10 v _ THE DIVISION OF HEALTH OF MISSOURI 14359
29 FILED MAY 5 195.0 STANDARD CERTIFICATE OF DEATH 5 Seete Fiie No.. o .

-am‘r.n NO. 110832 REG. DIST, no3 IES PRIMARY REG. DIST. N ¥ v Kegistrar's No. _31’50()

0.48

1. PLACE OF DEATH ‘ 2. USUAL RESIDENL re duconsed lived. If inethiution: residence befors
. COUNTY . STA b. COUNT adwnimion).
s : * SR ssoury v o
b. CITY (I outeide corpurate Limits, writa RURAL and give ¢. LENGTH OF . CITY (If outside corporate limits, write RURAL and give township)
townghip)] STAY tin this place? 3 q
TOWN . £¢,Llouis,Mo. 50‘”” St. louis
d. FULL N_l._AME OF (If not in boapital or [nstitution, give streot address or localion) Aei SDT[?F‘I‘Z% (I rural, give location)
INSTTUhon  St.louis City Hospital #1. 2253 Missouri
3.gE%ME OIE 8. (First) b. (Middle) c. (Last) 1. DSIE (Month) (Day) (Year)
{ Type or Print) ANNA MARIE BEYER oEATH April 26th,1950
5. SEX ’ 6. COLOR OR RACE | 7. m&ﬁ%g BIE\\r'ggC%SRRIED. 8. DATE OF BIRTH =, :.GE tlo y-;u ; u::n | YEAR | F UNDER u WES., |
X (Sopcity) t birthday. onths [ Days | Hours | Mis.
emale _white Married T | _oct. 4.1903 46 |
10a. USUAL OCCUPATION (Giwexindof work | 10b. KIND OF BUSINESS OR IN- | 1l. BIRTHPLACE (Stats or foreign country) 12, CITIZEN OF WHAT |
dobe during most of working life, even if retired) DUSTRY / COUNTRY? |
Housewife . —— Carpeinter, I11inois US4, |
13a. FATHER'S MAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Unknown ‘| Julia Sparks Vm, F. Beyer
i5. WAS DECEASED EVER IN U.S5. ARMED FORCES? | 16. SOCIAL SECURITY | 7. INFORMANT 'S SIGNATURE OR NAME ADD&ESS
{Y . no, of unknowsn) | (11 yun, give war or dates of satvies) ) NO.
no none - “none ¥im,F.Beyer 2253 Missouri,St. Louis, Mo,
18. CAUSE OF DEATH MEDICAL CE‘RTIFICATION INTERVAL BETWEEN

: Q AND DEATH
. Enter only onscauseper | F- DISEASE OR CONDITION .
Time for {8), {b), and (¢) DIRECTLY LEADING TO DEATH‘(a) ,
« 738 dots mot mean | ANTECEDENT CAUSES
the mode of dying, such | Afertic conditions, if any, giving DUE TO (B) Mﬁ_ﬂ.ﬂ.ﬁ. Q E: h [} ! !mg A a
.i| a2 heart fallure, asthenia, | rise to the abose canse fﬂ) stating L.
. It meons the dis- the underlying cause .

eare, Infury, or complil DUE TO {e) )
tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS - * e et s . i
Conditions contributing to the death but ot ‘ VAR -3
reloted to the disease or condition cousing death,
: ~ || 19a. DATE OF OPERA- | 19b.- MAJOR FINDINGS OF OPERATION ~ - o T T - ! 20, AUTOPSY?T
| & TiON
- - - - B YES D NG m
21a. ACCIDENT {Bpecify) 21b. PLACEOF INJURY ¢o.g.,inorabout | 21c, (CITY, TOWN, OR TOWNSHIP) - (COUNTY) o7 (STA
SUICIDE bome, farm, fsstory, street, office bidy..et0.) e e ‘ti-g“‘; 3. -
HOMICIDE N ¥
219. TIME (Month} (Day) (Year) (Houn) ' | 2le, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?.-Q 4 M
- WHILE AT NOT WHILE 5
' INJURY m. | “work AT WORK y Ce .

27 hercbv certqu/ﬁg/s%tmdcd the deceased from 4/24/50 19 , lo MMS_O_ 19___ that 1 last zaw the deceased
, and that death occurred at3:30am ., , Jrom the causes and on the date stated above.

WRITE .PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD <&

alive on
2. Sl TURE 0 (Degree or title) | 23b. ADDRESS ) ; Lzac DATE SIGNED
ZL PR 1515 Lafavette ave,, - /26/50
%MBHE'HS\}-ALMA; 24c, NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Clty, town, or county)} - (State)
3 ) 28,1950 National Cemebbery Jefferson Barragks,Mo. ;
DATE REC'D BY LOCAL | REGISTBAR'S SIGNATURE \ 29. FURERAL DI RECTOR'S SIGMATURE ) . ;:h-hDIES.S
QPR 2, 150 jfﬁ éwé., [C.Bof fmeiseterl &L ,Co,78L; S.Broadway

[ o (Ticensed Embaimer's Statemeut on Reverse Side)




4 N

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 oo

_ ., Student Embalmer Mo.
working under my personal supervision.

SLUBENT vvvnusmucnancasssounnssnnnsossonans Signcd....%wamn._....-.g.-....-
Student Enbalnor )

Noté: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRIT]NG. (Failure to comply w
the above constitutes grounds for revocation of license.)

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




