THE DIVISION OF HEALTH OF MISSOURI

No. 300 |
FILED MAY 5 1950 STANDARIQC!%TIFICATE OF DEATmoa sate Fie 9o L FOQK......
' BIRTH NO. REG. DIST. NO. PRIMARY REG. DIST. NO. Registrar's No, . 38{%{}
I. PLACE OF DEATH . 2. USUAL RESIDENCE (Wbere detossed lived. 1f institution: residence befors
y a. COUNTY i . K a. STATE MiSBOIJ.I‘i ~ b.  COUNTY nidinimion),
/ b. CITY (1f outstds corpurate limits, srrite RURAL and give f_fml:(ENGTH OF c. CIOTF‘{ (1f outalde oorporate Limits, wrie RURAL and give townahip)
sownahip) (in thia place) i
a TowN Saint Louis 1 7 Tows Saint Louis 20779
g d. FHélS-PIN']"QAT_EO%F {If not in hompital or Instituti ive stroot add or!l 4 ‘/ d.AsDTDRRE (1! rursl, give location) d
R o INSTITUTION 4626 Penrose Street AG26 Penrose Street
o 3. NAME OF a. (First) b. (Middle) ¢ (Last) 4OATE  (Moatn) (Do) (Yew)
R { Type or Print) Rosalile Washington DEATH April 25th, 1950
‘ é ~|l 5. SEX 6. CCLOR CR RACE | 7. MARR\F!’EB‘ N gschélARRlED. 8- DATE CF BIRTH 9 l:.GE \'Il;.yc,lra L';‘ UNDER | YEAR | OF UNDER i« HRS.
! byt . {Bgacify) ¥, L Hours | Min.
¢ 5| Female /| Wnite Sy YO o) | Maren 6th, 1875 | “HE- [et| T8 | B
%" 10a. USUAL OCCUIPATLONuchmnu‘?ot:;;k 10b. KIND OF BUSINESS OR E‘Y 11. BIRTHPLACE. (Stts or {forolgn aguniry) 12, CIT[%ENOFWHAT
. most o ng life, even if re ) YT
O therpioyes None Saint Louis, Migsouri ¢ ’
\ < 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
\ Dr. Kicholson C. Washingtop Augusta K. Koenig Xone
: ﬁ:} 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY 17. INFORMANT S SIGNATURE OR NAME ADDRESS
s « (82 unkiyparn) af vo war or datos ofaasxisg) .
i g “¥s | oy o daion chemeie None Myrtle Washington, 4626 Penrose Street
I 18, CAUSE OF DEATH DICAL CERTIFICATION Igﬁgnﬂl. BETWEEN
& || Foteronlyonseauscper | 1. DISEASE OR CONDITION _ 3 ;% zé é AND DEATH
Z | tinetor a), (0, end o) | DIRECTLYLEADING TODEATH ¢
o] '&'hi: does ot mean ANTECEDENT CAUSES
2 the mode of dying, such | Morbid conditions, if any, giving DUE TO (b} 4 =
_ 1. || s heart joiture, gsthenio, | rise to the abore cause (a) sta!m.g . N » a / .
= etc. It means the dis- the underlying couse lust.:. z . - - =
o case, infury, or complica- ) i DUE TC (o) __ .
Z tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS « .0 1. "w. - RN
= Conditions contributing to the death but not
9 related Lo the diseasre or condition exuaing death.
) 192, DATE OF, OPF%A,:] 19b. MAJOR FINDINGS OF OPERATION™ . e - ’ otk e e t1 .+ | 20.-AUTOPSY?
E : L . ves [ wo
- 2ia. ACCIDENT ~  (Speeiiy) 21b, PLACE OF INJURY (s.5..inorabout | 2fc. (CITY, TOWN, OR TOWNSHIP) (COUNTY} ’ (ST
P SUICIDE : home, tarm, Isstory, strest, office bldy. ave) ) - . PR . ':', ~
~ HOMICIDE - : .
g 21d. TIME (Moots)  (Day) (Year) (Hoan 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
- -~ WHILEAT [} NOT WHILE
J‘ INJURY - = | “work A'rwomt S s . - :
; 2.1 hereby iy thpt J.alfended tge deceased from ‘_f %_ IQﬁ that I last saw the deceased
ﬁ ahne , 1 , and that death occurred at m., frdm the causes and on the dale slated above,
g B uueJ 23b. ADDRESS 5 g 223 ' &-?\/SENED
E BURIAL. CREMA- 245, DATE /4 ;Zle NAME OF CEMEI‘ERY oR CREMATORY | 24d. LOCATION (cny. town, or countf) . (State) ,
= T'QﬁifEfo‘T" (Bpadty) 4 i L M ‘
N 4/28/50 _41 Bellefontaine Cemetery |St. ouis, Missouri
—_— DATE REC'D BY LDCAL 1G TﬁRE 25. FUNERAL DIRECTOR'S SIGNATURE ‘ADORESS
j 3 Calvin F. Peutz, 4828 Natural Bridge Blvd.

(rlctnsed Embalmer’s Statement on Heverse 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, 01 by

' ...... Student Embalmer No.

working under my persona! supervision,
3
SEUTENE +ornennnnnnssnsssnnasransensnssaass Signed.

Studmt Ellbalner i

Licensed Embaimer No.......... ¥’ ;22 f—
P. Q. Address..ﬂ X;% )\AJ

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

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