NO . 300
10.48

WRITE PLAINLY—TUSING UNFADING BLACK INE—MAKE A PERMANENT RECORD

1

THE DIVRION Ur BEALITR U MISoUURE =
STANDARD CERTIFICATE OF DEATH

6955

'
FILEL MAR 8 1954 31-48 100351&" File Nows resiosivastinem s soivarn
'miIRTH NO. REG. DIST. N0, ? ' % pRiuaRY REG. DIST. KO, Registrar's No. _....200.0__.
1. PLACE OF DEATH 2. USUAL, RESIDENCE (Whate deceased lived, If Luatitaton: residenos befors
a, COUNTY a. EJ&_TE b. COUNTY sdmimfon).
o ssouri B
b. CITY (i outside corpurats Uimits, write RURAL and give ¢. LENGTH OF || c. CITY : & Is Reddence withn
woabip)| STAY (in this place) OR .
Tows ST. LOUIS MISSOURL " | 7 days TOWN St . Louis wHTRD
d. FULL NAME OF (If aot in hoapital or Institution. glve sireet add or toeation) o STREET {1f rura!, give location) l‘,
HOSPITAL OR DRESS “ A2 ZD
INSTITUTION ST, LOUIS CITY HOSPITAL |2 D

3. NAME OF s (Firs) b. (Miadle) 2. (Last) 4DATE  (Month) (Day)  (Yeso
{ T¥pe or Print) MINKIE W. WATZLOW DEATH MARCH 2, 1953
SI-‘?; / 6. COLOR GR RACE j 7. m\&ﬁ'}%n, N[EVEQ&SRR]ED' "1 8. DATE OF BIPTH S, AGE uu.;.. o e ,Dim Y ———

@ H, Min
emaje White WEdew " = Aug 97 1873 |

$0a. USUAL OCCUPATION fekind of w 10b. KIND © SINESS OR_IN- | 11. BIRTHPLACE . -

dops during moat of 'orhull(!?::‘ni!nﬂ::lk) h F BU DUSTRY (City and State or Fareigs Country) C) ‘zcgunp}ﬁ'\-}?]: WHAT
Housework St.louis Mo,
lisa. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NMANME OF HUSBAND'OR WIFE
William Hoermann { Henrietta B i .| _He W
15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 'S SIGNATURE OR NAME, - ADDRESS
(Yea, no, 67 unknown) | (If you, aive war or dates of service} NO. ’ _‘ - r
Mrs,Adele Scuras,-da 34522 Ay,
18, CAUSE OF DEATH- . " MEDICAL CERTIFICATION INTERVAL gﬂg_&u
1. DISEASE OR CONDITION i
ﬁ;‘:}’;"?g’?{;ﬁn“:‘(’: DIRECTLY LEADING TODEATH* iy C@Febro Vascvlar Accident
ANTECEDENT CAUSES
*Thir does nol mean
the mode of dying, such | Morbid conditions, if any, gising DUE TO (b)t&m_i_’l_‘!ﬂ invplving by. l?'f'] middle tepe )vl Atdery
as hearifallure, asthenta, | rise to the abose cause (o) stating
de. It medns the diy- the underlying cause last, . . ,j
care, infury, or complica- DUETO () Ce rebra ar-feho selerosis .
tion which amtad daatb ll OTHER SIGNIFICANT CONDITIONS ’ b
Conditions contributing to the death but not
related to the disease or condition causing death.
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
TION - 1
_ L L1 ves L wo [
2'a. ACCIDENT {Bpecity} 21b. PLACE OF INJURY (e.¢..inorabont | 2Tc. (CITY, TOWN. OR TOWNSHIP) (COUNTY), {(STATE)
SUICIDE . boma, farm. tsetory, strest, offios bldg ., #1a.)
HOMICIDE .
21d. TIME (Month) (Day) (Year) {(Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? 2
SRy o |Mmer) woTwaLE 231X
22, I hereby cerhfg that I altcndcd the deceased from __2=24=54 , 19 1o 32254 , 18, that I last saw the deceased
alive on , and thal death occurred ol 10 Alﬂm , Jrom the causes and on the date staled above.
B, SEGNATURE {Degree or titls) q 23b. ADDRESS Z3¢. DATE SIGNED
%Mmm M. D, 1515 Lafayette 3254,
24a. BURIAL, CREMA- ATE Ut 240, ﬁAME OF CEMETERY OR CREMATORY 24d, LOCATICN (City, town, or county) (Btate)
TION, REMOVAL (Boweltz) . ]
_Ma.n.S_']S_Eh_ Vemorial Park Cemet nis C
DATE REC'D BY LOC.AL B R'S SIGNATURE 4 - 25. FUNERAL DIRECTOR'S SIGNATURE ADDRESS
MAR 3 195 ’. 2 K K 77 w4 Hy.leidner Und.Co.2223 St.louis Ave,

) ;'.A {licensed Embalmet's Statemetit on Reverse Side)



0 A - r. Lo . r

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emba
By me, OF by .« s esteer s e e e an e » Student Embalmer No,....c.......

working under my personal supervision..

Student.......... St of it Ebiiesy T Stgned.;&:@-n.w.-.w

Licensed Embalmer No...

LT T P. O. -&dd_re%é_.

\» Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fa
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwnt:ng
7€ this bedy is not embalmed, fact should be so stated above. .

L] - . - - -+




