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wm‘rE,P,_I.AINLY—'Us:NG JINFAD;N’G RLACK INK—MAEE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

43359

1?&0 JAN .].U 1952 Statr File No.iviansiscemnscrnee sernareens
‘ :;‘m—;_ _R_EE. DiIST. NO. PRIMARY REG. DIST. NO. Kegistrar's No.._i..'l‘_zdg.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where Jdaconsed lived. If lastitution: resklence before
a. COUNTY

a. STATE Missouri b. COUNTY 610’3/ ~ sdicission),

b. CITY (I outside corpurate limits, wvite RURAL and give c. LENGTH OF

r L ¢. CITY (If ouwide corporate limits, write RURAL ar.d give township) M
township} (in this pis
TOWN St. Louis TOWN St. Louls 5
d. FH&SLP?'IBA{EOORF (I pot in hospital or institution, give strest address or Loeation) d.ASTREEr (It raral. give Jocation)
INSTITUTION 5426 Ruskin Ave. 5426 Ruskin Ave.
3. NAME OF a. {First) b. (Middle) ¢. (Last)
" DECEASED 4. DATE {(Month)  {Day) (Year)
( Twpe or Print) Clementline H. Stueber oeatH  Dee, 17, 1951
5. SEX / 6. COLOR OR RACE | 7. MARR&E% Il%lE“;’gsclgSRRlED 8. DATE OF BIRTH 9.]:(551&:':-: !\:!' UNOER 1 YEAR | OF UMDER u mMxs.
2 v--:uy) ] Y. onths | Days | Hours | Min.
Female/ | White | “Widowed Feb 4. 1863 88 l |
10a. USHAL OCCUPATION (Give kind of work 10b. KIND QF BUSINESS OR fN- | 11. BIRTHPLACE (State or foreign oountry) 12. CITIZEN OF WHAT
dope during mowt of working life, even if retired) : DUSTRY NTRY?
ome St. Louis, Mo. O SA
132, FATMER'S NAME 13b. MOTHER"S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Jos. Jungmann Unknown
I5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 'S S| GNATURE OR NAME ADDRESS
(Yol Do, o8 wcrrcemn) ' (If yumsive war or dates Ohamewias) o,
None John S. Stueber 5426 Ruskin Ave,
MEDICAL CERTIFICATION INTERVAL BETWEEN
18. CAUSE OF DEATH ; - INTERVAL BETWEE!
. Enter only cnecauseper | - DISEASE OR CONDITION .
Jime for (a), (b, nd (@ | DIRECTLY LEADING TO DEATH' ;)
“This does not meon ANTECEDENT CAUSES
the mode of dying, such | Aforbid conditiona, if any, ygiving DUE TO (b}
.a# heart faflure, asthenia, |, .1i2e Lo the above cause (o) sta:mc o . - R
N octe: It means the dis- the underlping cattse iusl - - - d
cade, infury, or complica- D.UE TO © e T 3
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS - "+ - * . b B
Conditions eontributing to the death but nol
- related Lo the diseane or condition causing death.
-19a-DATE OF OP_IrEE)AN- 18b. MAJOR'FINDINGS OF OPERATION i . . = .. ™ = S e s i 2o, AUTOPSY?T
i
Lo EGar | wD ol
‘Z1a. ACCIDENT {Bpecity) 21b. PLACE OF INJURY (s5..lnorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, factory, atrest, office bldg..eze.) L i L FEA L T, L o
HOMICIDE :
Zld TIME (Month) (Day) (Year) (Houn 21e. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
<OF--. T WHILE AT[—] NOT WHILE L / L
INJURY = | “work AT WORK Teemcoer D e

21 hereby certify that I attended the.deceased from
alive on 19_(2_ and that death oceurred at

, 194_.,(., to —A&o‘—a 19,3:; that I last saip the deceased

m., from the causes and on the date stated above.

23a. SIGNATURE (Degroo.or title)

55 G, D)W

.3?0////%.%2‘

Bc. DATE SIGNED

/)-/

4b. ADDR&

24b. DATE 24c. NAME OF CEMETER
12/20/51 Calvary

BURlAL CREMA-
TIDN REMOVAL (Bnd!ﬂ

Burial f

Y OR CREMATORY | 244. LOCATION (Oity, town, ot county) ( ,-\Blate)- .

St Louis, Mo.‘_ -

DATE REC'D BY LOCAL

DEC1 91457

REG! R'S SIGNATURE 3 ”
)ﬂ./

25. FUNERAL DIRECTOI 8 SIGMATURE  ADDRESS

W. A. Stock 2117 E. Grand.

(Licensed Embalmet's Statement on Reverse Side)




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 e

Student Embalaer No.

working under my personal supervision.

Student e... emeeenanee enerneen slmedxgﬁ'—v/’( /%—ﬂ/\

Student Embalmer
Licensed Embalmer No \? 7 S{ /

P. 0. Address_.az / / 7 %

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his: OWN HANDWRITING (Fnilu:e to ‘comply” with
tlnabenmnmagronnchformonoihm) .

H this body is not embalmed, fact should be so stated sbove. -

e -




