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

FIED JAN 17 1956 - 1HE DIVISION OF HEALTH OF MISSOURI

3038

REG # 13485 STANDARD CERTIFICATE OF DEATH e rure m s
SL # 8479 : 318 1003 133
BIRTH NO. REG. DIST. NO. 8 PRIMARY REG. DIST. NO Registrar's No..
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: residence befors
2. COUNTY a. STATE b. COUN T ne g, Adailon).
YISSOURI B . GENEVIEVE
b. cm' (1f outelde corpurate limits, write RURAL aad give & Alal'-ZNGTH DSF c. c(t;r d. 1n Tiestdence within limits of
tawnship) {ln this ta) n city coTporated (own?
TOWY gy _aRAND, ST.LOUIS, Toun_WEINGARTEN - NG
d. FULL NAME OF (If pot in ho-piul ot in-dumon give streot address or locstion} o STREET (i rursl, give looation) q b f
HOSPITAL ADDRESS O
INSTITUTION \1 .
oAkt v e b. (Middle) o (Last) I - ogp (Moot 6 (Day)  (Year)
(Type or Print) FRANK X STOLL peAtH  1=h=5
5. SEX 6. COLOR OR RACE | 7. MARRIED NEVER MARRIEDI 8. DATE OF BIRTH 9. AGE (In years| IF UNDER 1| YEAR | o vwoeR o Hes,
WIDC 86 day) Month, Days | Hours | Min.
_MALF WHITE 1-13=- |
10a. USUAL OCCUPATION (Giwetladofwork | 10b. KIND OF BUSINESS OR IN. | 11 BIRTHPLACE o, s s cen Connter) O] 12, CITIZEN OF WHAT
di m w , B¥ Y ¥ tate or Foreign atry
ARLER et | FARMING RIVER AUX VASES, MISSOUR B
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME i4. NAME OF MUSBAND/OR PIFE
. XAVIER STOLL . BARBARA TRAUTMAN | ROSE STOLL
IS. WAS DECEASED EVER IN U,5. ARMED FORCES? | 16. SOCIAL SECUR"O'Y 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(You, 8o, o1 u_nkno-'n) (I yew, ar or dates of service) IJNKNOWN 5 VA H(EP ITAL RECORDS ST LOUIS MB SOURI

18. CAUSE OF DEATH MEDICAL CERTIFICATION _INTERVAL BETWEEN
 Enter anly onecauseper | |, DISEASE OR CONPITION ONSET AND DEATH
line for (a), (b), and (¢) | DIRECTLY LEADING TODEATH'(y _Cardiowascular Disease due to 3 years
T doer o o | ANTECEDENT CAUSES Hypertension of the lesser circulation
the mode of dying, ruch | Morbid conditions, if any, gising DUE TO 0 _Pulmonary Pibrosis 3 years
ar heard faflure, asthenta, | rise to the above canse (o) stating
de. It means the dis- the underlytng couse last. ~ - . . .
ease, injury, or complica- buETo @ Chronic B!'onghitia 3 years
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS
o Conditiona contributing to the death but nof it :

related 10 the dizease o7 condition couring death. Diabetes Mellitus 2 years

19a. DATE OF op_lgltm 15b. MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
Y43 X ves [ vo [X]
21a. ACCIDENT {Bpecity} 21b. PLACEOF INSURY (e.g.. inorsbost | 21c. (CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)
SUICIDE bome, farm, fagtory, sitent. offios bldg..vi0.) '
- HOMICIDE- )
210. TIME (Moath) (Day) (Ysen) (Hows | 2le. INJURY OCCURRED | 2)f. HOW DID INJURY OCCUR?
WHILEAT[ ] NOT WHILE
INJURY P WORK AT WORK
v -
atﬂ tﬁlend ed from 1-3-56 , 18 , to 1-4~56 y 18—, thickionoamtkeahyesed

qlat death oceurred et1),+ 08 Pn.,

from the causes and on the dale staled above.

{Degree or til.lab 23b. ACDRESS

. AH, ST
24c. NAME OF CEMETERY OR CREMATORY

U

MISSQUR

| 23%. DATE SIGNED

1-5-56

I-

24d. LOCATION {Olty, town, or county)

(State)

1-5-56 Lady Help of Chrlatidng Weingarten,Mo.
DATE REC'D BY LOCAL 25, FUNERAL DIRECTOR'S 8IGNATURE ADORESS
JANS (8% 4700 Washington Blvd.

ISTRAR'S SIGNATURE
L oal it o> lazvor
(Licented Embalmer's Staternsnt on Reverse Sldr)




STATEMENT BY LI(?ENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse aide of this certificate was embal
by me, ordBR ..o icic e irseaa s anas ceeerdeeaemen » Student Embalmer No.............

workmg under my personal super\nsxon. .

SHUEDt enenen e e e s e e e aeanenanens Signed .. T e T
Signature of Student Embalver

AF

Licensed Embalmer Noy'é’?:'

- - P. O. Address.zs.f.?[. .............. Qree,

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

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

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




