THE DIVISION OF HEALTH OF MISSOURI

.$. Mo, 300 STA T 28034
e ‘ ALED AUG 27 1949 NDARD CERTIFICATE OF DEATH  State Fite Ne SO
'BIRTH NO. REG. DIST. NO: _3_-1-_8?“!”!‘( REG. DIST. N0, /Reaiﬁrar’: NOursseinrmsnisssssisessenssarrssns voon
1, PLACE OF DEATH i 2. USUAL RESIDENCE (Whare decossed lived. If ioatituticn: residence befor
a. COUNTY - a. STATE b. COUNTY . ddmi.-iom
Missouri 25
b. CITY (1! outcide corpurats limits, write RURAL snd give c. LENGTH OF ¢, CITY {if outida corporate limita, write RURAL and give townahiny | 7
OR townahip) | STAY (in thia place) OR . A
TOWN St .Iouis TOWN  St,louis &g
d. FULL NAME OF (If not in bospital of institution, give strect addrems or location) d. R| (If rars!l, give location) 1
NSHTOTION 4712 Arsenal St o
4712 Arsenal St ‘
3. NAME OF . (First b. (Middie . (Last
D &% a. (First) ( ) (Last} 4. DATE (Month)  (Day}) (Year)
{Twpe or Prini) lde Feldmann DEATH  8-29-1949
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, [ 8. DATE OF BIRTH " #71 9. AGE (1o years| IF UNMR | TEAR | ¥ W 3 nis.
WIDOWED, DIVORCED (Specify) last birthdsy)} | Months ' Days | Hours | Min,
Y WVidow "’7/ 2~-06=1861 as ,
108, USUAL OCCUPATION (Givekind of work | [0b. KIND QF BUSINESS OR IN. | 11. BIRTHPLACE (Stats ot forelgn sountry) . 12, CITIZEN OF WHAT
done during mest of working Life, aven if retired} DUSTRY COUNTRY?

At Home abalicha Missouri ) U.S.4, )
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, MAME OF HUSBAND OR WIFE
_Chyrigtian Ploesar Elfisshath Inft w
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes, 0o, 6r unknown) | (If yes. xive war or dates of service) NO. .

Na Olerca /Cizde ¢ 4728 brsenal St

18. CAUSE OF DEATH MEDICAL CERTIFICATION y INTERVAL BETWEEN
| Enter only onecausper | I DISEASE OR CONDITION M ONSET AND DEATH
Jine for (a), (b), and () | DIRECTLY LEADING TO DEATH® (5 M—(' £ =2 La,

. ANTECEDENT CAUSES —y . .
*This does not mean W z g
the mode of dying, such 5 C'&A a""" 7 Gl

Morbid conditions, if any, giving DUE TO (b)

S .|| ot heart faflure, asthenia, rise to the above cause (o) sfating:. ., _ . - ,__._a — )
de. 1t meons the dis the underlying cause lost. '-j-'-o % (_ 4
ease, infury, or complica- . - DI.IE-TO-Ec) w < Ht‘ A ‘9.4 I s —(h
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS : ’

. Conditions eontributing to the death but not
. related to the diseaze or condition causing death. R - . - -
19a. DATE OF OPERA- | 19u. MAJOR FINDINGS OF OPERATION P o 20, AUTOPSY?
ERA: 63 e

. e . : . : ves [ o [¥
21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (a.¢., Inorabont | 21¢. (CITY, TOWN, OR TOWNSHIP) . (COUNTY) c’:‘l(STATE)

SUICIDE homa, farm, factory, street, ofioe bldg., ete.) ) ) "

HOMICIDE . ) 3 a
21d. TIME {Month} (Day} (Year) (Hou.r)_

2ie. INJURY OCCURRED |{ 2If. HOW DID INJURY OCCUR? V%. 2 : X
WHILE AT NOT WHILE . .. " . M
tNJURY WORK AT WORK -~ - )‘j

z2. I hereby certify that I attended the deceased from Lé& —_waﬁ that I last B0 lhe deceaged

alive on M EL, and that deaﬂ} occurred at ., from the &iuses and on the date stated above.

|| 23a. SIG'N TURE" - ) Degree or title} | 23b. ADDRESS Ec ATESIGNED
o P 95‘ M“ R F25. S ’%”L&—u.d; /28/

BURIAL, CREMAS"| 24b. DATE | 24c. NAME OF CEMETERY OR CREMATORY - . | 24d. LOCATION (Oity, mwn.orwunty) T, (Btate)

[

2a,
TION, REMOVAL (Specity)

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

a'o:_sa'_
6409 Gravols Ave

Si GHATURE

DATE REC'D BY L.OCAL DIRECTOR™ 8

Alg 25




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.

working under my personal supervision.
' ' Signed /

- Student s..iaecisrarseanncnane Chamesvasaanes

Student Embaimer ‘é/ ‘
' lhed Embatmer No., /7 20 0 ‘

P. 0. Address ;.é_&wh ........

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

If this body is not embalmed, fact should be o stated above. =~ - . ‘ -




