? _ THE DIVISIOM OF HEALTH OF MISSOURI )
o2 | FLED APR 27 1955  STANDARD CERTIFICATE OF DEATH 13693

'o. 48 State File No..vecvininne 2@61
: BLRTH NO. : REG. DIST. NO. 31 8 PRIMARY REG. DIST. HOJ_O_OB Registrar's No........

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where Jdacossed lived. If institution: residence befors
', 2. COUNTY a. STATE b. COUNTY sdazisetont.

b. CITY (U outside corpurate lmits, write RURAL and give a l - d. Is Residence withln limits of
. . towaship) N & city or_incorporated town?
TowN  St. louis TOWN St ,Fe rdlndani WP Yo g Nom

d. FULL NAME OF (1f nct ia hospital or Lastitution, give street address or location) - STREET (If rursl, give ﬁuﬂon)

¢. LENGTH OF c. CITY
STAY (in thia place)

HOSPITAL OR - ADDRESS
insTiTution  De Paul Hospital 9860 Ventura Drive
3. DECEASOE'E B. (First) b, (Middle)} c. (Last) A, Dé}'E . -.(Month) (Day) (Year)
{Type or Print) CECILIA F _MCHRE DEATH March 3rd, 1955
5, SEX l 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, / | 8. DATE OF BIRTH D. AGE (In years| IF ONDER 5 YEAR | & Swotn @ 103,
WIDOWED, .DW'ORCED (Specit. last blﬂ-hd-lv) Mouthll Days | Hourm | Min.
W married January 9th 1885 '
10a. USUAL OCCUPATION (Givekindafwork | 10b. KIND OF BUSINESS OR [N- | 11. BIRTHPLACE
M. udonqdum:mmol'orlunzmo.mn’;l r‘:d':zl) i . - . .DUSTRY. \ . . .«i&:" and S"“' < F““p c"““") ImegITIZENOF WHAT v——
housewife home Iowa
| 13a. FATHER'S NAME 13b..MDTHER‘S MATDEN NAME i 14. NAME OF HUSBAND OR WIFE
; John Koder : Sadie Sladspn i John Mohre
' 5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT 5 SIGNATURE OR NAME ADDRESS
{Yes.no,orunknown) | (If yes, xive war or dates of service) NO. -
no none John Mohre, 9860 Ventura Dr.

18. CAUSE OF DEATH 1. DISEAS co \
. Enter only onecausoper | - E OR CONDITION
Iine for (a), (b), and (¢ | DIRECTLY LFADING TO DEATH* (o3

INTERVAL BEQWEEN
. ONSEF ANDLEATH
.

*This does not mean ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, gicing DUE TO (b)
as hear!t failure, asthenia, | rise to the bove cause (o) dating
dr. 1t meens the dis- | e under!yf'na cause last.

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

ease, infury, or complica- DUE TO {(¢) g
tion which caused death, | 1. OTHER SIGNIFICANT CONDITIONS
Conditions contributing lo the death but not
related to the dizease or condition causing death.
19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION ' - 20. AUTOPSY?
TION .
ves (38 wo L]
21a. ACCIDENT (Bpacify} 21b. PLACEOF INJURY (s.c..lnorabout | 21c. {CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE boms, fatts, factory, street, offics bldg. ,e10.} .
HOMICIDE
21d. TIME (Month) (Day) (Year} {(Hour) 21e. INJURY OCCURRED | 2)f. HOW DID INJURY OCCUR? Y
WHILE AT OT WHILE
INJURY o. | work AT WORK Y 23
2z I hereby, 1fy that I at nded he deceased fro%__‘“'_&___n. ‘510 M 19mat I last zaw the deceaced
alive on , and tha! death occurred al _ _H; , Jrom the causes and on the date stated above.

238, SIGNAT Q- . {Qegroe or titlem 23b. ADDRESS N | | 23:. DATE SIGNED
B, % e Fro S, G~f-JS
E 242, BURIAL, CRE 24b. DATE Z4c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Olty, tewn, or county) (State)
E TION REMQVAL (8 ) . .
S urial 3/7/55 Calvarv Cemebery 3t, Leouis, Mo,

DATE REC'D BY LOCAL RAR'S SIGNATU 25. FUNERAL DIRECTOR'S SIGMATURE ADDRESS

MAR u%s f&,j,zuﬂ’ ~% 0 | DIEDRICH FUNERAL HOME,8319 Hallsferry

(Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb
L3 ¢ o =T« B o 3 , Student Embalmer No...........

working under my personal supervision..

Student.....oooon i Slgnedﬁwww .....................
Signeture of Student Embalmer .

Licensed Embalmer No._.‘-TBS..

e . P. O. Addres_s%/z__ AR St

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 OWN handwntmg

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




