THE DIVISION OF HEALTH OF MISSOURI 31797

Ho. 300 .
v | fueo SEP 16 1954 STANDARD CERTIFICATE OF DEATH ———
BIRTH NO. _____ REG. DIST. NO. 3 I! ; PRIMARY REG. DIST. u01 Qai. Registrar's No.ouwn S0 80 41 st
' \ I. PLACE OF DEATH j 2. USUAL RESIDENCE (Where decsased lived. If institution: resldence befars
a. COUNTY ] a. STATE Mi S'S Ouri b. COUNTY admislon).
b, CITY (I outsids corpurate Limits, write RURAL snd cive ¢. LENGTH OF || e. CITY . d. 1s Tiesidance within limits of
TOWN St. Louis owntio) STAY dndspiesl S8 St. Louis o W”&"':
d. FULL NAME OF (If not in hospital or Instiation. glve strect address or loeation) STREET (I raral, gre location) D
tNshitorion. 4264 Kossuth Avenue fOORES 4064 Kossuth Averue N 1y
3. NAME OF a. (Firsh) b. (Mlddle) c. (Lat) 4 DATE  (Momth) (Day)  (Yean
DECEASED
(m”, ey MRS. AUGUSTA FREESE I e August 28, 1954

9. AGE. (In years

6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED 8. DATE OF BIRTH F UMDER | YEAR | OF GNDER 3 Knd.
! Munﬂu, Days Huunl Min

WIDOWED, BIVORCED (Bpedity]
Female ‘| White Widowed Feh, 2, 1889 85 ... —

10a. USUAL OCCUPATION (Givekind ofwork- | 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE (0000 1ng State or Foreig Comntey] ‘f 12, CITIZEN OF WHAT

done during most of working life, sven If raticed)

At home None Germany, 0.S.4A.
13a. FATHER'S NAME : 13b. MOTHER'S MAIDEN NAME i 14. NAME OF HUSBAND'OR WIFE
F u.k. Baumbach 1 4k : Henry W. Fresse, Deceasd
15. WAS DECkEASE? E\(IIER IN USARMdED E)E&I-S: 16. SOCIAL SECURLI’J 7. INFORMANT'S SIGNATURE OR NAME ADDRESS
of unknown, WAr Or tes ) N
s rIt’)fi none Arthur A Freese, 4264 Kossuth Ave,

18, CAUSE OF DEATH MED CERTIFI lgnr;:gu BETWEEN
. Enter only onemuseper | 1. DISEASE OR CONDITION %m AND DEATH
Line for (s}, (b), 8ad {¢) DIRECTLY LEADING TO DEATH*(5y _ W
*Thiz doet not mean ANTECEDENT CAUSES - /o
the made of diing, such | Mortid conditions, if any, ,,,;,,, DUE TO (b) y anas l’%@wf.

r rise to the above conse (o) stat
a1 heart failure, asthenia, iy J la;t

de. I means the dis- ying caure
caze, infury, or complica- DUE TO (c)
tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS
Conditiona contributing to the death but not
related Lo the disease or condition cauring deafh.
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION . 2. AUTOPSY?
TION
. ves [ wo []
21a, ACCIDENT (Bpedily) . 21b. PLACE OF INJURY ({eg..incrabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE , bome, farm, factoty, strest, offioe bldg.. so.}
* HOMICIDE : : ) -
21d. TIME (Mooth) (Duy) (Tear) {(Hour) 21a. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
. : - WHILEAT[™] NOTWHLLE
INJURY . = | “woRK AT WORK 72\3 o

217 hereby certify !hat I attended the dmuedjromél‘_"L 19&, o _%m.ﬁ&n’%thd I last saip the deceased
alive on % 19_,£ and that deatfloccurred at 5317 Dm., from i causes and onthe date stated above.

Za. SIGNATU v or titls) | 23b. ADDRESS . 23c. DATE SIGNED

/ée ngﬂ A 3635 0. Neus7FAD - | & 305u

24a. agggg\}..mm 4 2b, DATE ;| .. zu: NAME OF CEMETERY OR CREMATORY . :| 244: LOCATION (Olty, town, of connty) | (Btate)
UTrla 9-1-54 Calvary Cemetery. . :ISt. 'Louis, Missouri

WRITE PLAINLY—U"SING TUNFADING BLACK INE—MAEKE A PERMANENT RECORD

25. FURERAL DIRECYOR'S SIGNATURE ADDRESS

/7”’:)' Stock Mortuaries, 2117 E. Grand

ALicersed Embaimer's Statement on Reverse Side}

AUG 3 0 1958 | 0. Bl
4




‘;"/a:‘“: -‘f:&;s(,d

A .
STATEMENT BY LICENSED EMBALMER

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

byme, oFf BY coiveueieriiveinninens e aeeeeeemmeeeetedeRisdstitsstesmmnasuasnavenninnnrens . Stude:it Embalmer l;lo. ...........

working under my personal supervision..

Student......oiono e T Slgned ..... W é %’a{

Signature of Student Embslber
Licensed Embalmer No. ...........

P. O. Address _____. / {7;

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 alsc shall sign in his OWN handwriting.

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




