lo. 300
0.48

WRITE PLAINLY—TUS

ING UNFADING BLACK INE—MAKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURS
STANDARD CERTIFICATE OF DEATH

FLED JAN 26 1g5¢

2762

township)

ToWN St. Louls da

STAY (i this place)

3 State File No
TBIRTH NO. . REC. DIST. NO, 3 l z! PRIMARY REG. DIST. m.ﬂ. Registrar's No...... Qj_-..g,.i,_
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. If fostitution: resilence befors
a. COUNTY a. STATE b. COUNTY adinision).
_ Missouril Lp%4
b. CITY {If coteide corpurata litits, write RURAL acd give ¢. LENGTH OF ¢. CITY ldence within Limits of

7=
uhlncorporahd townT a

ToWN 8t. Louis

d. FULL NAME C;!F {If sot in hoapltal or institution, wive strect address or locstion)

HOSPITAL O
INSTITUTION 8619 QOxford Lane

H rural, cive location)
,’ADDRESS 5222 Beacon Avenue

6. SOCIAL SECURITY
(Y-.NS wnknown) I (Il yen, give war or dates of vervice) NO.

a ISQE%%ES%'E a. {Flrst) b. (Mlddle) / c. (Last) ' 8, Dg;g (Month)  (Day)  (Yea)
{ Type or Print} Augugta T.. Finkemeler DEATH 1l - 5 —195“’
5. SEX 6. COLOR OR RACE | 7. #IAD%%!’EB télEbch‘gchEléRR!ED. 8. DATE OF BIRTH 9. l‘.ﬂ\.GE! r&::w;n LI: UNDER |Dmu I UNDER M KRS,
. Hpacity) s ¥ onths sys | Hours | Min.
Fem \  |white 1- 13 -.1865 88 | I
10a. USUAL OCCUPATION ‘e kind of wor 10b, KIND OF BUSINESS'OR IN- | 1. BIRTHPLACE : .
done during maoat of workin ife sves i recheed) fb. K1 DUSTRY {City snd Stsre or Foraign Lopntry) 1268{;'}%@??%”
Housewife At hope 5t. Louig, Miggsour
!13.. FATHER'S NAME I3b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
unknown | unknown Henry Finkemeier
i5. WAS DECEASED EVER IN U.S. ARMED FORCES? ADDRESS

L_“‘n. INFORMANT' S St GNATURE OR NAME

ira, Anna Schroer,8619 Oxford Lane

18, CAUSE OF DEATH
. Enter only onecause per
line for (8), (b}, and {c)

I. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® (4

*This does not mean | ANTECEDENT CAUSES

MEDJCAL CERTIFICATION .

INTERYAL BETWEEN
ONSET AND DEATH

oonch| Sya

Morbid conditions, if eny, giving DUE TO (b)
rite 1o the above cause (o) stating
the underlying cause last.

the mode of dying, such
as heart faiture, asthenia,
e, It means the dis-

case, Infury, or Ji DUE TO (¢}

I1. OTHER SIGNIFICANT CONDITIONS

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

tion which causred E_a:th.

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
TION
ves [1 wo [#”

21a. ACCIDENT (Bpecitr) 21b. PLACE OF INJURY (sx..inorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE homw, farm, fuctory, screet, office bldg.. ete.)

HOMICIDE ~
21d. TIME (Moath) (Day) (Year) (Houn Zle, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

WHILEAT NOT WHILE .
INJURY . | work AT WORK £R 1 '-/

2. [ hereby certify that I attended the deceased fronﬁl_L
alive on , 1 , and thal deatf occur¥td at ___9A

191’ to M Iaﬂ that I last saw the deceased

m., from the causes and on ihe daie stated ebove.

23b. ADDRESS 2. DATE SIGNED

24a. B 1AL, CREMA-
ON, R VAL (Bpeeity)
€hoval

23a, S1 ATURE {Degros or titls) 3
P . . . R a »
o B |y N rTind )b
VAL 24b. DATE 24¢. NAME OF CEMETERY OR CREMATORY 244. TION (Oity, town, or county)

Zion Cemetery

{Btate)
8t, Louig County Mo,

DATE REC'D BY LOCAL

JANG 1858

25, FUNERAL DIRECTOR" 8 SIGNATURE ADDREAS

/}@’Drehmann Harral 1905 Union Blvd.

(Licensed Embaimer’s

Sutemcm on Reverse Sldt)




PBs1BMON N BEHTH
Lfydan L v *Jad

2~z

STATEI\'II’ENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was eml
By e, OF By . ittt titiiiiatatataarararsanaa et esesn e baanas » Student Embalmer No..........

working under my personal supervision..

Student ... icieiiiaia e Signed...m.-z._

Signature of Student Embalmer

Licensed Embalmer No.\zr%
P. O. Address .....................

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F
to comply 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.




