MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH Esa__ﬂz‘lggv?

Reciatration District N _3_18_ et R Diat Nal_oos -58-63 STATE FILE NUMBER
DO NOT WRITE AMENDED egistration District No. _______ ___Primary Registration District - _Registrar's Ne. ____

ON THIS $TUB WT
1. PLACE OF DEAT 15Uz 2. USUAL RESIDENCE (Where decessed lived. IF institution: Residence before

VS 30 ['a a. COUNTY ». STATE 3b. COUNTY admission)
0 a issour? t.Llouis
Rev. 4/59 g 5. CUTY (I outside corporais limits, give TOWNSHIF only] | Lengih of stay in 15 <o Traide Limits
L L]
3 oW sy, Louis 10 days OWN  Oyerland vl No O
1 w c. ;UOLSL NAME OF {If NOT in hospital, give location} Inside Limits d. ST%ERET [If cutside, give location) Reside on Farm
Mog INSTITUTION Jewish Hosplta]_ Yes BK No [ 233“3 WOOdSOn Road Yes 01 No X
3. NAME OF DECEASED First Middle Lost 4. DATE Month Day Yaar
3 (Type or print} QF
y Thomas M. Kramer oEa June 11 1962
) 5. SEX 6. COLOR OR RACE 7. Married K Never Married ] 8. [?TE 07mr§ 9. AGE (lest birthday) I:M UNhDER IDYEAR ::UNDER 2A:IHR
idow Di ad nths ays ours n.
5 / I&J;ale VIhite Widowed [ ivarced (]
—_— T0a. USUAL OCCUPATION (Give kind of work done | 106, KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
6 ‘-é) durinc‘réi‘gorking life, aven if ratirad) Freigllt pitt Sb g penn U S A
ur 3 [] e eine
7 } g 13a. FATHER'S NAME T3k, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
" 12 George Kramer Kathryn Nilan Evelyn Bryant
/' " 15. WAS DECEASED EVER IN U.S. ARMED FORCES? l 17. INFORMANT Address
< ¢ r ) L @i v cdate i
9 w LA ML GO M) 6328 Evelyn Kramer2337 Woodson Rd.
o - 18. CAUSE OF DEATH (Enter only one cause per line for {s)_{b}, and (c). INTERVAL BETWEEN
10 < Z PART |. DEATH WAS CAUSED BY: . ONSET AND DEATH
- % w 2 IMMEDIATE CAUSE {5} Tueefia
o
O o
1 I u(.: 8] Conditions, If any, DUE TO (b)
% c » B which gave rise ta
e s, 49 B
‘] 3 == l"p'?nlsl:g “ue“l.rnl:l:: DUE TQ {¢)
z z PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TGO DEATH bu! not related to the ferminal PART 11l. If decessed was female  was
O
é g iseate ition given in PART .l {a there & pregnancy in last 90 days.
UE’ § FM‘M -UA \_——H‘ M I—D Tes | O Ne I O Unknown
g £ | 75T WaS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Eter ndlure of injury in PART 1 or PART I of item £8.)
5 = PERFORMED? m] o a
2 u YESH] NOe 3
-— .
z |5 & | <. TIME OF  Heuf  Manth, Day, Year
= INJURY a.m.
v g < Q p.m. ‘
Z o 20d. INJURY OCCURRED Z0c. PLACE OF INJURY (s.9., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
a WHILE AT WORK [ farm, factory, street, office bidg., etc.)
L4 NOT WHILE AT WORK [
U o =] -
s o g é 21. 1 attended the deceasad from 5 / J' - 6 — to. ( - I/' 6\ and lost saw malive on ‘ -- I’ - ('L.
a ; ol Death occurrad at ; p | ol 7/) m on the date stated above, and to the best of my knowledge, from the cauiey stated.
[T7] , jr|
g 'g._“ 8 5 22a. SIGNATIRE [Deg e} 2 fnnniiﬁ_ 22c. DATE SIGNED
r & = / Mw U[,-ﬁ,/hw ¢6—172 -{1_
Z 23a. BURIAL, C 23b ATE 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or ‘county) (State)
1 OVAL
g % | Removal 6/14/ 1962 National Cemetery Jefferson Barracks,Mo
= < || “24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. ISTRAR'S SIGRATURE
it nre .
= z|collier's Funeral Home , St.Ann,Mo| JUN 12 107 4] /1D, |




[ ol

STATEMENT BY LICENSED EMBALMER

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

. or by. i i Student Embalmer No.

. working under my personal supervision. QLJ W __._ !
Student_.__ Slgned 2; 4—(—6 ) {
' |

1

. |

. : |

Signature of Student Embalmer
Licensed Embalmer No &[‘7% (
P. O Address // /40—(,(/:1—'—-»«4/ }L((j .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constlfutes grounds for revocation of Ilcense)
~iTe cxHf embalmed by.a STUDENT, he-atso shall-sign in his OWN handwriting.; ' 7"~ -
If this body is not embalmed, fact should be so stated above. - ' -

Q (I T e el






