THE DIVISION OF HEALTH OF MISSOUR!

0.300 [+ : :
F J i
v | FLED JUN 7 g5  STANDARD CERTIFICATE OF DEATH sate pie no A2
'BIRTH NO. REG. DIST. NO. 3 1 8 PRIMARY REG. DIST. W]QO_B_. Kegistrar's Na......... 510-2-—.
} 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare decosssd lived. It Logtitution: residenca befors
a. COUNTY a. STATE b. COUNTY sdmlmion).
Missouri
b. CITY (i outasd . . . LENGTH OF . CITY ot
{1 ou @ corpurate limits, weite RURAL M‘:.i,';.h;p) g‘j‘AY (in Chie place) [ OR d. :tcl':‘l;ihl:- 'lth.lnwnmlwh':;
TN ___ Stedouds __ToW__ St.Louis _EETEET
g d. FULL NAME OF (If aot in hoapital or justitaticn, give strect nddrees or locatlon) .gsprgrf& . {1 rural, givy loeation) ﬂ /3 fa
Q IRSTITOTIGN St. Louis State Hospital / £100 at
é 3 gECEAsoEI:: a. (First) b. (Middle} 4 c. (Last) 4, DATE {Month)  (Dsy} (Year)
E {Typeor Print),  Bertha Diets DEATH 1
& 5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| r unOER 1 YEAR | F unDER 4 HES,
g WIDOWED, DIVORCED (Spacitibr .. s e | ioadn | Doy | o | bl
% | Female White le 72 .| l
21 10a. USUAL OCCUPATION (Qtwekindof werk | 10b. KIND OF BUSINESS OR [N- | 11. BIRTHPLACE ‘ : . 2
a :Dmduﬂn‘muto!woruulﬂo.onnllntl:d) B DUSTRY (City axd State or Foreign Coustry) 0 ! CSLTI%Q'(?FWHAT
) home : 3t. Louis, Missouri
< 13a. FATHER'S NAME ' $3b. MOTHER'S MAIDEN NAME NAME OF HUSBAND'OR ¥)FE
“ Andrew Dietz | Caroline Troll y A—
[ I15. WAS DECEASED EVER IN U.5, ARMED FORCES? | 16. SOCIAL SECURITY RE OR NAME ADDRESS
- (Yes, no,orunkaowa) | (If ya, dlve war or dates of servies) RNO. -
= 1 River Bluff Read
u! B CAUSE OF OEATH ). DISEASE OR CONDITION _ ~ RS KD DEATH
. Enter only oneceusaper | F- . .
E lne for (&), (b}, and (¢) DIRECTLY LEADING TO DEATH (2) week
i *This does not mean | ANVECEDENT Causes a7l 4 y { oy n
O |[ o vt s il A | rorie eonditions, if eny, giong DUE TO ( CETEOTEL Vascular accident {recurrent: L wks
3 ar heart failure, asthenia, Hh‘:r:; d‘frel:[:?:a 0:;:’;‘15 ?J stating
= ee. It the dir- :
ce,imT;.a;‘ t,, DUE TO (¢) Generaligzed HASCVD - 10 JTr8.
S || tion whteh coused death. | 11. OTHER SiGNIFICANT conpiTions Garonie Brain Syndromesassoc with senilqd ©§ yrs
E , | T e et doath. Brain desease . Blindness due to glauq oma 8 yrs.
= 19a. DATE OF OP_FI%‘H 19, MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
& _ L X ves £ no O
) 21a. ACCIDENT . (Bpedify) 216, PLACEQF INJURY (o.g..in orabowt | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY} {STATE)
SUICIDE Lo , | bome[arm, factory, sireet,ofios bldy.,s50)
& HOMICIDE IS Faray
. g 21d. TIME  (Month) (Day) (Year) (Heun | 2le, INJURY OCCURRED | 2f, HOW DID INJURY OCCUR? -
. . WHILEAT[ ] NOT WHILE
- J“' INJURY WORK AT WORK
= P Thereby certzfy that 1 auend g ¢ deceased from —Fab. 1 _, 19 56, to _uay_zs_, 1956, that T last saw the deceased
" tE " alive Oﬂ aud that death occurred at Hm_pm . from the causes and on the date stated above.
g [lBe SIGNATUy / '/ / (Degros or title)}| 23b. ADDRESS . DATE SIGNED
_ ﬂfy eteo~ )% ). Sl00 Arsenal Street 6-26-56
E 24a. BURIAL, CREMA- | 24b, DATE 24¢. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, town, or coonty) (State)
g TION, REMOVAL (Bpecity) ]
- || DATE REC'D BY LOCAL 25. r'uuznn. DIREC70¥'8 51 GHATURE ADDRESS
L

REG.

[MAY:2 8 ig5g
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STATEMENT BY LICENSED EMBALMER

2

M

I hereby certify that the body whose'name is-recorded on the reverse side of this certificate was em
I Tl Logrie ondre

."by me, or by ceieeenaeans e P A e . Student Embalmer No.........

working under my personal supervision..

P22

Student......conrooiiiriri s Signed...... 23 e N SR S

Signature of Student Enbalmer /
Licensed Embalme o. 4

O - g o
¢ Ty ¢ P. O. :AddressstT Ofpr,

- 'Nate: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (H
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwntmg >
¥ this body ig not embalmed, fact should be so stated above. - T i
T \o':l .




