/.S, Mo, 300
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WRITE PLAINLY—USING UNFADING BLACK INKE—MAKE A P

ERMANENT RECORD b)

FILED APR 4 1950
fam.m NO. o . REG. DIST. NO. 3 18

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

PRIMARY REG. DIST. NO.

j
State File N 0. O(lhs
lms. Reg:’:!mr’: No.en ..1...:?@:}....

1. PLACE OF DEATH
a. COUNTY L

2. USUAL RESIDENCE (Where decassed lived. If lostitatlon: residence befors
a. STATE

= _ . Missouri b- COUNTY ot | Loui'§=="
b. CITY (I outaide corpurate limits, write RURAL and give ¢. LENGTH OF ¢. CiTY (U outsdde .n-;-m. limits. write RURAL and g
township)] STAY (in this place} G?/ °D
ToMN St. Louis O TOWN Webster Groves o
d. FULL NAME OF (If ot ia boapital or lnstitation. give street addrom or touthn) d. STREET (It rars], give location)
HOSPITAL O ADDRESS  ,.., ... . /
INSTITOTION .8 Hospital L4 Baker St. _ -
S.DNEQ:'EESOEFD a. {Firat) b. (Middle) C. (-Lall’.) & DATE * (l:!ont.h) (Day) (Year)
{ Type or Print) Ada . B : fisse peatw . Feb. 22, 1950
5, SEX 6. COLOR OR RACE | 7. m&%g gﬁga&s&‘ 1ED, - *8, DATE OF BIRTH 9_£E (In n)u- 7 OONMR | YEAR | * mOER u mxs
. . UWED, ” ) Mooths | Duys | Houm | Min.
FemaleA White Widowed & Sept. 28, 1885 64 ’ ]

10a. USUA[!OCCUPATION (G ve kind of work

10b. KIND OF BUSINESS OR IN-
dage during et of working life, sven f retired) f DUSTRY

11. BIRTHPLACE (Htate or forelgn country)

St. Louis, Mo. 40

12, C@%?F WHAT

16. SOCIAL SECURITY
{Yw.no, or unknown) | (If yea, sive war or dates o BO,

15. WAS DECEASED EVER IN U.S.ARMED FORCES? '
servien)

None
“l}_l_.' FATHER' S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
‘Henry Burg . * | Lillie Schuler | John H. Fisse

17 INFORMANT' 5 SIGNATURE OR NAME ADDRESS

Lydia H. Burg, 444 Baker St. 'w G. Mo.

/line for (s}, {b), and {c} DIRECTLY LEADING TO DEATH® (3

N “Thiz does not mean | ANTECEDENT CAUSES

No No )
18. CAUSE OF DEATH ' MEDICAL CERTIFICATION INTERVAL BETWEEN
_Enteronly onecauseper | [, DISEASE OR CONDITION ONSET AND DEATH

7,uazmmc/ Tang

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

the mode of dying, such
rise io the above cause (a) sating

as heart fallure, asthenia,

ele. It means the diy- | ‘he underlying couse lost. .
case, injury, or complica- DUE TO {¢)
tion which cauied death. | 11. OTHER SIGNIFICANT CONDITIONS ﬂmm M
,:;:‘ Conditions contributing to the death byt not
i related to the disease or condition causing death.
19a. DA-TE'.OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION - " - 20. AUTOPSY?
A 1 )
. ves I:I w [
Z1a. ACCIDENT {Bpacify) 21b. PLACEOF INJURY (sq..inorsbogt | 2Jc. (CITY, TOWN, OR TOWNSHIP) (COUNTY)
SUICIDE home, farm, Iaetory, sirest, offios bidy..es0.)
HOMICIDE _
214, TIME (Month) (Day) (Year) {(Hour) 21e, INJURY QCCURRED | 2tf. HOW DID INJURY OCCUR?
oF nmu:ar NOT WHILE .
INJURY AT WORK . "_
22, I hereby cer!qu tha! I auended the deceased from fo -, 19 , that T last 8aw the decearéd
alive on : , and thal death occurred at _Zr'_lipm., from the causes and on the date stated gbove. ~ ;

Z slsuAmm ,2 ' WW

23¢. DATE SIGNED

4]

b, ADDY

3770 Weebeaglon, Y Lyrecy

TIONBREFHOA\}ALCREMA- 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 248. LOCATION (OIty. town, or oouni (State}
‘ -
_ Cremationsl Eeb. 24, 195¢ Valhalla Crematory St. Louis Cownty, Mo

gNATUHE 2

DA'I%D BY M}f'ry

25. FUNERAL DIRECTOR'S SIGMATURE " ADORESS
C. Hofimeister Colonial Mortuary
(a7

e ———

(Licensed Embalmer's Statement on Reverae Side)




Dr. Bruce Kenamore
3720 Washington Ave.
2:00 PM

2 %

3 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 byammeocoeeeee

..................... Studant Embalmer No.

working urnder my persona! supervision.

e o s Doris N Ao ook

Embal
Student hainer /L@sed Embalmer NoZ[.q?j ......................................
P. O. Address T Y A D orratirany

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

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




