. 300

WRITE P]Z.A!'i\'r'lfﬂt''—'US![NGJ UNFADING BLACK INE—MAEKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI 43{}90 T

FILED DEC 22 '195‘5 STANDARD CERTIFICATE OF DEATH State File No
BERTH NO. REG. DIST. NO. _3[_?__ PRIMARY REG. DIST. NO. _59_0_ Kegistrar's No. EZ(P?G
1. PLACE OF DEATH - 7 USUAL RESIDEMNCE (Whare dacesasd lived. If { Wancs before
a. COUNTY St Louis a. STATE Misgouri b. COUNTYi! La odmh-(on!
b. CITY (1 outsid limita, wrlle RUBAL and #i ¢. LENGTH OF [| ¢ CITY A
LY oot orumeinke e WOBAL s, | € LSOSTE TN € S papy 304 T
TOWN Manchester 13 Mo, TOWN on . A
d. FH!.JS-PPT&AHE_EO%F (1f oot in heapits! or lnstitution, gFive sreot address or location) .ASDTDRF;ZEESI-S (If raral, give locaticn)
instrution  JManchéater Nursing Home 9812 Gravois ave,
3 NAME OF o, (Firsh) b, (Middle) <. (Last) ©DATE  (uouh) (Dap) (o)
(Tyoeor Print)  JOSephine Werkmeister DEATH  DgC. e 19378
5. SEX / 6, COLOR OR RACE | 7. mIAD%m'EDD I’g%{\\"n’gsc?ggRRIED._a 8. DATE OF BIRTH 9. AGE (Ir;:e)qn l'I!l" Ux:l | YEAR | IF UNDER 4 ums,
. (Bpaclfy) ¥ oo Days { Houra | Mig.
Female Widowed ov.1,1871 A |
ID:; USUAL SEC‘:EP:KTLC:EHS(};::;?::!WWJ; 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (o, 04 State or Forsign Coustry) & |2tg{.l1;lt'|z'5§'?FWHAT
ousewlie Own Home St,Louis,Mo. U . s R.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. MAME OF HUSBAND'OR ¥YIFE
, Joseph Berry | Unknown Severin Werkmeister
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yea. no,pr uokaown) | (H yes, give war or detes of service}
0 None elen Jansen 9812 Gravois ave,
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
 Enteronly opeeauseper | |, DISEASE OR CONDITION _ - °_':5E'f AND DEATH
Line for (o), (b, end ¢y | PIRECTLY LEAGING TODEATH? () __ CI#RONIC M YocARP /7 78 >
; ANTECEDENT CAUSES . ¢ ’
*This does nol mean ) S€ S
the mode of dying, such | Morbid conditions, if any, gising PUE TO 0)CAMDIo- VASCVL AR -Hévae OISEFSE !
a8 heart fallure, axthenia, | rise to the above cnuse (o) stating
the underlping carse last.
ele. It means the dis- Qe -
case, injury, or complica- DUE TO (c} et v
fion which caured death. | 11. OTHER SIGNIFICANT CONDITIONS
Condillons contributing to the death but 1ol
related to the disease or condition causing death.
19a. DATE OF OP'FI%?‘{- 196. MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
AJea/e ' 6/4/,2/{ ves ] NDB/
21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY {e.s..Inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bomae, farm, fastory, street, office blds..et0.) —
. HOMICIDE . Now &
2id. Tél':_lE (Month) {Duy) (Year) (Hour) 21e. INJURY QCCURRED | 2if. HOW DID INJURY OCCUR?
INJURY Aow & m | WHLEAT ™ KOt A -~

-
2 I Hereby certify that I attended the deceazed from _._Mn_"__‘__ 1_95’1, to bEC. 1o , 193 4 , that I last saw the deceased
“oliveon €8 .10  194°37 and that death occurred at _3_'5_‘3_ m., from ke causes and on the dale stated above.

23, SIGNATURE . (Degree or titlgy ;| 23b. ADDRESS 2. DATE SIGNED
-
n.R. &‘lﬁhﬂ.ﬂ . 0. pALLWIN /V/a. tr-t2 -1
24a, BURIAL, CREMA- | 24b. DATE Z4c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, town, or couaty) (Gtate)

N, REMOVL (Bpedify)

Dec,13,1955 18S Peter & Pail Cemetery | St.Louis,Mo,

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATU FUNERAL DIRECTOR'S 516N
' G. D l?é.Hoffmels er GColo aY Mortuar

hDDI!E 33

# (Ticensed Embalmet’s Statement on Reverse Side) Ly
L N °




#STATEMENT BY LICENSED EMBALMER

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

by me, OF By oo rieirietec s e ea e aa e caa e S P , Studexit Embalmer No.,.........

working under my personal supervision..

Student.. . ..o eiiiiiiirireerarrr s st aaaaoas Signed. s e 51
Signeture of Student Enbalmer

Licensed Embalmer No..Z(?

P. O. Address ,7f////

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 handwrttmg.

T4 this body is not embnlmed fact should be so stated above, )

.




