FLED AUG 9 - 1054 THE DIVISION OF HEALTH OF MISSOUR

No. 300 . i ’
.20 STANDARD CERTIFICATE OF DEATH *| . s ricmo.. < FOL2
’ BIRTH NO. REG. DIST. NO. _;Sﬁ PRIMARY a:c: ‘DIST, m..lQQBRm'mur‘: Na....ﬁi.@@. S
~1. PLACE OF DEATH ; 2. USUAL RESIDENCE (Whers detetaed lived. If institotion: redidence before
. COUNTY . STATE b. COUNTY adcimlont.
© s _ . : Missouri 7y ;
b, CITY (I coteids corpurata limits, write RURAL snd give ¢. LENGTH OF [| ¢ CITY T -/ & 1 Besidence witstn pmise o
OR rownhip) | STAY (ip this place) OR -1  city fawnt
TOWN St, Louis 8" da55 TOWN _ yabster Groves g EETREHT
d. FULL NAME OF (If 5ot in hospdtal or institution, give strect address or looation) «- STREET f rural, give docatlon) |
HOSPITAL OR ' ‘ ADDRESS
INSTITUTION._ Jewish Hospital 1 Eunice Ave
3. g&gs%lg 8. (First) b. (Miadie) o (Last) | 4 Ds}'g (Month) (Day) (Yeer)
( Type or Print) Theresa , Broermann DEATH  June 27,1954

O OOER | YIAN | O betdm M mRs.
Moznthe ] Days Bml Min,

5, SEX / 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED; 8. DATE OF BIRTH 9, AGE (n yeann
WIDOWED, OIVORCED (ﬂp&“ Last birthday)
Female White Wildowed Aug, 14,1866 l 87

10a. USUAL OCCUPATION (Givakindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE : g .b 12 WHA
dane during suoss of working life, eren U retired) | DUSTRY (City aad State or Foreige ““"”‘7‘ c&ﬂﬁ%’#?” T
Hougeawife At Home Germany UuSelo

138. FATHER'S MAME T 13b. MOTHER'S MAIDEN NAME © | 14. NAME OF HUSBAND'OR WIFE

) John Ré8ichenbaerger | Unkpownp  ~ Jg .
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 6. SOCIAL SECURITY | T2 INFORMANT' S SIGNATURE OR NAME ADDRESS
(Yes. D0, 0z unknown) | (If yes. give war or dates of service NO,

Ho :

1l 18. CAUSE OF CEATH : - MEDICAL CERTIFICATION INTERVAL EETWEEN
Enter only cneceusper | |- DISEASE OR CONDITION - c‘£ OMSETAND DEATH,
i DIRECTLY LEADING TO DEATH* () Ar 2L A4 T

line for (s}, (b), and (c)

T

_‘E:o.gr_s,_

. *This doer not mezn . )
the mode of dping, such gorudmw&mn, if any, giving DUE TO' (b)
to
s beart failure, asthenia, m‘ :{w ﬂmlw)

de. It means the dis- couse fast. Q{ n .

case, injury, or complica- DUE TO (¢! et {COYOMA] = d 2 t! )

tion which caused death. | 11. QTHER SIGNIFICANT CONDITIONS R . i

' Conditions eontributing to the death but ot (| ONGY Epe O oot . Itien ,fnpg. : ‘

; . _ related to the disease or’mditioﬂ causing Mg (7 3'4 , J 6') da
i 19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION v ce 2. AUTOPSY?
; TION
i YES E’ ) D
I 21a. ACCIDENT | (Bpectiy) 21b, PLACEQF INJURY (eg..lnorabont | 2lc. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
| SUICIDE A home, farm, fastory, strees, offios bldz., eta.) 7 -
| HOMICIDE

21d. ngE {Month) (Day) (Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

-7 : WHILE AT NOT WHILE
INJURY . = | "wome L] AT WORK " Y0/

"M 2. T hereby cegtify that I dttended the deceased from L ;91, lo 16_854{ that I last saio the deceased
ive o , 1988y, and that deatlgecurred at m,, {rhm the eauses and on the dale stated above.

Y S s PO [ A

N3

WRITE PLAINLY—USING UNFADING BLACK INE—MAEE A PERMANENT RECORD

24a. BURIAL, CREMA. | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 244, LdCAT!ON'(Ul:y. town, or county) (Btdi)
TION, REMOVAL (Bpeeity) ) . By
Burigl 6=30-54 Calvary Cemetery St o ‘e
DATE RECD BY LOCAL . 25. FUNERAL DIRECTOR'S 8IGNATURK ADDRESS
- Mit t_elbergv Funeral Home, Inc.

WEBSTER GRoIES.



STATEMENT BY LICEN.‘SED EMBALMER

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

BY Me, OF DY ittt iiiit s iiieiiavaee i rase e aasisi e ev.sn, Student Embalmer No,..........

working under my personal supervision..

Student ....ocoiiioiiriiiiiiicaii i e Signed};.m...ﬁ.m% ......................
Signature of Student Ezbelaer ‘ -

3L

Licensed Embalmer No. " 4.

)

! : ‘P, O. Address 4L S UM/

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 OQOWN handwriting.
¥* this body is not embalmed, fact should be so stated above.




