. Mo, 300
, 10.48

WRITE PLAINLY—USING UNFADING BLACK INKE—MAKE A PERMANENT RECORD%

THE DIVISION OF HEALTH OF MISSOURI :
FILED SEP 9 1949 STANDARD CERTIFICATE OF DEATH State Fite No... ‘37 254
BI.R.TH RO, /cz fd ) REG. DIST. NO. _Lé_gLPRHIARY REG. DIST. m.d.sf_Zé. Rtﬂutmr:Nn & ?
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoassd lived. If lustitntion: resilenca befors
o UMY yefferson & STATE  missouri = UMY sy i

b. CITY (I outedde corporate limits, write RURAL and give ¢c. LENGTH OF c. CITY (It outslde sorporats limits, write RURAL

OR p) | STAY (in whie place) OR .
TOW__DoSota hal- Lol oW De Sotas

£0

d. FéIJéSLPPTAANI‘_EOORF {If oot in hoepital or lostitution, give -l.raot)dﬂru- or looation) dASf;rDRREEErSS (1f rursl, give locatlon) ’ 7
INSTITUTION Q//-H, ﬂﬁj s _.?/hpﬂ_ﬁ Star Route West iy
3. gE%héEAS%’B a. (First) b. (Middle}) c. (Last) 4, DATE (Month)  (Dsy)’ (Yedr) [)
(Typeor Print) Prpéd / ___Preusser DEATH 3 /999
5. SEX 6. CGLOR OR RACE | 7. MARRIED. NEVER MARRIED, | 8, DATE OF BIRTH 5. AGE (n yasrs| IF UNDER 1 YEAR/| T UNDER 1 HES,
/ X WIDOWED, DIVORCED ;plnﬂv) ' laat gn.hdn) M.,.u..’ Dise | Hour | Min,
Malel White Married July 2,1880
10a. USUAL OCCUPATION (Givekiad of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State ar tareign sountre) 12, CITIZEN OF WHAT
dona during most of working 1ifs, even if retired} . ! UNTRY?
Retired Retired St. Louis, Mo. / SN
13a. FATHER'S NAME 13b, MOTHER"S MAIDEN NAME 14. NAME OF“MUSBAND OR W|FE
Henry Preusser | Minnie Orth Edith
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 5 SIGNATURE OR NAME  ADDRESS
&8, BO, OF UNknown! (If you, wive war or dates of service)
No 1,.98-16-11%9 Edith Preusser,De Sota, Mo.
18. CAUSE OF DEATH MEDICAL CERTIFICATION LNTERVAL BETWEEN

*This does not mean
the mode of dying, such | Aorbid conditions, if any, giring DUE TO (b)

a# heart fellure, axthenta, | Tite (o the above cause (a) sating - -
ete. It meana the dis- the underlying cause last.

~ ONSET AND DEATH
 Enter only onecsuseper | 1. DISEASE OR CONDITION » ,
e for (5), (by, and (e | PIRECTLY LEADING TO DEATH® 4 - a'% —Lﬁm N
ANTECEDENT CAUSES ’

care, infury, or complice- DUE TO (c)
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS
Chnditions contributing to the dealh but not - I 5 3
related lo the disease or condition causing death. : . d
19a. DATE OF QPERA- | 190. MAJOR FINDINGS OF CPERATION . 20. AUTOPSY?
TION ;
. _ ves (1 wo Y
21a. ACCIDENT {Bpecity) 21b. PLACEOF INJURY (s.g..inorabout | 2Ic. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, farm, {astory, street, ofce bldg.,wta.)
HOMICIDE
2id. TIME . {Month)  (Day} (Year) {(Hour 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
v : ) WHILE AT NOT WHILE
INJURY . | WORK AT WORK N

2. 1 hereby certify that, I atlended the deceased from % 18 , lo M}. 19_,(’_(? that I lasl saw the deceased
alive on , 1849, and that \death, occlirred at _L_,Pm from the causes and on the date staled above.

]

s, SIGNATURE” \\ or title) Izsb ADDRESS '23: DATE SIGNED
__EZLWM'ZM ‘-H Lol ;v | 93 -y7

24a. BURIAL, CREMA- | 24b, DATE 24c. NAME OF CEMETERY OR CREMATOR" 249. LOCATION (Ofty, town, or county) (Btate)

T A ™" Kent.7.19191Sunset Burial Park Cemn.,St.Louis County, Mo.

DATE REC'D BY LOCAL REGISTRAR'S SIGNATURE . /4_49 26. FUNERAL DIRECTOR'S S1GMATURE ‘ADDRESS

;@/ﬁf @w_’/c larizids - o Peskabtdts Ul o, 363l Gravois
' e

" (Licensed Embalmer's Statement on Reverse Side) A A RS




SEP 1 31449
e nywaN ¥ P
‘s 'ON 100IIQ YlEey 1914sIa

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

..... [ Student Embalimar Mo,

working under my personal supervision.

SEUAENt wvvvvarrnnnrsnnnes . . Signed M j )M/

Student Enbalmr |
ancn:ct%almer No.....0 3 9/ -4 7 ‘
P. O. Address_ 3.4 3 < étmw

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

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




