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WRITE PLAINLY—USING UNFADING BLACK INE—MAEE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI

FILE[] JAN 24 fgsy  STANDARD c§|ng§|

3303
0409

CATE OF DEATH"

Siatr F:lcN

BIRTH NO. REG. DIST. e~ " _PRIMARY REG. DIST. NO. RcaulfcrlNo.... e ert o s rast am S50 se0a e
I. PLACE OF DEATH 2. USUAL RESIDENCE (Where d d lved. It & id belore
. . . s . dunission?.
a, COUNTY a. STATE MlSSourl b. COUNTY aduniuiont
b. CITY (H outedde corpurate limita, write RURAL and give §'TALEN15TH I‘EF c. CITY (U outelde corporate limits, write AURAL aod give towaship)
. - township) dn thi ca}
TOWN St. Louis bl YoaTs _}WN St. Louis 2/5’/
d. FECI.).SLPF#LI‘.EO%F {If not in hospital or | ion, give :r.ruz ddrem or locaton) / ggﬁ% (H reral, glve oaition) i
INSTITUTION Lutheran Hospital 445T7a Pennsylvania Ave
3'6‘5%%%59&% a. (First) b. (Middle) ¢ (Last) . ' 4. DATE (Month) (Day) (Year)
(Typeor Print)  fdele 000 o Schwanecke DEATH  Jan 13 1952
5, SEX / 6. COLOR OR RACE j 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH ¢ | 9. AGE (In years| Ir UKDER | YOAR | I UnoER 21 Fms,
WIDOWED DIVORCED (Apaaity) Last birthday) Monthn, Days | Hours | Min.
F. W. W, 2“7 |May 2 1887 6L, |
102. USUAL OCCUPATION (Glekindofwork | 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE (State or f. ] 12,
don.durinlmuno!wwﬂulifo.lnnlll nn;:;) T DUSTRY . fate or farelen oountey: U CSLH%Q,?FWHAT
Home St. Louis, Mo.
ﬂlaa._nmsnfs NAME 13b. MOTHER'S MAIDEN NAME i4. NAME OF HUSBAND OR WIFE
Henry J. Pustmueller 4 Emily Ehrler g i necke
i5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT" § SIGNATURE OR NAME ADDRESS
{Yes, 06, orunknown) | (If yes, give war or dates um) NO.
e e S J - Mrs. Esther Stone 4725 Ray

MEDICAL CERTIFICATION

INTERVAL BETWEEN

. Enter only one cause per

18. CAUSE OF DEATH )
I. DISEASE OR CONDITION

line for (a), (b}, and {c) DIRECTLY LEADING TO DEATH'@) !

VWW

ANTECEDENT CAUSES

Morbid conditions, if ang, grm., DUE TO {b)
rite {0 the gbove cause (a)} stating
the underlying cause last,

*This doex not mean
the mode of dying, such
s heart fallure, asthenia,
ete. N meana the dis-

ease, infury, or I DUE TO (¢)

! W Qf-wQ.u - roesnds

ONSET AND Z'ﬂl

Ly

il. OTHER SIGNIFICANT CONDITIONS

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

tion which caused death.

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION
ves [ wo []

21a. ACCIDENT {Bpecily) 21b. PLACEOF INJURY (ex..lnorsbout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE bome, farm, factory. stroot, office bldy..exa)

HOMICIDE
21d. TIME (Month) {Day} (Year) (Hour) 2le, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

WHILEAT KOT WHILE Y L’f‘
INJURY = | “work AT WORK n #’

2. I hereby certi ;'that I attended the deceased from _._ﬂh_l_', 19K 410 %&_IL
A 195_2-,—and that death occurred at 13230 & ;. , JPer/the causes and on the date slated above.

alive on

Y that I laa/ saw !he deceased

Zia. SIGNATUR!

W, & Bt TR

23c. DATE SIGNED

Iyl

23b. ADDRESS
3701

Ys, BURTAL, CREMA- 245 DATEY Z4c, NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, o county) (State)
(Bpecily) - - N
uria 17 1/16/52 Concordia Cemetery. . S1. Louis, Ma.

DAFﬂﬁC'D Bs‘l' 1L§§A§L ) e

25. FURERAL DFHECTOI. LE glsln‘ruat ﬂb;.:”
Beiderwieden Fi“Hiilnc., 1936 St. LOUlS Av.

B 477

(Licersed Embalmer’s Statement on Reverse Side)




Dr. Edw. W. Czebrdnski
3701 Grandel Square

JE. - H¥30

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 ...

..........................

— _ Student Embalmer Nou.ocuiessosatsorronsensvasass
working under my personal supervision.
Signed... %{J& ‘% %ﬂf/
31gned.cucceeccannmenrrensneas Creabereaena . }Z/?
Student Embalmer Licensed Embalmer Nn"’éé
P. Q. Address s

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

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




