THE DIVISION OF HEALTH OF MISSOURI

. No. 300 : g y o o
.30 FILED FEB 7 1356  STANDARD CERTIFICATE OF DEATH . i rim. ?ﬁ 8
BIRTH NO. REG. DISY. NO. _3_]_8RIHARY REG. DIST. NO-—1-0-03!«'-'mcr'fNa.......‘.ﬂ_%.l_Q.... Jo.
O TF-D_LACE OF DEATH : 2. USUAL RESIDENCE (Whets decessed lived, If tostiiction: residepee belors
COUNTY . STA i adicisgion),
* - STA o 20N duis ’
b. CITY (I outride v . LENGTH OF . CITY ;
ALY 1f ouside corpurste Umits, write RURAL and gfve | . LENGTH OF || . CITY /)/4/_""2‘ 4.1s Residence withln mi's of
TOWN St, Louis 3wks TOWN Clayton . . ETTRTY
a d. FULL NAME OF {If not in hospital or Lnstitation, give strect sddress or locatlon) a- STREET (If rural, gve lo{-tlnn)
Q HOSPITAL OR . ADDRESS
O INSTITUTION St. Lukes Hospital 7606 Maryland Ave,
85 3 NAME OF — & (Firs) b. (Middle) e (Las) COAE (Mo (Dm)_(Yewn
o {Type or Print) Frederick Charles Frasch cearw dpn, 12, 1956
ﬁ 8, SEX o 6. COLOR OR RACE | 7. #FRF&I'EB IBE‘\‘{SEC&EIBRRIED 8_ DATE OF BIRTH 9, AGEI:&:I:;‘" ;: UNDER 5 YEAR | IF UNDER u Mis.
|5 (Bpw t] onths | Days | Hours | Min.
% ||_Male Fhite Viidowed April 7, 1873 s | l
102, USUAL OCCUPATION ‘e kind of wor 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . . Y
:omduriu mu!worklul!(f?.’:::::igr:d:-dk) - DUSTRY (City ead State or Foreign Country) 2 ClTl]z'}E}r"f‘?F WHAT
Retivred. Tailor Sd1f Fmployed Logan, Ohlo 5
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WiFE
' Conrad Frasch . | Mary Bunz | Anna Trasch
15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 6. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yea. 0o, or unknowa} | (If yea, xive war or dates of service) NO. e
No one yes Lawrence F, Stout 7606 Maryland
18. CAUSE OF DEATH isEasE CONDITION MEDICAL CERTIFICATION I&Eghm
R 1. DiS OR COND . . 5 1,0
f:;‘::;’(’:)’ by, and 1o | DIRECTLY LEADING TO DEATH" o) Grdinis Scloloe Hea k- Degrasre § v

o This does wot mean | ANTECEDENT CAUSES ﬁ ; oA
the mode of dying, such | Morbid condiliens, if any, giving DUE TO (b) “e“-"g‘L
ar heart fotlure, asthenia, | rise {o the above couse (a) stating
e, It meana the dis- dhe yﬂdnivinp cause last.
ease, injury, of complica- DUE TO (¢}
tion whick coused death, | 11, OTHER SIGNIFICANT CONDITIONS IP ~ k‘\ .

. Conditions contributing to the death but ot w W“M P ’“‘

related o the disease or condiiion couring death,

i%a. DATE OF OP'FI%AIG 15b. MAJOR FINDINGS OF OPERATION o 20, AUTOPSY?
YR 0 ves B wo O

2ia. ACCIDENT (Bpucify} 21b. PLACEOF INJURY (e.g..lnorabout | 21¢. (CITY, TOWN, OR TOWNSHIF) {COUNTY) (STATE)

SUICIDE bome, farm., Iactory. street, offios bldy..ete)

HOMICIDE
214. TIME (Month) (Duy)  (Yews) (Hour) 21a. INJURY OCCURRED 211, HOW DID INJURY OCCUR?

OF WHILEAT [} NOT WHILE

INJURY m- | “woRrk AT WORK

22, I hereby certify that I attended the deceased Jrom _hﬂ_-_'_L 193, 4 ﬁﬂ'_-‘lﬁ 1956, thot I lost sow the deceased

alive on M 1956, and that death occurred al_g_Q_ ., frook the causes and on the date slated gbove.

23a. SIGNA E (Deg;ree or title) .| 23b. ADDRESS . DATE SIGNED
ﬂi‘l‘m..«z{’ 7@{@‘ DY 3730 haglgl 15 . | Fau 2. V2

%BNBEERM[ g\h\’LCREMA. 24b. DATE h 24c. NAME OF CEMETERY OR CREMATORY 24d. "LCOCATION {City. tovm.ormtmtﬁ (Gtate)
. (Bpeaily)
Sval "] Jan,13, 1956| ayton Memorial Park Cenm, Tayton Chio

WRITE PLAINLY—USING, UNFADING BLACK INKE—MAKE A PE

DATE REC'D BY LOCAL | REGISTRAR' / R RAL DIRECTOR' 97 81 GHNATYRE
REG.




ASTATEMENT BY LICENSED EMBALMER

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

byme, OoF BY ..o ieimiimiia i et eammameeeteececetssessareemeasanan POV , Student Embalmer No,....-..-...

working under my personal supervision..

Student ... ocuvvinnai e eaesecesasamaas
Signature of Student Embalmer

Licensed Embalmer No. :2 .......

P. O. Address..-é.-(k.\j.%:

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

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

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




