5. No.3d0

Y.

10.40

FILED JAN 14 1950 STHE DIVISION OF HEALTH OF MISSOURI

TANDARD C%IgIFICATE OF DEATH State File No .
"BIRTH NO. REG. DIST. NO. __— ~--  PRIMARY REG. DIST. mljg_‘ Rzgulrar:ani “’6
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers d lved, H Llasti idoncs] before
a. COUNTY a. STATE b. - COUNTY diniosion).
Missouri - :Kﬁ;ﬁ,
b. CITY (If outelde corpurats limits, write RURAL and give t. LENGTH OF ¢. CITY (1f outaide corporate limits, write RURAL and give township) {/ [ 4
township) 2 Yﬂn this plaes) R - ¢
TOWN  St. Louis / eafs’ll Town St, Louls
d. FH&SLPrTaAME OF (If not in hosplial or Indwlien cive streot address or loeation) isrREET {1t rural, give location) [ Y]
INSTITUTION 341 7a No, Florissant Ave, = 3417¢ No, Florissant Ave,
EIDNE‘ACNEIESOEFD a. {First) b. {Middle) c. {Last) 4 Dé}'g (Month}) {Day) (Yenr) ,
{ Tope or Print) Louise E, Bisping DEATH  Deac, 30 1949
5, SEX 6. COLOR OR RACE | 7. m[‘})%l;:lED. EIE\‘I’(%IB{CEBR;LED 8. DATE OF BIRTH 9.11.\'(55'&::‘;’““ IF UNDER 1 YEAR | O UKDER @1 WEs,
\ (Bbeciiy} t ) jMonths| Days | Hours | Min,
Femalejf White rried Feb. 15 1890 59 | |
10a. USUAL OCCUPATION (Ghekindof work | 10b, KIND OF BUSINESS OR IN- [ 11. BIRTHPLACE (&tats of forelgn sountry) 12. CITEZEN OF WHAT
dones dyring wioe 'of working life, aves if retired} N DUSTRY COUNTRY?
Inapector Meat Packing Frona, Missouri () U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME 'OF HUSBAND OR WIFE
Emil Pfau ¥m. Bisping
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURRF{;( 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
Y or aunknown) | (If yes, cive war or dates olnn'ln-)
e} | o 1493<20-7929 " | Mr, Vm, Bisping, 3417a No. Florissant Ave.
18. CAUSE OF DEATH MEDICAL CERTIFICATION Igggghﬂmm
| Enter only onecause per | |. DISEASE OR CONDITION DEATH
line for (s), (b, and (¢) | DIRECTLY LEADING TO DEATH* (o) il ansy [ W;‘-"—“-—- 7 ,‘_?
*This does nol mean ANTECEDENT CALUSES &w ( zz , ;
the mode of dying, such | Morbid conditiona, if any, giring DUE TO (b) : e,
as heart failure, asthenia, | rize fo the above cause (o} stating {
ee. It memns the dis- the underlying cause last,
ease, injury, or compli DUE TO (g}
tion which coused death. { 11, OTHER SIGNIFICANT CONDITIONS
Chnditions contributing £o the death but ot -
. releted do the disease or condition causing death.
19a. DATE OF OPERA- | 19D, MAJOR Fl NGS OF OPERATION 20. AUTOPSY?
TION
W - Yes D ) m

2ia. ACCIDENT (Bpecity) Zlb. PLACEOF INJURY {a.¢..in orabout [’ztc. (©ITY, Town, dr TOWNSHIPY (COUNTY) W
SUICIDE bome, farm. factory, street, office bldg.. ata.)
HOMICIDE . .
21d. TIME (Month) * (Day) (Year) {Hour) 2la. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? .'" ’7(\
WHILEAT NOT WHILE| )
INJURY = | “work AT WORK . 2 7;_.1

2. [ hereby certify that I atlended the deceased from o/
alive on Al , 194 G, and that death occtirred at

19_£ 7 that T last saw the deceased

4 J
, 19_‘£,£, to 4 ]
6230 A.m., from lﬁ causes and on the dale staled above.

23b, ADDRESS 23c. DATE [GNED

2. SIGNATURE (Degree OT title)
Q.

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

DATE REC'D BY LOCAL EG] RAR IGN.
DEC 31"‘@4r /}i ﬁ,d—‘&

24a. BURIAL, CREMA-
TION, EMOVgiCEnd.!yl

24b. DATE

] 23/~97

24c. NAME CF CéMETERY OR CREMATORY
New Bethlehem Cemetery

N (Oity. town, or county) / (E}é
St Louia Coynty, Midsouri

2. FUNERAL DIRECTOR'S SIGMATURE ADORESS

Beiderwieden F.H.Inc.,lQBG St. Louis Ave,

(Licented Embalmer's Statement on Reverse Side)




Dr.Geo.A.Mellles
2739 N. Grand Blvd.
12 to 2

ﬂ

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, of by

. .. Stud | L
working under my personal supervision. udent Embalmer No

. & s

Signed.... ................................. . ' . /W70

Student Embalmer . Licensed Embalmer No

. o, P. 0. Address LIl SH By Ben

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

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




