wo 300 1 7 PR SR THE DIVISION OF HEALTH OF MISSOURI j 890’?

- 1oas /|| HILED JUN 6 1959 STANDARD CERTIFICATE OF DEATH State File No... O
B{RTH-NOD. EE_G_. DIST. NO. J[ 2 PRIMARY REG. DIST. MO. éa %_._ Regittrar’'s No.......... .........qué._...
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decsssed lived. If institqation: residanos befors
a. COUNTY . a. STATE . b. COUNTY adiniaton),
, M t. Loguis Cq, ” Missonri
. b. CITY ¢ " f7 gTALYENlSlt £F c, CITY {1f outalde corporate licmity, write RURAL acd glve township)
townahip) { cal
11‘ TOWN ’ P ensia 5‘“’“’” St. Louis 2 /\5_9’
d. FULL NAME OF (If mot in hoepital or lustliation, give streot addrems or tocalion) d. STREET (I rural, give location)
RS Nursing Home AoORESS /
INstituTioN i1 1ler Nursing Hom 3640 Albherta
3. NAME OF a. (First) b. (Middle) c. (Last) i ; 4. DATE (Month)  (Day)  (Yewn)
(Typeor Pty Frank Flottman oEATH May T7 ~Q52

5. SEX 6. COLOR OR RACE ) 7. #PR%EB EIE\YEECIESRRIED 8. DATE OF BIRTH B.I:\.E;E Un roe o ooen | vda | ¢ uoor o nes,
. (Bpecity) birthday, ontha [ Days | Hours | Min
Male White Marri / Oct_I5 1878 | 73 l |
i0a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR _IN- | 11. BIRTHPLACE (Btate or forelgn sountry) 12, CITIZEN OF WHAT
uﬂummd-uuum..Kuu-Eh-d: Prs . USTRY - . d RY?
ressman _Kaster| Primnting Co “t, Louis Mo f é.d -
13a. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14. NAME OF MUSBANC OR WIFE .
Henry Flottman | Louise Mueller 1 El1a Mottman
15. WAS DECEASED EVER IN L. S, ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT" § SIGNATURE OR NAME .- ADDRESS
(Y-.%unénn-n) {II yan, wive war or dates of sarviow) N NO. .
. 492-05-8236 Ella Flottman 3640 Alherta
19. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enter only onecsuoper { 1. DISEASE OR CONDITION R M ONSET AND DEATH
Iizte for (a), (Y, end {g) DIRECTLY LEADING TO DEATH (2)

= - -
*This docs not mean | ANTECEDENT CAUSES M ﬁ" /P8 /

the mode of dying, euch | Morbid conditions, i any, giring DUE TO (1) ﬂ@_wtﬁ.‘-
a8 heart failure, asthenia, | rive to the abone couse (a) stating

eie. It means the dis- the underlying cause last.

¢ase, infury, o complica- DUE TO (c)

tion which caueed death. | 1. OTHER SIGNIFICANT CONDITIONS

Conditiona contributing o the death but not
related to the disease or condition causing death.

19a. DATE OF OP_F%A'; 19b. MAJOR FINDINGS OF OPERATION . 20. AUTOPSY?
177X | wOw
o 21a f.M:CIDENT {Bpecily) 21b. PLACEQOF INJURY (e.g.,incrabout | 21c. (CITY, TOWN. OR TOWNSHIP) (COUNTY) (STATE)
& ‘é SUICIDE E hom farm, hnory sirest, offioe bidg., a0
+ HOMICIDE ., .
219. TIME  ° (Mouth) (Day) (Year} (Hgur) 21e, INJURY QOCCURRED 2)1. HOW DID INJURY OCCUR?
o ._- ! WHILEAT ] NOT WHILE
; INJURY . @~ work AT WORK

g

WRITE PLAMY—USING UNFADING BLACK INK—MAEKE A PERMANENT RECORD

2. I hereby gertify that I pitended the decegsed fro;n#!_ @ 4 7 !9‘52 that I lost saw the deceased
alive ouw 19,5_ and that deafll occurred at . from the causes and on the date stated above.

g m B0 | 2o ASracd |5

24 BURIAL l" ZAb ‘DATE 24c.'NAME OF CEMETERY OR CREMATORY 244, LOCATION (City, town, ¢r county) {State)
3 Tz, ‘5 2T~52 St Paul Church Yard | St Laonis Co, Mo

DATE REC'D BY LOCAL ISTRAR'S Sl 25 FUNERAL DIRECTOR'S SIGNATURE ADDRESS

S /7 _ /yj Wm.Schumacher 3013 Meramee

‘e an Reverse sde . -

ATURE




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 oo .

___________________________ . ey Studont" Enblluor Ho. J—

working under my personal supervision.

A~

Student cooeennne Casnseanssincusmactrsansn
Student Embalmar

P, 0. Address.___..

Ll Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER Fﬂm 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. .-‘" 'l - - -



