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S. No.300 THE DIVISION OF HEALTH OF MISSOURI .7 9814-
- 0.
e l FALEDMAR 29 1951  STANDARD CERTIFICATE OF DEATH Soate Pite Noi -
. q ] 8 B Y a!‘;-?
! BEATH NO.' REG. DIST. m.! PRIMARY REG. DIST. { ) Registrar's No.
)‘ﬂ 1. PLACE OF DEATH - 2. USUAL RESIDENCE (Whers d d lived. If lastisution: 3d befors
a. COUNTY a. STATE U b. COUNTY adinision).
Missourt
: b, CITY F . LENGTH OF . CITY y . .
?})I =1 (If oatnide corpurate limits, write RURAL and give o §TAYﬂnmhphu)- c i (Um&;m!ﬁ:ﬂ?‘mﬂm}md“wﬂ 22 9?
a TowN 3¢ Louls - OWN 8 - S
d. FULL NAME oF (1f cot in bospital or instivation, give strest address or location) . STREET (1 rarsl, give loaation) -
' HOSPITAL ) 'ADDRESS .
8 INST]TUTION 2921 Misgouri Ave. 2921 Misgouri Ave,
5|
™ 36‘5.%&&%5%% a. (First) b. (Middle} ¢. (Lnst) 4. DS}"E (Month) . (Day) (Year)
E (Type o Print) Bernadine Ahillen peaTH Marech 15, 1951)
é 5. SEX 6 COLOR OR RACE | 7. miﬂRRIEB. EF\\;'SQCQSRR[ED. 8 DATE OF BIRTH r *&&?E {In yesru| W ChDER 1 ru.n IF ONDER 3
(Bpacify) ¥) M“ﬁn Days | Hours | Miy.
5 | Femate || imate owed. November 4, 1865 | "85 |37 5] ™
> 10a. USUAL OQCCUPATION (Give ki 1 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE orelgn L
o :omdurin. most of working I.l(!..mn‘ltdgﬁr:;l)‘ N v DUSTRY (Btate or forslan oouatey) % lzC(O:lIJTN'TZ%""?OF WHAT
& Germany UuSede
P 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
. o |_August _Schaper Adelboid Tyeke Williem Ahillen
% IS. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY 17. INFORMANT'S SIGMATURE OR NAME ADDRESS
- (Yeu, a0, ot unkbown) | (Il yeu, xive war or dates ol servioe)
P Helen Ahillen 2921 Missgouri Ave,
[ 18, CAUSE OF DEATH MED CAI. CERTIFIC.ATION ‘gg&vﬁﬁgm
] . Eater only onecauseper | 1. DISEASE OR CONDITION .
Z Jize for (), (b, and ¢y | CIRECTLY LEADINGTO DEATH® () M//d M ﬁ’ [ tar -
2 - || +This does ot mean ANTECEDENT CAUSES
o the mode of dying, such | Morbid conditiona, if any, giving DUE TO (b)
i3, || exheartfuiture, asthenta, | tise to the above caude (o) slatr.\w . " N . .
cn He. It mecns the dis- the underlying cause lost.: - e PR S - - - 1.2 * -
o case, infury, or complica- DUE TO (o)
= tion which caused death. | 1. OTHER SIGRIFICANT. CONDITIONS « -.. [ .
= Conditions contributing to the death but not
% related to the disease or condition causing death.
B 19a. DATE OF, OPERA- ]-19b, MAJQR FINDINGS OF OPERATION ey -, o - _*|-20. AUTOPSY?
=z, TION .
: YES D NO B
o 21a. ACCIDENT " topecdity)” 21b, PLACE OF INJURY (s.g..inorsbout | 21c. {(CITY, TOWN, OR TOWNSHIP) (couu'nr) (STATE)
h SUICIDE home, farm. tactory. strest, office bldy.. ete.) . .
5 HOMICIDE -
UD'J 4l 21d. TIME © (Moath) (Day) (Year) ‘(Hour) 2le. [INJURY OCCURRED 2. HOW DID [NJURY OCCUR? 4/ -.5‘
WHILE AT™] NOT WHILE fﬂ""". ,45:.
- J. 1“-’”“" WORK AT WORK .
—
; 2. I hereby’ certdy that 4 altendcd the deceased from Tt £ f 18 S7. , lo Seactl /3 , 1957 / that I last saw the deceased
'j , and thet death occurred at i;lg__ m., from the cayses and.on k date stated above.
=} 2. N - 6 or tit]s) 23b ADDR ~ Z3c. DATE SJGNED
¥ ’ o 3G
vem 2, “ 255 T 7 -5
g }‘a NBU RMI A\}'-A'LCREMA. 24b, DATE 24c. NAME OF CmETERY OR CREMATORY 24d. LOCATION (Olty, town, or county) {State)
X ¢ } [ B
g YBirfel™ "7 3119/51 St,Peter & ng._cmm,,?_ 84 Touss Mo,
DATE REC'D BY, Locl:zag. RAR'S SIGN 25. FURERAL DIRECTOR'S STCNATURE ‘AbORESS
BAR 1 6% M JohnH,Gebken Sons 2630 Gravois Ave.
{Licensed Embalmer’s Staternent on Reverse Side) -




P

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 mme.c.e S—

S5tudent Embalmer No.

................................................... reesmemmeee s aveney

working under my persona! supervision,
' Signed....m WP o 4 T4} %

Student .cccvecneenccanaans EITETPRTRR PRV
Student Embalmer

Licenzed Embalmer No.
P. O. Address_ 2630 Gravois Ave.

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

If this body is not embalmed, fact- should be so stated above. e : T

. -




