MISSOURI DIVISION OF HEALTH -- STANDARD CERTIFICATE OF DEATH -62-040431

DEPARTMENT OF PUBLIC HEALTHM AMND WELFARE

Reaistration Distri 3.1.81:' Registration Distri 1 atrars N 9634 STATE FILE NUMBER
DO NOT WRITE AMENDED egistration District Now oo =L Primary Registration District No. 3___&.,9.,"“ s NOw e &

ON THIS STUB — FH 00T T 500
1. PLACE OF DEATH 4d TJUa 2. USUAL RESIDENCE (Where decessed lived. |f institution: Residence befora
V5 300 [a) a. COUNTY a. STATE M b. COUNTY admission)
w ®
Rev. 4/59 2 b. CITY (I¥ oufside corporate limits, give TOWNSHIP only) Length of stay in 16 e ey - Trside Limits
w . . z
s own 5t, Louis | 13yr.43dayf tw St. Louis Yes O Ne D)
1 < ¢. FULL NAME OF [If NOT in hospital, give location} inside Limits d. STREET (If cutside, give location) Reside on Farm
— E HOSPITAL OR i . ADDRESS
2 o?. 23 g‘ INSTITUTION Chron‘;c Hospltal Yes [ No[J 2811 St. m‘incent Yes 3 No 1
3 3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Year
(Type or print) . OF
" Mary Elizabeth ~ Kunkel. DEATH 10 6 62
! 5. SEX 6. COLOR OR RACE 7. Married [0 Never Married (J. 8. DATE OF BIRTH | §- AGE (last birthday} | IF UNhDER 'DYEAR I: UNDER 24 HR
x Widowed @K Divorced [, ; } Months L] l ours Min.
5z Female White 21 3/26./187 89
————— 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIPTHPLACE [Cl'ly and stete or country) | 12. CITIZEN OF WHAT COUNTRY
& A1 during most of warking life, even if retired) PR
S= Housewife Home . ‘Germany s A
7 J. 9 13a. FATHER'S NAME 13b. MOTHER'S MA‘DEN NAME il . . 14. NAME OF HUSBAND OR WIFE
=2 o 3,
Q Lenhardt Kunkel ! Mary  Kunkel T Andrew Kunkel
8 2. W) 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14. SOCIAL SECURITY. NG, T[-17: "|NFORMANT Address
< (Yes, no, or unknown}| [If yes, give war or dates of service} T .
9 w o Oscar Kunkel 4920 Verguene
o — 18. CAUSE OF DEATH (Enter only ane cause per line for {a}, (b}, and {c). INTERVAL BETWEEN
10 < z PART |. DEATH WAS CAUSED BY: . ONSET AND DEATH
a o g IMMEDIATE CAUSE (s} M 7, M
O
i B 2 8 p / ¢
27Co=E| || g o) oweow arell  PAc/Acleses
vl |
_'_E 2 abcvye cause (a), /
13 == stating the under- 03
lying cause [ast. DUE TO (¢)
% z PART 1. GTHER SIGNIFICANT CONDITIONS CONTRIBUTING 10 DEATH but not refated fo the tferminal PART I 1T decessed was,_ fomale  was
7 i: = disease condition given in PART | {a} there a pregnancy In last 90 days.
UE) (.j | [d Yes | m'/No ] {J Unknown
;’ E 1. WASOARII{;I'&)P,SY 20a. ACCBENT SUI%DE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in PART I or PART bl of item 18.)
PERF ?
g 3] YES [ NQ&T
- +
4 us.r 5 20c, TIME OF Houl Month, Day, Year
oIk 3 INJURY  am.
b4 w p.m.
-] =
Z [ 20d. INJURY QCCURRED 20e, PLACE OF INJURY (e.9., in or sbaut home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
o WHILE AT WCRK [J farm, factory, street, office bidg., etc.}
5 NOT WHILE AT WORK ] K 5
o o a] '\
S O g é 21. | attended the d d from. 8/2 5/""’9 to 10‘/6/62 and last saw :IE,:‘ alive on. 10/6/62
: ; 9: Death occurred af. 9 . L"S AM m on the date stated sbave, and to the best of my knowledge, from the causes stated,
g g: 8 5 723, SIGNAT (Dagres gor title) 22b. D[LRFS 22c. DATE}GNED
> | & = ! OZ-«A , md. o0 10/¢/62
- < 23a. BERIALAER(SMA];I) ¢ | 23b. DATE 230 NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State}
O [=] REMOV pecify B
z = Burial Oct 9 &2 Calvary EBR _ St, Louis Mo. :
= < 24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.
ri}
= x E.J.Schnur 3125 Lafayette !




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.

Signature of Student Embalmer
Licensed Embalmer No Z/O /’/7’

B ' o . . P.O. Address Y/, J’ﬁa

Note: The above MUST “BE SIGNED BY THE LICENSED EMEZL*AER in his OWN HANDWRITING. (Failure to comply
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.




