o300 ﬁ[ED MAY 28 1949 THE DIVISION OF HEALTH OF MISSOURI st
. Q.
o - STANDARD CERTIFICATE OF DEATH stae Fiene. 1O
BIRTH NO._________ _ REG. DIST. MO, ;_L?_ PRIMARY REG. DIST. noj_Q_éA. Reistrar's No: g . ‘{?
1. PLACE OF DEATH 2. USUAL RESIDENCE (Wbert detossed llved. 1If ioatitgtion: residence benm‘
. COUNT . STATEsr s N o ndinission) !
74 LN st. Louis * STATEMY ssourd b CONTYSt., Louis"Zz,
{ b. CcI)EY (If outclde corpurate Limita, write RURAL nnd cive & AL;.NGTH of || e cnc;r;r (1f outelds porporate Lmits, write RURAL atd glve tawnship) :f/ d
woaship) (in this place)! .
?L A TOWN Kirkwood YAl Town Stegsdanshs Kirkwood 27 7
W K d. FULL NAME OF (11 sot ia hosolial or it 2. sive siroot addrems or locatian) d. STREET. 1 rural, give bocatlon) ’ \-::;,
8 iwstiTution 1130 N. Geyer Rd. 30 N. Geyer RAd. Py
2 3 NAME OF o (Firs) b, (Middle c. (Last) s DATE mtn . (Dey)  (Yeu)
e (Type or Print} Mary Schweikert DEATH |./ 5/L9
ﬁ 5. SEX 6. COLOR OR RACE | 7. an%’ﬂ%% rle‘\l'gRC%sRmED 9. DATE OF BIRTH | 9. AGE o yencs] 1F troen :Drm " UORR 3 HES,
[ . {Bpecity’ t, ¥, on mys | Hours [ Min.
% || Female/ White Divorce ﬁ Jan. 3, 1872 i f |
§ 10a. USUAL OCCUPATION (Gitve kindof sork | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or forslsn country) 12, CITIZEN OF WHAT
o doowd oot of workiag life, swen if retired) DUSTRY . . . 0 RY?
A ome -~ S+. Louls, Missouri
- < 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Q Peter Motz Unknown Chris
iz ([ 15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY 17 INFOR I!ENT' ﬁrw GNATURE OR NAME ADDRESS
" Q\T or unknowa) l (I yes, l'i“ war or dates of sorvice) NGO, Ee anne e wlin
;i'x' - 130 N, Gever Rd.--Kirkwood, Mo,
18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
B [l Enter only onecswseper | 1. DISEASE OR CONDITION _ . %ﬂ' AND DEAT
Z I \imefor 2, (b, and (¢ | DYRECTLY LEADINGTO DEATH" 1) a._,, Car o S / &awa %
E *This does ot mean | ANTECEDENT CAUSES ouE 0 _
{he mode of dying, such | Morbid conditions, if any, gioi - —
3 as heart failure, asthenia, rise o Wm’;b:’::gﬂ-:]f‘;ﬂg Sg&hgg . - . I a, '4 r\.
& de. It meams the dis. | the underlying cause last.
o caze, injury, or complice- DUE 70 (2
> || tion whick caused death. | 11. OTHER SIGNIFICANT CONDITIONS
= Conditions contributing to the death bul not .
E related to the disease or condition cousing desth. ! W _
[z (| 192! DATE OF OP_F%}‘- 150, MAJOR FINDINGS OF OPERATION { ] 20. AUTOPSY?
2l ‘ | 4 s O o7
o |21 Accipent (Bpeeify) 21b. PLACE OF INJURY (a.g..Inorabom | 2Ic. (CITY, TOWN. OR TOWNSHIP) ~ (COUNTY} . (STATE}
b SUICIDE koms, farm. factory, street, office blds..e%a.)
7z HOMICIDE ,
g 219, TIME (Month) (Day} (Tear) (Houn | 2le. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
WHILEAT NOT WHILE
J. INJURY WORK AT WORK
:,;' 22. I hereby certify that I atiended .thc deceased from _L-\._L_, 18 ) Lo __...f_"_{.:'__._, 19% %, that T last saw the deceased
'::‘ alive on _ﬁ:&_ﬂw 19__? and that death occurred ayQ. m., from the causes and on the date staled above.
= || 23a. SIGNATU (Degree or title) | 23b. ADDRESS - I 3. DATE s:sm:n
Q‘ ] o
) % ka{ ),./;D' /] A Gromst Za </ &/ o
E Zha, BH ER MI 3\1'. CREMA- | 24b. DATE 24:. NAME OF CEMETERY OR CREMATORY . | 24d. LOCATION (City, town, or county) (5tate)
Specity) - K .
g BEvrIal "l /8/19 . Pauls Churchyard |St. Louis Co.-Missouri
DATE REC'D BY LOCIéL REGISTRAR'S S|GNA 25 run:n.u. [-1] W: S SIGNATURE ‘ADDRESS
. ‘é! é 7
KH-S-¢9 ™ ZZ:""‘( 363l Gravois

(Liphsed Wutcmznt on Reverse Side)
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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, 0T B¥ammvecoeceanne

Student Eabulmer No.

SW% W/

Licetised Embaimer No
P. O. Ad drﬂ M )’C.a.‘

working under my personal supervision.

Student ceeonnnsn tasssesssasaanRasnasaanann
Student Embalmer

-~ -

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR]TH‘}G (Fa:!ure to comply with
the above constitutes grounds for revocation of license.)

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




