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FILED SEP 2

THE DIVISION OF HEALTH OF MISSOUR!
STANDARD CERTIFICATE OF DEATH

rorrerr————
REG. DIST. NO. 31 7 PRIMARY REG. DIST. NO.

31910 .~

State File Nowinnimisiinn, -

| :Rtﬂ"l‘.tf!’df'.l' Ne. a o ? 7

2 1955
So0

BIRTH NO.
1. PIESSNET\?F DEATH 2. U?rl;AL RESIDENCE (Whsrs decoased lived. M lastitution: residence befors
s m e B Y ~ea.-STATE b. COUNTY adinimton}.
St. hoofs - Missouri &
b. CITY 3] £ rate limits, write RURAL und giv . LENGTH OF c. CITY .
ouloide corpurate s, writs u_--:.hig) [+ AY(iin".hi. place) OR d. l.lel}‘e;ldmt withti:xwljnu‘ol:':;
TOWN Lemay 23, Mo, Town  St, Louls = D,
d. FULL NAME OF (If not in bospitul or Institution. eive sireot address or location) e- STREET (1t raral, give locatlon) P, D]
HOSPITAL . ADDRESS g4 ) 2\
INSFOTION Mary Ridge Home 3815 Wilmincton '
3. DNEACPEES%FD a. (First) b. (Middie) ¢. (Last) | 4. DATE (Month) (Day) (Year}
{ Twpe or Print) Katherine Rothweiler _ peaHSept. 8, 1955
5. SEX 6, COLOR OR RACE | 7. MAR%EB. EEVSQCPEBRRIED' 8. DATE OF BIRTH 9, AGEb(éx:c,-n z.'; ux.u |Dm- IF UNDER N WXS.
N . (Bpacifyy |~ - t ! o e | B Min.
female white Wigone 5 1Nov, 28,1867 Q | ]
10a. USUAL OCCUPATION {Ciiwe kindof woek | 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE - y ;
dona duriag most of working life, o:mnﬂ' ral:r:ﬂ - DUSTRY . {City aad Stete o5 Foraige m."y lzcgm'lz'ir;:o': WHAT
none none I11inois.- - . ¢ 5. A
13a. FATHER'S NAME 13b. MOTHER'S MA{DEN NAME 14. MAME OF HUSBAND‘OR ¥iFE

Casper Peppel.

15. WAS DECEASED EVER IN U.5. ARMED FORCES?

(If yes, give war or dates of service)

(Yes. no.or ynknowa)

Marearet Glalher | Geo., C, Bothweller

16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
NO. [Florence Stolz 3815 L-‘ilmlngton

non unk
18. CAUSE OF DEATH MEDICAL CERTIFICATION . . INTERVAL BETWEEN
Enter only coecansoper | ). DISEASE OR CONDITION _ 2@ M ONSET AND DEATH
line tor {8}, (b), and {c) DIRECTLY LEADING TO DEATH® () .’ _{‘Z—, .
*This does not mean ANTECEDENT CAUSES U
the mode of dying, such | Morbld conditions, if eny, giving DUE TO (b)
a4 heart failure, asthenia, | Tise fo the above catise (a) slating
e, 1t means the dig- the underlying cause last.
eaze, injury, or complica- DUE TO (c)
tion which coused death, | [1. OTHER SIGNEFICANT CONDITIONS
' * Conditions contributing to the death bul not
related to the discase or condition cousing death.
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION e . .20, AUTOPSY?
i 4500 0
_ YES ) [E
21a.. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (e.g.. lnorabomt | 21c. (CITY. TOWN, OR TOWNSHKIP) (COUNTY) (STATE) .
- - SUICIDE bome, farm, Tastory, sireot, offics bldr.,ete)
-~ HOMICIDE . . - .
214. TIME (Mogth) {(Day) (Year) (Hour) 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
. WHILE AT NOT WHILE
INJURY m. | “work AT NORK

2. I hereby cegify th uended th
glive on %VI

, o W&’ 9“ that I last saw the deceased

m., from the causes cmd on the dale stated above

eceased from

, and thel death oﬁrred al __iIO

W .
WRITE FPLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECO@ _—

REMA-

7 T X K
RS

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

St, Louis CQuntv mo,

24b."DATE

9-9-55

Sunset -Burigt Park

DATE REC'D BY LOCAL

7§

ISTRAR'S SIGNAT zs AL r.n a:c#on 5 5l A RODRESS
W ﬁ:@awﬂ[ﬂb 8%5 Ié]f'lg.‘?l & ?miouls, Mo, .

(Licensed Embalmer’s Statement on Reveru Side)




Dr., Inkley
6360 Myrdoch

/’STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was em
By e, OF By . et eaa e naa PRUUP » Student Embalmer No,.........

working under my persona) supervision..

Student.....ooiuieriieiiiit it aie s aaraanaas - Signed WZ? ..... 7
Signeture of Student Embalmer - - )
‘A

{ .
icensed Embalmer No.’

P, O, Addre

------------------

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 handwriting.

17 this body is not embalmed, fact should be so stated above. ) =




