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WRITE PLA]NLY—‘UBING T'NFADING BLACK INE—MAKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

‘. APR 231953 8
REG. DIST No m

16338

1003 Stote File Noiwiienn 384’?-

—r

BIRTH NO. FRIMARY REG. DIST. NO. Registrar's No v o ons -
1. PLACE OF DEATH '\ - 2. US_IUAL' RESIDENCE (Whers decessed lived, Il inatitution: residence befors .
a. COUNTY L - a. STATE MiSSOU.I‘i b. COUNTY adiniomlon).
b. CITY eide writs RURAL aad . LENGTH BF . CITY
i oul corpurats limits, write & d:;-hlp) cs_r ¥ e chis place? ¢ OR - . ? /7[ 7 d. I:S:;idu-u:- ﬂmumw‘:;
ToWN  St. Louis, Missour{” Years Town St, Lculs, e
d. FULL NAME OF (If not in houpital or Institutlon, give strect addreas or location) «- STREET (If renal, whve lou'.ion) 3652 S. Jefferson
HOSPITAL OR ADPRESS
INSTITGTION St. Louis City Hospital Lutheran Boarding Home
ety > b. (Middle) 7% Las) 4 DATE  (Month) * (Dey) (Yean)
{ Twpe or Print) MINNIE WERNER DEATH APRIL 11 1953
5. SEX 6. COLOR OR RACE | 7. »“Jﬁ%ﬂﬁ% gls‘yggcnélsnmm. 8. DATE OF BIRTH v 9.£E e yaars| i o0cx YEAR | DNDER @ s
. 5 . (Bpeciiy) ~ birthday] oo Days | Hours | Min.
Female | _White Widow Sept-~12-1866 26 |
‘%3&3&2&5@;@&?’:&?@3&? 10b. KIND OF BUSINESD%%IRN‘; 1. BIRTHPLACE (City and State or Foraiga Country) 'z'cg”rg'EWFWHAT ‘
Patient Boarding Home St. Louis, Missouri U .éj.f.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
? ? Katz Unknown Charles
IS. WAS DECEASED EVER IN UJ.5. ARMED FORCES? | 16. SOCIAL SECURITY |17, INFORMANT' 5 SIGNATURE OR NAME ADDRESS
(Yes, 0o, or unkoown) | (If yes, £lve war or dates of service) NO.
No None Nene Edith May 2139 Stansbury Avenue
18. CAUSE OF DEATH MEDICAL CERTIFICATION . INTERVAL BETWEEN
1. DISEASE OR CONDITION ONSET AND DEATH
. Enter only anecausoper | 1, bprees PEuBING TO DEATH?® (5 ﬂE £ R .

line for (s}, (b}, and (c}
ANTECEDENT CAUSES
Morbid conditions, if any, giuing DUE TO (b)

rise to the above cause (a) siating
the underlying cause lasl. .

*This does not mean
the mode of dying, such
as heart failure, asthenia,
ete. It meams the dis-

case, injury, or ! DUE TO (2

émmﬂm ORARDrE - 358 AaiAq
PiSEASE o . [

1l. OTHER SIGNIFICANT CONDITIONS

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

tion which cauted death.

19a. DATE QF QPERA- | 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
TION \ ~ . . v
[N YES wo ]

21a. ACCIDENT {Bpacitr) . 21b. FLACEOF INJURY (o.x.. Insrabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE . bome, farm, factory, strest, office blds., eve.) i
*  HOMICIDE ] . ) ot
214.. TIME (Month} {Day) (Year) (Homn) 21e. [NJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

WHILE AT NOT WHILE :
INJURY WORK "AT WQRK ’f l/c‘} X

22. I hereby certify !hat I attended the deceased from 12-1-51 , 18 to 4=11=83 19 ihat I lost saio the deceascd A

alive on 4=11-53 , 19 , and that death occurred al A215P m. from the causes aud on the dale stated above.

0 {Degres or title)

727, D

Z3. DATE SIGNED

4-13~53

Z3b. ADDRESS
1515 Lafayette Avenga_

. BURIAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. I.OCATION (Oity, t.ovrn. or county) . {Stats)
. REMOVAL (Bpecity) - -
emoval - 4=Lb~ Our Redeemer {st. Louis County, Missouri
DATE REC'D BY LOCAL | REQIST! 25. FUNERAL DIRECTOR" S S1GNATURE RODRESS
APR 14 195% ,ﬁ eiderwieden F.H.Inc. 1936 St. Louis Avenue

(Licensed Embalmer’s Ststement 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, erby—........ 7T T T T , Student Embalmer No

working under my personal supervision..

Student

Signature of Stodent Embalmer

Liceh$ed Embalmer No..
I 4 r - r r
Ce P. O. .Addressxfé

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting,

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




