. No.300
. 10.48

« BERTH NO.

YFILED APR 23 1949

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. 'j /7 PRIMARY REG. DIST. W.M Reg:;lrar;.ha..é Q..../

14430

State File No.

a. COUNTY

I. PLACE OF DEATH

St. louis Cownty

2. USUAL RESIDENCE (Where decessed Llived.
a. STATE msso‘n‘i b. COUNTY

If lastitation: residence befol

St. I.oufﬁ““"‘

-~

alive on ___#_-

2, l"hereby certify that T 'a‘tfenacd the deccased from _L_::_"’z 1997, to _L_,Z_ tw

14 1944 ? and ihat death occurred at

X_M 1., from the causes and on the dale sinted above,

ihat I last sats the deceaced

2. SIGNATURE

VA 2

4

(Degme or llr.le)

7@2/ s e

23c. DATE SIGNED

R

23b. ADDRESS

S oor J W&{Mu

6 b. CITY (U outeide corperata limita, writa RURAL and ‘hn.nh . §T ALYENGTH OF c. Clg;{ (If outeide corporate limits, write BURAL a2 give townshin) /‘F
in this place)
A o Baden Station “w* tosbieptacolll 3 GWN Balen Station /"4
g) d. FR&SLPVT"AABI‘_EOORF (If not ia boepital or institution, give atrest addpass or locatlon) d. A%rDRREgS (If rursl, give loeation)
o instiTorion  Bellefontaine RA. /Re Re # il Bellefontaine Rd. Re R # "II.
E 3DNEACPEJE\50EFD a. (Flrst) 3 b. (Middle) c. (Last) 1 4. DATE (Month) (Day) (Ym)/
= ( Type or Print) acob Je Frey peAi  March 15, 1949
= 5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE {In years| & moER 1 TEAR | & DeER M KES.
2 @ WIDOWED, DwoRCED}smu,) laat birthday) |Months| Daye | Hours | bMia.,
g N M=ale White Married February 12,1890 59 , ‘
] ! 10a. USUAL OCCUPATION (Giivekind of work | 10b, KIND OF Busmf.ss OR IN- | 1. BIRTHPLACE (Stata of foreils sountry) 12. CITIZEN OF WHAT
g dona dyuring most of working lifs, evea if retired) STRY COUNTRY
Bl hasing . Missouri ade
P 13a. FATHER'S NAME . B 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
“ Jacob J. Frey Henrietta ILucille Frey
= I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 15. SOCIAL SECURITY | 17, INFORMANT'S SIGMATURE OR NAME ADDRESS
o {Yes.n0, orunknown} | (If yes, xive war or dates of service) NO. .
= No i1lle Froy R. R. # I Baden Statdo
| 18. CAUSE OF DEATH - MEDICAL CERTIFIGATION 7 lg;rég\rl.\‘].ugw‘riu
= . Enter only onecause per 1. DISEASE OR CONDITION R
Z 1l lie for (e, (b9, and ¢y | DIRECTLY LEADING TO DEATH(5) @l--:,é,,__.i C Mwﬁfrﬂ-‘yu, M o s
g *T'his doey nol mean ANTECEDENT CAUSES : Z 3 3 /X
the mode of dying, such | Morbid conditions, if any, giving DUE TO (b) T T N s
- -’3- -an Bedrt failure, asthenda;” |~ -rise o the abore cause (a) stating - ': T v : A
& de. It means the dis- | fRE underlying cause last. Lx if;}
| o eaxe, injury, or complica- DUE TO (c)- . l -
I P tion which couaed death. | 11, OTHER SIGNIFICANT CONDITIONS 5
= Conditions contributing o the deaih bul not % =
9‘1 . related to the diaease or condition causing de R
™ 19a. DATE OF op_lg%Ahi 195. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
E - <L S . - - . ves [ no
" 21a. ACCIDENT {Bpecily} 21b. PLACEOF INJURY (es..inorabeut | 21c. (CITY, TOWN, OR TOWNSHIP) .+ (COUNTY) . (STATE)
. :L; algﬁ:glEDE boms, farm, fastory, strest, office bldy., ato.) :
g 21d. TIME (Month)  (Day) {(Yeas) (Houn 2le. INJURY QCCURRED | 21f. HOW DID INJURY OCCUR?
OF - - WHILEAT{™] NOT WHILE
J‘ IRJURY . WORK AT WORK
o
2
<.
o
&
]
g
=
k3

a, agg Mlg\hlcnzmlf 24b. DHTE 7ac. RAME OF CEMETERY OR CREMATORY | 24d. LOCATIgN (Clty; town, of county) =~ (State)
. {Bowcily} ' .
ial 7| 3=-18-49 Bellefontaine !Cemetery. St. Louisg, - Miasouri
DATE. . 25, FUNERAL DIRECTOR'S 5| ENATURE ADORESS

Math. Hermmn & Son,Inc. 2161 B. Fair Av

en Reverse Side)




b |

re7

STATEMENT BY LICENSED EMBALMER

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

....... f ' Studcnt Ennlnr No.

ot/ %cw 2, %ﬁ—”
Signad.c.encnas TR I L Gicensed Embatmer No jfj¢ B
P. 0. Addresaﬁz/é/ C{ ’/Zdaz/l&x

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failun to comply with
the above constitutes grounds for revocation of license.)

If chis body is not,embalmed, fact should be so stated above. ° -




