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THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH 0 g

ALED FEB 15 1950

3030

State File No. .o

946

|| ete.

BIRTH NO. REG. DIST. NO. PRIMARY REG. DIST. uo Registrar's No...
1. PLACE OF DEATH 2 USUAL RESIDENCE (Where d § lived, If imati ilonce before
. COUNTY STATE dunsinsion
e _ . Mi¥sourii. b. COUNTY g4, Lcml dtinton).
b. CITY (H cutside corpurats limits, write RURAL and ::-i.:h o CSI’ AI;{ENGTH pl?i] c. CITI;( (if Qusaide eorponu timita, write RURAL and give townahip) 5—- C)
TOWN  Saint outs \( TOWN Pine Lawn A=
d. FULL NAME OF (If not in hospital or institution, give strect address or location) d. STREET " (If rural, give locaticn) /
HOSPITAL O ADDRESS a
INSTITUTION Tirmin Desloge Hospital 3812 Avondale Avenue
3. NAME OF a. (First) b. (Middle) ¢. (Last) . [ 4 DATE (Month)  (Day)  (Yew
{ Type or Prini) BerfHA c. Sommerlad o peam Jan. 26th, 1950
5. SEX 6. COLOR OR RACE | 7. MAD%%ED bSE‘YSECESRRIED, 8. DATE OF BIRTH 9-1:\.55 (lnd:e)-n LI(F UNDER 1 YEAR | IF UNDER H HRS.
N (Bpecify) ) 1 b ¥ ) D | Hourm | Min.
Female White arried May 20th, 1885 194 5 e ]

102. USUAL OCCUPATION (Givekind of work
done during most of working life, even if retired)

10b. KIND OF BUSINESS OR_IN-
~ DUSTRY

11. BIRTHPLACE (3tate or foreign country) 2. CITIZEN OF WHAT
y TRY?

0

Honeeworl Yone Saint Louls, Missouri
13a. FATHER'S NAME 13b. MOTHER' S MAIDEN NAME 147 :P'MME OF HUSBAND OR WIFE
Honry W. Schweer Johanna L. Rolf Philip J. Sommerlad

i5. WAS DECEASED EVER N U.S. ARMED FORCES?

{Yes. 0o, or unknewn} {If yes, give war or dates of norvice)

16. SOCIAL SECURITY
NO.

17. INFORMANT" 5 SIGNATURE OR NAME ADDRESS

Philip J. Sommerlad 3812 Avondale Ave.

18. CAUSE OF DEATH
. Enter oniy ¢necanse per
line for (g}, (b), and ()

1. BISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® ()

ANTECEDENT CAUSES

Morbid conditions, if eny, giving PUE TO (b)
rise to the abore cause (a) staling
the.underlying cause last. - -+ |

*7This does mot mean
the mode of dying, such
an heart fuilure, asthenia,
-It means the dis-

e

DUE TO (¢)

MEDICAL. CERTIFICATION

INTERVAL BETWEEN
AND DEATH

ONS

carse, injury, or complica-
tion which caused death.

Conditions contributing to the death but not
related to the disease or condition cousing death.

1. OTHER SIGNIFICANT.CONDITIONS "= - 2757 - ™ 0 "7 7. =L . !

19a. DATE OF OFERA..{ 190 MAJOR FINDiNGS OF OPERATION |,

l.

coa e coe L. .;. 20. AUTCPSY?

a3 L vzsm.wol___l

P.'l':AlNLY-—USING UNFADING BLACK INK—MAEKE A PERMANENT RECORD

21a. ACCIDENT " (Bpeeity) 21b, PLACEOF INJURY (o.g. inorabeat '| 21¢. (CITY. TOWN. OR TOWNSHIP) ' (coum‘v) ’ (STATE)
SUICIDE homs, farm, Iactory, strest,office bidg.,eve.) toy , V
HOMICIDE :
214. TIME (Month} (Day} (Year) .(Houn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? -
oF WHILE AT[—] NOT WHILE
INJURY WORK AT WORK

2. I hereby certify that I attended the deceased from ‘%Ml;,
" dliveon & m _and that death occlirredat

1 Qﬁ, to M, -19:&@, that T last saw the deceased

m., from the couses and on Lhe date stated above.

2341 SIGN -t {De; ADDRESS 23c. DATES
/W// WW /ﬂ?;oLJ/M/ &(4/ /‘Zg
74a. BURIAL, CREMA- | 24b. DATE j NAME OF CEMETERY OR CREMATORY 24d. LOCATION !Gity.\town. or epunty) . (étate)
TION REMOVAL {Speciiy) N . : > T
Buria ) 1/30/50 Now Pickers Cemetery St.. Louis Midsouri

DATE REGR BY $0ch oReci R'SSﬁf;TURg -\‘} -

" ADDRESS

Calvin F. Feutz, 4828 Natural Bridge Blv_d.'

'25. FUNERAL DIRECTOR'S S1GMATURE

(Ticensed Embalmer’s Statement on Reverae 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, Of by oo

................... e reeareny Student Embaimer No.

working under my personal supervision,

Student ....... T T I L T LTS
Student Embaimer

' : P, 0. Add;ss.ﬂ ;%1‘44{.::_(

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

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




