary Registration Districr Nol
AMENDED
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers deceased lived. If institution: Residence before
. COUNTY . STATE b. COUNTY i
8 [ a Mi asouri ) admission}
g b. CCI)T;' (If oulliduf;;pl:;h limits, give TOWNSHIP only) Length of stay in 1b < Cé'l;z\' St .I.Ouiﬂ Inside Limits
5 TOWN . 1 Month TOWN Yea [J Ne O
| '_“;' c. FH%SLP'#I"TI'.\EOEF gf{l%ﬁisgtil, tf_to‘ﬁ ion) Rock tnside Limits o, ASI.IIJ'IR)E!EEES {If cutside, give location} Reslde on Farm
) g 54]’ INSTUTION. B0 gpitals, Inc. Ya F NoD) 5862 Rhodes Ave. Yas O No O
! 3. #AME OF DEJCEASED First Middle Lase 4. Dé\gE Maorth Day Yoor
or print
- Yes orer Fred Aloysius Kraus vea  January 21, 1962
- 5. SEX 6. COLOR OR RACE 7. Married (X Never Married (] [8. DATE OF BIRTH | 9 AGE (last birthday) [IF UNDER 1 YEAR | IF UNDER 24 HR
Male White Widowed [] Divorced [] 6-8-1888 73 Months | Days Hours Min.
10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

10a. USUAL OCCUPATION (Give kind of work done

i g duringén‘gi %fc orkin;hlifo, wven if retired) Railroad $t Louis Mo USA
- hlna .
| 9 134, FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
- |=
Ho John Kraus Mary Felmoser Minnie
o 15. WAS DECEASED EVER IN U.S. ARMED FORCES? 15, SOCIAL SECURITY NO. 17. INFORMANT Address
: (Yes, ﬁooor unknown) | (If yas, give war or dates of service) — Minnie Kraus 5862 Rhodes
o [ 18. CAUSE OF DEATH {Enter only one causs per line for (a), (b}, and [c). INTERVAL BETWEEN
L4
5 PART L. DEATH WAS CAUSED BY %‘\ QINSET AND DEATH
g G S IMMEDIATE CAUSE (s) /7 eqolCaprcrnomia. @ f—e% 3/7”""“{ / (7444‘51
O
2l g Lor T Gemneralrred he ot s FTBES,
[ ] Conditions, if any, DUE TO (b}
w i which gave rlu{t)o
z|2 o e e sy
i Iy'?ﬂlg“g :nuuu last. DUE TO (¢} / K
% z PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PARY IH. H decoassd was fomale was
g diseass condition given in PART | {a) there a pregnancy in last 90 days.
v
E g . IDY«SIDNoIDUnkmn
g E 19, WAS AGTORSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART H of item 18.)
S = PERFORMED? Qa O 8] :
=z (v} YES@ NOOO
< 6 20c. TIME OF Hour Month, Day, Year
5 o INJURY am,
) p.m.,
20d. INJURY QOCCURRED 20e. PLACE OF INJURY (ea.g., in or about home, | 20f, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK Q farm, factory, street, office bldg., etc.)
NOT WHILE AT WORK {1
(o]
§ 21. | attended the decessed from Dec 20' 196}‘ 1-2 . -62 and last lawﬁaliw on Jan 20_62
(o] Death occurrad st 2. 00 A, m on the date stated sbave, and to the best of my knowledge, from the cavies stated.
md
3 % SIGHATURE {Degres or title) 225. ADDRESS 23c. DARE SIGNED
3 = 1785 So Grand Ave / /20 /0 |
- z 'é. sumgl. CREMATfIyON 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, ef county) 7 (Staref’
e 2 S i 1/24/62 New 5t Marcus Cemetery St Louis Mo,
w
= < 24. FUNERAL DIRECTOR . ADDRESS 25J[nTE RECD. BY LOCAL REG, |28, REGISTRAR'S SIGMNATURE
L ]
S »{ J.L. Zeigenhein & Sons 7027 Gravois 23 1962
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STATEMENT BY LICENSED EMBALMER

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

Student Embalrner No.
working under my personal supervision

Student

Signed ’TM %"‘ "’"/
. _ Signature of Student Embalﬂ;lef . .-

L Licensed Embalmer, No. #‘( ?
“ che T

‘ P. O. Addr 2.
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
- with the above constitutes grounds for revocation of license).

o -t ~

(Failure to comply
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.”




