THE DIVISION OF HEALTH OF MISSOURI

No . 300
o [FILEBOCT 23 195] STANDARD CERTIFICATE OF DEATH Stete Fil Now.
J 'BIRTHNO. . REG. DIST. NO. _¥ Y\J) _ PRIMARY REG. DIST. MO. Regirtrar's No .f.

a 1. PLACE OF DEATH ) 2. USUAL RESIDENCE (Whers d d lived. If & 1d before
’ a. COUNTY a. STATE - b COUNTY adinisaion).
§ St., Charles Mo, ' 5 18t Chgr;es

b. CITY (I outside corpurata Limits, write RURAL and give ¢. LENGTH OF ¢. CITY (1f outaide corporate limits, write RURAL and give township)
township)| STAY (la this place} OR B .. -
TOWN St. Faul TOWN St. ‘Paul " . 4?7“'/
d. ?&SLPF'ITAAP?_E QOF (I not in hospital or instiiution, give sirect addres o loeation) d-As[.)r[';REEErSS (If rural, give location} &' ¢
INSTITUTION e ———-——— R NP L
3. NAME OF s. (First) b. (Middle) c. (Last) L] [_,SIE_ 4 (Momth) : (Day) (Year)
(T¥pe or Print) Mary cm—— Peine oeaTH October 6 1951
5. SEX / 6. COLOR OR RACE | 7. mﬁ)%lﬁ%g NIEVOEECIESRRIED 8. DATE OF BIRTH 9, :?E (Ia yearn bl; UKDER IDrm T UNDER M MES.
pacify) |+ onthe H: Min,
Female _white whdowed™%, | August 1 1863 “"BB | o= )
10a. USUAL OCCUPATION { ofwork | 10b, KIND OF BUSINESS OR IN- | 1. BIRTHPLACE n
done dering maoet of working il even f rcired> | DUSTRY (et o forven oomntr) & | SN OF wHaT
House work Home St. Charles Co. Mo,
!Iaa. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Joe Boegle ) not known Henry Peine deceased
I5. WAS DECEASED EVER {N U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S S|GNATURE OR NAME ADDRESS
(Yes, 0o, or unkmown) | (If yes, give war o dates of sorvice) NO,
no no no 0llie Peine OBFallon Mo, RFD 2
18. CAUSE OF DEATH MEDICAL CERTIFICATION Iggg}fﬁgfggm
| Enter onty onecauseper | I. DISEASE OR CONDITION _ TH
Jins for (a), (b). and (@ | DIRECTLY LEADING TO DEATH® () 0 A e zf_.uﬂ.‘,.p’ &0—&1:( )

*This doer not mean | ANTECEDENT CAUSES éﬂ’% c:(a e .4 R(r&
i DUE TO (b) 79

the mode of dying, such | Morbid conditions, if any, giring
as beort failure, gsthenia, | Tise to the above cause (a} statmg L. ﬂ —_— . e

cte. It means the dia | the underlying causeladt. -~ RO SRy Ml A ; t T -
case, infury, or complica- DUE T0 () - - i — =
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS ~ -t~/ = - & - °  .af

Conditions contributing to the death but not
related Lo the disease or condition causing death.

NLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

- -19a. DATE OF OPERA- | 19b." MAJOR FINDINGS OF OPERATION L9 oL o 0, AUTOPSY?
TION /€ 3X 0w
_ YES NG
21a. ACCIDENT (Bpecify) 21b. PLACEOF INJURY (o.x..tnorabont | 21¢. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, {actory, stroat, offiea bldy., 050} H - . oL,
HOMICIDE :
21d. TIME (Month) (Day) (Year) (Hour) 21e, INJURY QCCURRED | 2if..HOW DID INJURY OCCUR?
- WHILEAT{—] NOT WHILE
INJURY WORK AT WORK : .+
2. [ hereby certtfy t(zat I aftended the deceased from (8 19437 to 1259 SEN , 1957, that I last saw the deceased
o alive on _.._.nL.. 1957, and that death“occurred at 7 Ton m., from the cauzes and on the dale slaled above.
g || 2 st ATURE : or mle) #3b, ADDRESS Zic. DATE SIGNED
s
no Ny - B [ Fallas | | gors sy
E 24a. BURlAL CREM 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity. wwn.oreounty) " (Btate)
= TlON REMOVAL . -
S Burial & 10 9-51 St, Fgul St.Pawl - Mo,

D BY LOCAL IGNATLRE 25. FUN L nln:c'ron‘a S GNATURE ADDRESS
Mf/fﬁ ets 71 W 0'Fallon Mo,

Hfplg T O (Licersed s Stateroent on Reverse Side)




oM 84
770N 301440 KITW3H 10WiSIa

1861 8T 190

d3AI3D3Y

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 ... W

..................... , Student Embalmer No.

working under my personal supervision.

f 404
SEUGONE 2ureneeremsnnnensasneens rreaees Signed 9/4// Z/ ﬂ-—::blg“;- 2

Student Euballur

Licensed Embalmer No. 822

P. O. Address. Q'8allon MOeon

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.)

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

.




