) : THE DIVISION OF HEALTH OF MISSOURI —
& .o | ALED MAY 10 1950 STANDARD CERTIFICATE OF DEATH. sweriene 10196

v. 10.48
'BIRTM MO.____________________ REG. DIST. W0. 0 "7 _ ppimaRv REG. DIST. E‘Za_é_i,k,,.-,,,.,»,m- m
7

. “q or title) | 23b. ADDRESS 23c. DATE SIGNED
A _? Egﬂ!!! | Clayton, Mo, | 4/12/50
24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Olty, town, of county)  _ _ (State)

New Bethlehem Cemetery [St. Louisg, Miasouri,

25, FUNERAL DIRECTOR™S 8IGMATURE "ADDREAS

96 E-Fair Ave.

s||~1- PLACE OF DEATH 7 USUAL RESIDEMTE (Where deceased lived. [ iogtl ilance bafors
(5“') a. COUNTY . a. STATE - b. COUNTY sdnimiont.
"/’ St, Louig “Missouri .
b. CITY (It outaide corpurste Umits, writa RURAL and give ¢. LENGTH OF || «¢. CITY (I-avwide corporate limits, write BRURAL and give townahip) g
3 Tg\%N sownehip) AY (ln thia place) OR | .. !
a Clayton X-2. K TOwN 3%, Louisa ﬁé 7«‘)
x d. FULL NAME OF on ar . . STREET.. . . ,
& ULL NAME OF (11 not in hougital or ioatitstics. civs street addrem or loaation) d STREET. (1l runat, give location} /
o INSTITUTION : ] 1 L8hh CGeraldine Ave,
B DAMESE™ s im0 B. (Miadle e (Lam l CONE  (Momb)  (Dep)  (Yew
,2‘ { Type or Print) Milton Hy, Ctto DEATH April 12, 1950.
A = 5. SEX 6. COLOR OR RACE ) 7. MARRIED, NEVER MARRIED, 8, DATE OF BIRTH 9, AGE (In years| & TDER 1 YEAR | o OMDER 4 nes,
& WIDOWED, DIVORCED (Bpacify) last birthday)} uonh-, Days | Hours | Min.
; white married ~ Jiune 17, 1905 Lh I
10a. USUAL OCCUPATION (Ghvekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (s o
g dote during most of working life, o:unaﬂ :'r.ir::l) ) DUSTRY fate or torslen ooumtsy) lztgm{%"}?F WHAT
E ___ Inveati aator Loen Business St. Louia, Mo, U.3.4A,
< “Iaa. FATHER' S MAME 13b. MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND OR WiFE
2 Henrw C, Ot+o 1 Fms Lapemers Edythe Otto
= IS. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S S{GNATURE OR NAME ADDRESS
- {Yas. 00, or unkoown) ‘ (If yau, klve war or dates of service} B N-Q .
= no : My Harnndad T—Tgn'lrnev 147 Grane Ay
i 18. CAUSE OF DEATH MEDICAL CERTIFICATION - INTERVAL BETWEEN
. DISEASE OR CONDITION TH
2 Eater only nocausepss 'DIRECTLY LEABING T0 DT, TMULE1ple body fractures and
| i ot e | WVTECEDENT ChuSES S temobile whiech conigeq  [B£ 0%
S the mode of dying, ruch | Aforbid conditions, if ang, giving DUE TO (b) a‘;l olmo 8 v - ¢ co - e % 2
o || asheartfatiuse, asthenia, | rise to the above cause (a) stating with, another automobile,. . (.. .
s e It mieans the dis- the undzrlgma cause fast.. . - PRI S s s T : z : @ .
case, infury, or complica- DUE TO (o) e;l
g tion which coused deaih. | 11. OTHER SIGNIFICANT CONDITIONS ™ . : .
= Conditions contritnting to the death but not -
91 . related to the di Ve :;:'vu iy death. 4 o0
™ 19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION - [ BEERS o ! f—:', °| 20. AUTQPSY?
= TION . _J(,
= e YES D NO E]
c' 21a. AC%?ENT {Boecity) 21b. PLACEOFINJURY:’:; !;;;-bu; 21¢. (CITY, TOWN, OR TOWNSHIP} (COUﬂTY) (STATE)
h ‘_.- - t, o wta. " . . Lo -
7 HOMICIE 17003 08 30 BRI T oa : . o Mo,
g' 21d. T{I)EE ) " tMonth} (Du) (Y-.r) {Hour) 2le, INJURY OG:URRED 21f. HOW DID INJURY OCCUR?
_ ;!. mury - 4 12 50 A . |WHLEAT[T] NoTwHILE see above , Lo
E 2, I hegeby certify that I aliended the deceased from , 18 , lo , 18 , that I last saw the deceased
- - ‘.—‘“Z"bl?uﬁon o\ , 189 , and that death oceurred al _______ m., from the causes and on the dale slated above. ‘
e . y
§ [




b
— —
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, 0F by
................................................................................................ Student Embalmer No. - "
working under my persona! supervision.

»

Student ccianerenacocanens rarar e rasssaanan

Student Embalmer

Note: The above MUST- BE SIGNED BY THE LICENSED EN!BALMER in lus OWN' HANDWRITING (Fazlurc to comply with
the above constltutes grou.nds for revocation of license.)

If this body is not etnbalmed. fact shoqld be so stated above. . _'_.' ’




