No. 300
10.48

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

FILED MAR 10 1955
BIRTH NO. / 7{49 \5.";—!: DIST.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH . -

_1_8__PRIIMRY REG. DIST. NO.

State File No....

Regizstrar'e No

6152

54 0nim mm gt e

4674

~1. PLACE OF DEATH

2. USUAL RESIDENCE (Where decoased lived,

It &

tution: residencs befors

8. COUNTY 0O e STATE Missourl b. COUNTY f 4.7 aduolamion.
b. CITY Ul outsids corpurata i, write RUBAL andeive [ ¢ LENGTH OF || . CITY (/ 8¢ 0 4. In Teskbence within Limits of
township)| STAY (in this place! OR a city of_neorporated town?
oW St, Louis,Mo, i TownLemay ,Mo. / W HTR Y
d. FHOLIS.P?Q!{\AN‘\-EO%F {If not in hospital or instivution, give strect address or location} . .Ast;rl;t;gs (I rural, give location)
wstiution > T. Anthonys Hospital 729 Zelss Ave,
.3 SE‘?:’EE s%':) a. (First) b. (Middie) ¢, (Last) 4, DATE (Mmgh) (fa (Year)
{ Type or Print) Infant Fles pean Feb,.2
5. SEX 6. COLOR OR RACE | 7. Mﬁ)ig‘!'{'EB. NEVER | EBRE'EE{) 8. DATE OF BIRTH 9. AGE o yen) v ven » Yo |7 oG 4
\ {Bpaclty’ . on Days | H Min.
Mal &/ lunite R M B P - | “|
108, USUAL OCCUPATION (Give kivd of xork 11. BIRTHPLACE

dobe during most of working lifs, sven if retired)

10b. KIND OF BUSINESS OR _IN-
DUSTRY

(City and State cr Foreigm Country}

12. CITIZEN OF WHAT
COUNTRY?

none none St. Louis,HMo, /4]
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WiFE
Edward Fles Mary Lou Klaesner none

I5. WAS DECEASED EVER IN U.S. ARMED FORCES?

414 ,Hsﬁlé or dates of service)

(Yea. no, or unknown)
rorne

16. SOCIAL SECURITY

®|Edw. Fles

17. INFORMANT'S SIGNATURE OR NAME

ADDRESS

729 Zelss, Lemay, Mo,

. Enter only onscatse per

18. CAUSE OF DEATH

Itne for (8), {b), and (o)

*This does not mean
the mode of dring, such
as heart follure, asthenis,
ete. It means the dir-
case, infury, or complica-
tion which caused death,

-
+

f. DISEASE OR CONDITION

' CAL FERTIFICATION
DIRECTLY LEADING TO OEATH" g “, /ULVVO'MM MM,

ANTECEDENT CAUSES

INTERVAL BETWEEN

-ONSET AND ZTH

Mortdd conditions, if any, giving DUE TO (b)
rize Lo the abote cause {q) dctiua
the undcnlﬂing cauae last.

DUE 70 (€} m ax

(94n¢$_%ﬁﬁgﬁgunﬁm@,

I1. OTHER SIGNIFICANT CONDITIONS FA

Conditions condribiding to the death but 20t
related to the dlaense or condition cauting death,

19a. DATE OF OPERA- | 190, MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION
ves (1 wo [
21a. ACCIDENT (Bpecily) 21b. PLACEOF INJURY (o.g..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bonwe, farm, fastory, street, offics bldg.,#30.) - .
HOMICIDE . . )
214, TIME (Moats) {(Day} (Year) {(Houn 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
: WHILEAT[—] NOT WHILE
INJURY = | WoRK AT WORK 7 LA D
22. I hereby I attended the deceased from M‘L 19&5 to M IP...S...éthat I last saio the deceased
alive on 19.55 and that death occurred at _é_ddzfm ., from the causes and on the date slaled above.

Ba@IGNATURE & 0{
r

(Degres of m.le)q

23h, ADDRESS

Sl

. Jeforrmars

23c. DATE SIGNED

2-22-54

TIOHBIIRJRIAL C A— 24b, DATE - 24c. NAME QF CEMETERY OR CREMATORY .| 24d. mTION {Otty, town, or oou|nty') ‘ (State)
PemOVAL motor 2-22-55 |Mt, Olive Cem. Lemay 23, Mo. -
DATE REC'D BY LOCAL | REGIST ‘S SIGNAT '&Q D?ﬁﬂ&lrhil T}H!é . ADDRESS -
FEB 23 1955“- Yy 35%351, Grand Blvd., St.Louis,Mo.
- '6 (Li .‘:.'_".; 's § on Reverse Side)




il

¥ STATEMENT BY LICENSED EMBALMER

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

byme, OF By c. i iin e e e e eeeebeeetsasetraceesanenebeaannnn ., Student Embalmer No.... ..........

working under my personal supervision.. M
tu ) 2 Y A4y Signed. SRS Nl L LTI
Studen Signature of Student Embalmer
Licensed Embalmer No '

P. O. Addr/es

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fai
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

7 this body'is not’embalmed, fact should be sc stated above.

* -




