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

HLED AR

7 1955

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

6350

St628 File No.o e vens menimesmssanssans

31 8PRIHARY REG. DIST. NO. JQ.O.BRegisrmr': No.........j%.‘..?.ﬁ...@

"BIRTH NO. REG. DIST. NO, /..
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. 1f institution: residence befors
2. COUNTY a. STATE Missouri b. COUNTY adiimlon).
: 22
b, CITY (H outclds eorporate limits, writs RURAL and give c. I:{ENGTH OF . ng . 4 1s Rexidence within u;?-;: 5‘7
wroshi| j ia )] or Incorpora
TOWN 7? ouis obie)| SATHRG Il S St. Louis RS )
d. FULL NAME OF ¢ pital or instituti vy streo re- location) STREET Rocation)
HOSPITAL OR ADDRESS %
INSTITUTION W ZW /5 C 7[ (./ ol :z 13024 Bt gomery Street
* DESeastD 7‘““” 5 et /"’4'“‘”” i 4DATE  (Mouth) (Day) (Yo,
{ Type or Print) _ﬂ,é EleK DEATH éﬁ 423 /45-5-
5. SEX 6. COLOR QR RACE | 7. NIADRORVEB bé‘lE\YcE’ECPéSRRIED. 8. DATE OF BIRTH 9.1:\.GE (I years| IF UNDER 1 YEAR | F oty u ums,
(Bpeciiy} irthday) |Monthe| Days | Hours | Min.
Pemale ) White 1dowed July 21, 1870 2,. 1 | |
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE 12. CITIZEN OF WHAT
3 by . {City and State cr Foreign Cnuntrv]
dota of working life, if retired) DUSTRY co
K Home  metiosmemitr Homemaker St. Jdacob, inois Y i W3lA,
1 FATHER'S N 13p, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND WIFE
if[ er Trautenmiller garet Pani Albert Merk ( ceaged)
I15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT 5 Si ATU N &M
(Ya-.ﬁ.oor unkoowa) | (Il yes. xive war or dates of sorvice) own NO. | Mp, exander ra)acg 5452& Si&[lmE s%t

. Enter only cne catise per

18, CAUSE OF DEATH

Hne for (a), (b}, and (¢}

*This does not mean
the mode of dying, such
as heart fallure, asthenia,
eic. Tt meane the dis-
eare, Injury, or complica-
tion which cauzed death.

1. DISEASE OR CONDITION
DIRECTL Y LEADING TO DEATH® (g

ANTECEDENT CAUSES
Morbid conditions, if any,

rise to the abore cause {a) slating

the underlying cause last.

ME L CERTIFICATIQN INTERVAL BETWEEN

ONSET AND DEATH

S L
vacliin ittt Boo.

gicing DUE TO (b)

DUE TO (c) e
I1. OTHER SIGNIFICANT COND_!TIONS : *
Conditions contributing to the death but not Ay LW RPN L P I

related to the disease or condition cousing death.

20, AUTOPSY?

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION . R !
TION
. ves L wo

2la, ACCIDENT (Bpecify) 21b. PLACE OF INJURY (e.g..Inorsbout | 21c, (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE home, farm, faatory, street, office bldg.,et8.)

HOMICIDE .
21d. TIME (Meonth)  (Day) (Year) (Houn) ?le, INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?

WHILEAT[ ] NOT WHILE
INJURY w. | "work AT WORK | oo

2. I hereby certify thgt I attended the deceased from 4[7_2543;, 19..{{; o _23_2&., IQ_SI: that I last saw the deceased
1 . ] i , and that death odcurred al Wm Jrom the causes and on the date staled above.

23b. ADDRESS

e 07 JETE L s nyerte

23c. DATE SIGNED

A 23-S3~

24& B U . CREMA-
{Bpecily)

24b. DATE

Feb, 25,1955

24c, NAME OF CEMETERY OR CREMATORY 24d. LOCATION {(City, town, or county} (State)

_ Lake Charles Cemetery | St, Louis County, Missouri

DAT(yﬁD BY L%CAL_.

EFR 2

REGISTRAR'S SIGNATUR| -

25. FUNERAL DIRECTOR'S SIGNATURE ADDORESS

Math Hermann & Son,Inc.,2161 E. Fair Ave

(licensed Embalmer’s Statement on Reverse Side}




— m— e

——— ere— —————————

STATEMENT BY LICENSED EMBALMER

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

» Student Embalmer No........

working under my perscnal supervision. .

- ,é«/gj/ _____________

Student... ... i N B { w0t SOUTSUUER

Signature of Student Enbalmer ) )
' Licensed Embalmer ﬁ%‘/
P. O. Addreééfﬁ*//

PR

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

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

I* this body is not embalmed, fact should be so stated above. : ’




