:_,63/ THE DIVISION OF HEALTH OF MISSOUR!

S. No . O
5 e BIED JUN 13 {950  STANDARD CERTIFICATE OF DEATH — . 1]
BIRTH NO. REG. DIST. NO. . PRIMARY REG. DIST, ué._Q,Zé_. Registrar’s No /j‘s—j
| 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers d d lived. If ioati id befora
4 0"”‘ a. COUNTY Saint Louis 8. STATE  Mfamouri b. COUNTY gy I‘oui adiismion).
l b. COITY (If outside corpurate Jimita, write RURAL and give c, LYENGLE;: OF c. Cg’&( (If ouudde corparate limits, write RURAL acd give townabip)-
wiahi, e)
Town Wellston o) T2 Years poTown  Wellston 4300
. d. FIE\‘JIO-IS-PIIQT"A;]A..EOORF (I pot in hoapital or institution, give strect addresm or [oeation} IJ ASJDRF%EEJS rural, give location) ' 0
INSTITUTION 6305 Lenox Avemue 6305 nox Avere
SEE%%ES%FD a. (First) - b. (Middie) ¢. {Last) - 4. Dé;E (Month) (Dey) (Year)
tTypeor Printy ~ DOTOLhy M. Wieneck. DEATH Ma._v 26th, 1950/
5. SEX 6. COLOR OR RACE | 7. MARF‘I,‘!'EB. ”E\‘,’EQC'ESRR'ED' DATE GF BIRTH 9. AGEir(‘i?i:e;.n o v 1 ¥ YEAR |  ORDER u WES.
{Bpecify) last ¥, oD, H Min,
Female /| White HEARRaRVORCED B | M reh Z1at,1882 T 55| ™|
10s. USUAL OCCUPATION (Gire kind o work 106. KIND OF BUSINESS OR IN- | 11 BIRTHPLACE (State or forelgn sountes) ) 12, CITIZEN OF WHAT
mrmma arking life, sven if retired) DUSTRY . / COUNTRY?
Une mpioye None Oscolusa, Jowa
13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME _OF HUSBAND OR WIFE A
Elmer Iyon | Unknown Late Jos
1 5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT" 5 S| GNATURE OR NAME ADDRESS
(Yea, Dﬁot\mkmwn) {If yem, war or datea of service) RO .
0 one None Agneg Wieneclk, 6305 Lenox Ave,, Wellston

LUSING UNFADING BLACK INE—MAKE A PERMANENT RECORD

18. CAUSE OF DEATH . MEDICAL CERTIFICATION lgzggr.::ﬁgzgggrm
. . H
 Entar cnly onecusmper AR L R @ _ Degenerative myocarditis - chronic, 7 years
r (a), (b}, and (c) a)
e CCEDEN hypertensive
Lot ANTECEDENT CAUSES :
*Thiz dors nol mean
the mode of dying, such | Mortid conditions, if any, gising DUE TO (b) Gall bladder disease 5 years
- _li. a# heart faiture, asthénia, rise to the above cause (o} statlng R ) i .. . . . R - . .
cte. It meens the s, the underlying cause fast.
ease, injury, or complica- | DUE TO (c)
tion which caused death. | 1I. OTHER SIGNIFICANT CONDITIONS -
Condamma contributing to the death but not
related to the disease or condition causing death.
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION . . ' o . ot " 20. 'AUTOPSY?
TION Y U K
RN : ves L1 w0 ]
21a. ACCIDENT . (Bpecify) 1, 21b. PLACE OF INJURY (o.c..Inorabaut | 21c. (CITY, TOWN, OR TOWNSHIP) (COUN'Fh (STATE)
-~ SUICIDE homae, farm, factory, strest. office bldg., et6.) . . -
. .=~ HOMICIDE ; i _
‘2id. TIME (Month)  (Day) mui Houn) '21a INJURY OCCURRED | 211. HOW DID INJURY OCCUR? ~
o st I WHILE AT NOT WHILE N
i _INJURY WORK AT WORK
. T v -
; 2 I hereby cerh{f that I attended the deceased from _October — 12 43, to ¥y 26 , 18 50 , that I last saw the deceased
3 j alive on and that death occurred atw m., from the causzes and on the dete stated above.
g .|| 2a. SIGNATURE - T . (De““’f%m;’. 23b. ADDRESS 2%. DATE SIGNED
o -'3—11. : }M.,,.._.o A 539 No. Grend Blvd.. - |5/27/60
= 2 BURIAL, CREMA- 24b. DATE 1] 24z. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, town, or county) . (State) |
g ﬂ;r“fa& ‘Calvary Cemetery St. Louis, Missouri
DATE REC'D BY Locm. REGIFPRAR" 25. FUNERAL DIRECTOR' S S1GMATURE " ADDRESS
REG.
MAY 27 1950 i3 vin F. Feutz, 4828 Yatural Bridge Blvd.

Side)




e

STATEMENT BY LICENSED EMBALMER

............................... ., Student Embalmer Mo.

v THETE

[
[

e R R

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embaimed by me, or by....

working under my personal supervision.

SEUAENT covrraccecaansanan eesanerennann aees Signed.......... b M A —6 e

Student Embalmer

P, 0. Address

bl RN
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. é
the above constitutes grounds for revocation of license.)

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

Failure to comply with




