Mo . 300
10.402

THE DIVISION OF HEALTH OF MISSOURI

ALED OCT 7 1949  STANDARD CERTIFICATE OF DEATH State Fie No.ovt 51’74’7
BIRTH NO. éa S82o -'44 REG. DIST. NO. 318 PRIMARY REG. DIST. 1003 Rtgu!rdr.rNo Q_ .
1. PLACE OF DEATH ~ 2. USUAL RESIDENCE (Whers decoased lived. *1f iastitution: resilenos’ befors
a. COUNTY - a, STATE . - b, COUNTY .&'idiniﬂ!on].
. MISSonvr] 24
b, CITY (1! outaide corpurate limits, wHts RURAL and give ¢. LENGTH OF ¢. CITY (1f oouide corporats limita, write RURAL and cive township) y /
. tuwnnhlp) STAY (in this pluce) . R . ; .
TOWN I han, TOWN SA ’Yl'J’ LLouvyrs d’
d. FULL NAME OF (If not in hoapizal or inatisution, give strest address or locstion) d. STREET (K rural, give location) .
HOSPITAL OR / ADDRESS
INSTITUTION S+, John's Hosoital q 193 8  Swiy T
3, lg‘EﬁéhéE oF a. (FITS) b. (Middle) — 2. (Last) a. DATE )  (Da)  (Yean
(Typeor Print) = Lnfant - Fehl DEATH SePlember Qié 1949
5. SEX l /s.fcor_oR OR RACE [ 7. mna%meo NE’EECMARR]ED f 8. DATE OF BIRTH 9. l:?mm?n ; owen 1 1o 4 W
(Bpecify OB Duys | Hours | 3in.
- ; eL6” beplembe v 22,19 A 3.
102. USUAL OCCUPATION (Glvekindof work | 10b, KIND OF BUSINESS OR TN~ | 1. BIRTHPLACE (State or farelzs oo ovuntrz) 12, CITIZEN OF WHAT
done during moat of working 1tfs, even it retired) DUSTRY / COUNTRY?
aint Lovis Missous,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME {4. NAME OF HUSBAND OR WIFE
My 1. avyy  Fehl Bernice Krallmann
15, WAS DECEASED EVER IN U.S. ARMED FORCES? [ 16. SOCIAL SECURITY | T7. INFORMANT' 5 SIGNATURE OR NAME ADDRESS

{Yes. 0o, or cnknown} I (1{ yes, give war or daise of scrvice)

Mr. Larry Fehl - 1938 Switzer Ave.

line for {a}, (b), and (c)

+This does mot mean | ANTECEDENT CAUSES 0 e ![ Q )
the mode of dying, such | Morbig conditions, if any, giring DUE TO (8}
8 beort failure, asthendn, | T8¢ io the above couse (o) daling D P
e, It memns the dig- | he tnderlying cause tast.

ease, infury, or complice- . DUE TO (¢)

tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing fo the death bul not
redated to the disease or condition causing death.

18. CAUSE OF DEATH DICAL CERTIFICATION . lg;ggﬁgm
z 1. DISEASE OR CONDITION - - - .
.Enteronly onecausper | 1, bl T, Sl DEATH® (s MIW ? ,Qj:c,_b_;_/q

19a. DATE OF OPERA. | 195, MAJOR FINDINGS OF OPERATION ' 20. AUTOPSY?
TION
LT . YES [:l ) D
21a. ACCIDENT (Bpecify) 21b. PLACE OF INJURY ta..Inorabaut | 2lc. (CITY. TOWN, OR TOWNSHIP) (COUNTY) ST,
SUICIDE boms, farm, hct.orv street, office bldg.,et0.} -
HOMICIDE - - L .
21a. TIME (Month) (Day) (Year) (Hous) | 2le. INJURY OCCURRED |{ 21f. HOW DID INJURY OCCUR? ; T,
- WHILEAT[—} NOT WHILE ] . - & @
INJURY m- | “work AT WORK - 7 7 v
L ~ — 23"
2. I kereby certify that I atlended the deceased from _7__124&._, 19#, o _;_%_, IQﬁ that I last saw the deceased
alive on .?_"..2-_5.‘._, 19.&‘_2 and tha! death occurred at 2. 36A m., frot the catises and on the date staled above.
Zia. SIGNATURE (Degree ortitl)) | Z3b. ADDRESS 3 Cf ' 23c. DATE SIGNED
jJJwJ_,u M 3‘1")’\(‘.’), O cf/lg_/;{rf'
24n. BURIAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Ofty, town, or county) -  -(5fate)-
TION, REMOVAL Goeetty) | 40 i . 1 . .
Raard &1 9-24-49, Calvary Cemetery. S5t. Louls, Missouri,

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

DATE REC'D 8Y LOCAL

SEp 23 1845

REGISTRAB SIG, URE .3‘ FUMERAL DIRECTOR"S SIGNATURE 'ﬁbbﬂE‘SS
M iath Hermann & Son,Inc.2161 E.Fair

+ {licensed Embalfmer’s Statement on Reverse Side)




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 __

____________ - . s Student Embalmer No.

working under my personal supervision. ) o %Z /%
Student seseemsscsnsanaans asesesasamnannans Signed 3 ', '/ (

£~
Student Embaimer

Licensed Embalmer, o ‘7
P. Q. Address <. y h.

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

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




