THE DIVISION OF HEALTH .OF MISSOURI
8- .30 FIED JAN 10 1959 STANDARD CiEéTIFICATE OF DEAH{DY()B s Fe o 20O

f
! BIRTH NO. e REG. DIST. NO. _— "-  PRIMAAY REG. DIST. NO. R,,,,,,,,,N,:ﬂ 1P(}?
1. PLACE OF DEATH ) 2. USUAL RESIDENCE (Whers decoased lived. If lostitutlen; pesidence befors
a, COUNTY a. STATE M/J-J'auk/ b, COUNTY 41 2 3/’_?:";1-5“).
0 b. C[TY (M outeide corpuraie limits, wrlln RUMLM:G::.M X &I'ALYE?::;L}:- ,EF, €. Cng (If outslds eorporsts limits, write RURAL and give uw:n-:!ni 1
TOWNST LoU (S M “'z@w ST _tousS o
. FULL NAME OF (If oot in bosplial or Inatisution, give street add or loeation) (If roral. give location)
| RS PARK ZANE. Haspizal > /748 Se J% ST
S Rt o b- (Mladl®h o (Last) |i DATE  (Mauth) (Dsy) (Yew)
,m,,m,/m JHERINE STRICKER | oSm peEC. 17 1957

6. COLOR OR RACE | 7. mﬁm%g. gﬁg&gn&h 8. DATE OF BIRTH CY hJl\.E;E e ro;n " oo -mm" ¥ ot u
thMA/e WHITE | MARRIES T |FER. ¢ /877 f |
10a. usi.l;;l; O&lchATm (Obvekiad ofwock 10b. KIND OF BUSINESS OR'IN- | 11, BIRTHPLACE (State or forsign onmtnr) ' 12, cgm%r\t'?rwun
VSE W/IF® AT Heme AU.ST/‘?/ALI’//UNGARY
13a. FATHER'S NAME ) 13b.. MOTHER®S MAIDEN NAME 14! NAME OF HUSBAND O
JACP BARTC | ONKNIWAN FRANK STRICKER
E. WAS D‘Ei:ast-:;) E‘:ER m‘i u.s.ARMdED l:?RCES‘: 16. SOCIAL sacuarrc;f 7. INFORMANT'S 5|GNATURE OR NAME ADDRESS
-8, DO, Or wh, , EIY9 WAr OT ‘ten m v

| otr=e | FRANK STRICKER /71«9 5. JE4
18, CAUSE OF DEATH MEDICAL CERTIFICATION lg@hm
- Enter only oneanizss per 'b?&%%ﬁ?r?g%%gAm-m Hypostatic pneuronia. :

line for (8), (b), and (c)
“This does mot mean | ANTECEDENT CAUSES

the mode of dying, much | Aorbid conditions, if any, giving DUE TO () Myocarditi Sp Chronic
a1 heart falture, asthenda, | . tise o the above couse (a) mhw

de. It means the diy. | he underlying cause last. g ‘ T
case, nfury, or compli DUE TO (c) )
tion tohich eaused deagh. | 11. OTHER SIGNIFICANT CONDITIONS

Conditions contribuling to the death but not
related to the diseare or condition causing death.

19a. DATE OF OP%I%AB; 19b. MAJOR FINDINGS OF OPERATION . L. | 20. AUTOPSY?
No s urgery, : ’ ves ] wo B
21a. ACCIDENT {Bpecity} 21b. PLACE OF INSURY (ex.. Inorabons | 2tc. {CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE . bome, farm, {setory. strest, office bldg., en.) .- . .
HOMICIDE N
214. TIME (Month) (Day) (Year) (Hour) 2ts. INJURY OCCURRED

21f. HOW DID [NJURY OCCURT £
INURY . M’ ‘,A./'

- - t

2. I hereby certify that I atiended the deceased from 12-9-51 , 18 , o 12-17-51 ., 19 , that I last saio the deceased
alive on __12=17=51  19____, and that death occurred at _8:00 pm., from the causes and on the date stated above.

23a. SIG E 23b. ADDRESS 1930 Lindell Blvd. 23:. DATE SIGNED

/’%M i , St. Iouis 8, Mo. 12-17-51.

2a, BURIAL, CREMA- | 24, DA ) ERY on ATORY 24d. LOCATION (Oity, town, of county) (5tate)

Y, P ST /-dw.: e

WHILE AT NOT WHILE
WORK AT WORK

¢ /8 £ AV~

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

(Ticensed Embalmer's Statement on Reverse Side)

DA]EEECC'EB;I’_%C%L W : h425 FUIZAL DIRECYOI 8 :IGﬂATURE 45




-y

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 Embalmer No.

................ vsss Signed

ll..&" Em; I
Student Embaimer - Licensed Embalmer No y 3 “ 7

P. O. Address &P{Q C:

working under my personal supervision.

Student ,aeanss

. +Note: ‘The sbovwe MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to cowply with
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be 50 stated above.




