THE DIVISION OF HEALTH OF MISSOURI

 No. 300 F r 7 . :
w0 | HLEC JUL 261954 STANDARD CERTIFICATE OF DEATH State i o
= - ) / i
BIRTM MO, ___ == REG. DIST. NO, _3,_,1_& PRIMARY REG. DIST. M-m Kegistrar's N.,._......_ﬁ..j:.é?.;,
. I. PLACE OF DEATH . 2. USUAL RESIDENCE_ (Where decessed lived. If institotion: residemoe before
l a. COUNTY ‘ ; a. STATEM issouri b. COUNTY adiniselon),
b: CITY f outaide corpursto imita, write RURAL and . LENGTH OF || - cmr - L I :
QR 1 e corpumta Tl write vommsbiod| STAY (in e slecel]|  * : I‘“:‘;“"?mm'"”“u““’w"'m"f
TOWN  St. Louis 5 yrs. TOWN St. Louis . i R =
d. FULL NAME OF (If oot in hospital or institution, glve streot addres or location) o STREET . (If raral, give location) J ) é
HOSPITAL OR ADDRESS :
INSTITUTION: 6258 BReber Place ‘ 3 6258 Reber Place g
3I;JEAC~E'ESDE% 8. (First)} b. (Middle) . c. (Ls.“) 4. Dé‘:_-t {Month) (Day) (Yean) ‘
(Typeor Print)  Anna Bauer pEATH __ July 5, 1954 ' ‘
5. SEX / 6. COLOR OR RACE | 7. MARRIED. Eﬁggc MARRIED. /|'8. DATE OF BIRTH - 9. AGE Un E Gnyun| # vees | YR | & tnoen a4 s,
. {Bpadit; y on Days | Bours | Min.
f w Marr! ed March 13, 1891 lg l , !
m:ﬁ.uggfnl;gcigpalm (Qhvekind ot work 10b. KIND OF Busmessnc')-'gr gc\;\ TLBIRTHPLACE (0. i seuce or Foraign Countryly "cg{,ﬁﬁﬁ?”‘“” |
ousewlie own home ] St. Louig, Mo. ‘ U.S.A. |
13a. FATHER'S MAME : T3b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
Lorenz FEhrler . ] Anna Beerhalter .41 George r . |
I5. WAS DECEASED EVER IN U.5_ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS |
{Yes. 0. oru‘nkmn) (If yes, glve war or dates of sarvice) NO. ) |
| _no none George E. Bauer, €258 Reber Place

18, CAUSE OF .DEATH ’ . MED CERTIFICATIO, lg:szgm. BETWEEN
 Enter only onecauseper | I, DISEASE OR CONDITION M AND DEATH
lime for (o), (b). and 1) | DVRECTLY LEABING TO DEATHS (5) W L 9 4

ANTECEDENT CAUSES

" This doer nol mean

\
the mode of dying, such | Morbid conditions, if any, giring DUE TO (b) : j
as heart fallure, asthenda, rite fo the above cause (o} stating A
de. It means the dis- | the wnderlying couse lagt. . : \
care, injury, or complica- DUE TO (¢}

tion which caused death, | 1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but ot A

related to the disease or condition cauring death.

{.‘USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

195. DATE OF OPERA- | 13b. MAJOR FINDINGS OF OPERATION ) . 20. AUTOPSY?
% ; TION Fleyg S
Yl . vrs L] wo m
2%a. SmUIéIDDEET (Bpedity) 21b. PLACE OF INJURY (o.;..l:l:;;.bom 21c. (CITY, TOWN, CR TOWNSHIF) {(COLUNTY) (STATE)
" homa, farm, Isstory, street, offl Lo WEQL) - .
A - RO Porre. I S Frer A
2id. Tél'l__lE " (Month} (Day) {(Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
Pl : . e WHILEAT NOT WHILE '
2l INJURY . s s WORK ATwore Ll } Zeir Y20

1,
21 hereby certif; t I g ended the eceased from %‘Lﬁ[_ IBé,i lo ‘W 4 ) that I last saw thé de ased
alive on 1 and that death ocdurred t m., from tie causes and on'the date staled above.
Za. $IG RE or tiue ADDR j / 23c. DA s: '

WRITE PLAINLY

?4a. BURITAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 2Ad. LOC.ATION {City, town, or eonnty) / /(sme)
TION, REMOVAL (Bpeclty) ’
Removal 2l Park | ]
DATE REC'D BY LGR:EAGL | RAE A 2S5. FUNERAL DIRECTOR'S 8] GNATURE ADDRE SS 6464
L 7 . 1954 ' Y AL MC Boffmeister Colonial Mortuary, Chippewa..

(I.:annd Embaimer’s Sutement on Reverse Side) (’




- -  ERuclid & Laclede

_ |
pr. J.D. Lakes,
Forest 7-6550 | ‘

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emba

By mMe, OF DY ..o rris st eree s feaeaean , Student Embalmer No....... gomnn
)

working under my personal supervision..

Student..ouereonarsaccicectanasn et e
Sighature of Student Embalmer

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 handwriting.

¥4 this body is not embalmed, fact should be so stated above.

- -



