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out

%‘,’.,Nrﬁl's";ﬁ? AMENDED G.....Pr.lmafv Reomr_anon District l}(.)(_)g ________ Registrar's Now coeeeeee .- B
M=
1. PLACE OF DEATH 2, UsuaL RESiDENCE‘(Wheru deceased lived. If institution: Residence before
VS 300 o a. COUNTY o. STATE MTSSOURT b- €OUNTY edmission)
Rev. 4/59 % b. cg;r {If_outside corporate limits, give TOWNSHIP anly) Length of stay in 1b €. COIT!Y Inside Limits
%‘ own ST. LOUIS MISSCURI 39 Days 1own ST, LOULS Yo [ No OO
1 4" €. ;%épﬂ»}TEogF {If NOT in hospital, give tocation) Inside Limits d.:;REET (if cutside, give location) Reside on Farm
2 g Q tE stTution. VET ADM HOSPITAL Yool No 3 1726 FRANKLIN Yo O Mo X
Y I3 3. NAME OF DECEASED irs dle st 4. DATE Maonth Day Yaar
3 ap (Type ar print] BENJAMIN ““if VENINGA oy OCTOBER 30 1962
4 2] 5. SEX 6. COLOR OR RACE 7. Married #8  Never Married [] [8. DATE OF BIRTH | 9- AGE (last birthday) ] IF UNDER 1 YEAR ['IF UNDER 24 HE
5 ; MALE ,WHITE Widowed [ Divorced ] 8_29-92 70 Months Days Hours Min.
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY{ 11. BIRTHPLACE (City and state or eountry) | 12. CITIZEN OF WHAT COUNTRY
& [7¢) durm most of wi life, aven if reip) - _
2 MATNEENANGE Tk DEPT ST Lowis| sr. LOULS, MISSOURI USA
7 0 9 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
ad
Q HERMAN VENINGA ANNA MAU LEONA VENINGA
8 ! |» 15, WAS DECEASED EVER IN U.S. ARMED FORCES? 17, INFORMANT 2R TANSHURY
< Yes, no, ki If ive war or dates of servic -
9 " s i 7 EARLINE KNACKSTEDT ST. LOUIS MISSCGURI
| % E 18. CAUSE OF DEATH (Enter anIyAgnE;GgEBgBeYr line for (a), (b), and (¢} I(E,JPEEIEP;LN[B)ETD\Q’.E%I‘:
10 5 PART |. DEATH W s y
ale sl | wosconnre cause o ACUTE MYOCARDIAL INFARCTION
1 o° 2
_— o
12 o é a Conditions, i any, ) DUE 10 (&)
g 2— ‘! P ich gave rise to
E4 % above cavse {a), 6‘ 02 /
13 E = stating tha under- ﬁ
lying cause last. DUE TO (e}
% Zz PART [1I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQO DEATH but not related to the terminal PART H). If deceased was female was
3 3 g disease condition given in PART | (a) there a pregnancy in last 90 days.
g § I O Yeas ] O Ne l O Unknown
E .u__- 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b, DESCRIBE HOW INJURY QOCCURRED. (Enter nature of injury in PART | or FART |l of ltem 18.)
3 & PEREDRMED? w] (] a
g v vEsX1 No O
z |2 | 70cTIME OF  Hour  Month, Day, Year
5 o INJURY a.m.
~ g g P.m.
E &0 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g.. in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
o WHILE AT WORK [J farm, factory, street, office bidg., etc.)
5 NO‘TI\RIHILE AT WORK []
& | (Q i =21-62 10=-30-62 =30-5
5 o g é 21. £ anended the decessed from 7 ta E) and last “w-m. alive on 20-2 <
e ; o De, red s ? H 30 PM m on the dalte stated abave, and to the bast of my knowledge, from the causes stated.
w = v .
g w 8 5 724 516 ~ (Degree or tifle) HRNJAFMIN AR A& SADDRESS 22¢. DATE SIGNED
> | |15 - — ) M.D. | VAH, ST. LOUIS, MISS)URI il v
E 23a2. B AL, CREMATION, | 23b. DATE 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Srdte)
, o o MOVAL (Specify)
2 £ MoV 3, /262 \WaTIoNAL PEM FER SO BARRACKS po.
= < ERAL DIRECTOR ADDEESS 25. DATE RECO. BY LOCAL REG. | 6. (REGISTRAR'S SIGHATURE
Iy P 2 ' =
= o [ ] N 0 v ]. 19




STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No,<2___

working under my personal supervision. f/ﬂ%&
Student Signed T //

Signature of Student Embalmer

Badae . . . . Ii;ensed Embayo ‘
TTPo. Address, ﬂ/w Ctmm—m /f- %
T, P ' oo o

Nofe: The above MUST BE SIGNED 'BY THE LICENSED EMBALMER 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.
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