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WRITE PLAINLY—USING UNFADING BLACK INK—MAEKE A PERMANENT RECORD

e W1 ¥ BT N T

FILED JUN 14 1956

STANDARD CERTIFICATE OF DEATH

State File ’4‘92-35-

BIRTH NO. REG. DIST. NO, _._é_l_q_ PRIMARY REG. DIST. NO. _&L Registrar's Na..._......l...(..:éﬁ ..... "
i. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. M institution: residence befars
a. COUNTY St . Louis a. STATE b, COUNTY aduniminn),
Mo St. Louis
b. CITY (1 outeid limits, writs RURAL snd . LENGTH OF . CITY ence N
[o} (1 outclds corpurate fimius, writs * r,:‘-':.b:m ggg {in this place) ¢ OR \Io S 6 d‘l.'!ff;“ .an'r;uu:’-“u'al”{ln‘;nf
Town Manchester vra, 1oWN  Manchester ol . e
d. FULL NAME OF (If pot in hospital or institution, give strect addrees or Ioaﬂnn) STREET (i earal, give location)
HOSPITAL OR ADDRESS
iNSTITUTION Clayton & Welidmann R4s. | Clayton & Weldmann Rds. .
3. NAME OF . (First b. (Middl C. (Ladt
DME o8 Bae(n 1; I)" a H( e . (Last} 4. DATE {Month)  (Day) (Year)
{ Type or Print) e I'man Wirth DEATH May 6 1956
5. SEX o 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In vear| i UNDER 1 YEAR | & UNDER w0 Has.
Male White WIDOWED, DIVORCED (8peciff) 5 last birtbday) Monthal Days g,....l Mis,
1l
10a. USUAL OCCUPATION (Owekind of work | 10b. KIND OF BUSIKESS OR IN- | 11, BIRTHPLACE . 5 . 2.
dona dyring mn-v.o!wnrﬂn:lﬂa.o:on‘}! :unind) f DUSTRY t (Cicy end State or Foraign Conarryl O ‘ CSL];JI%!E{:'?FWHAT
| Farmer own larm St. Louis Co., Mo. U.S.A.
13a. FATHER'S NAME 13b. MOTHER' S MAIDEN NAME 14. NaME OF HUSBAND’OR WIFE
Henry Wirth Sophia Fink
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S S|IGNATURE OR NAME ADDRESS
(Yes. no, or unknowa) ! (1f yea, give war or dates of service) NO.
Ho none Lillie Wirth Rt 2, Manchester Mnl

18. CAUSE OF DEATH
. Enter only one cause per
line for (a), (b}, and {c)

1. DISEASE OR CONDITION -
DIRECTLY LEADING TO DEATH‘(a)

.

*Thir does mot mean ANTECEDENT CAUSES

MEDICAL CERTIFICATION
Unknown nagtur

INTERVAL BETWEEN
ONSET AND DEATH

£8

Mortid conditions, if any, giving PUE TO (B)
rise to the abore cause (a) slating
the underlying cause last.

the mode of dying, such
as beart fetlure, exthenia,
ete. It means the dis-

case, injury, or complicg- DUE TO (¢}

1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but nol
related to the diseese or condition causing deaih.

tion which caused death.

1%a. DATE OF OP_F‘%N 19b. MAJOR FINDINGS OF OPERATION ) 2. AUTOPS_Y?
7 75 Ay 'u'_s'D " NO M

21a. ACCIDENT (Bpecity) 215, PLACE OF INJURY (o.5..inerabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY} (STATE)

SUICIDE bome, Iarm, tactery, strect, office blds..et0)

HOMICIDE
21d. TIME (Moath} (Duy) (Year) (Hour) 2le. INJURY QOCCURRED | 211. HOW DID INJURY OCCUR?

QF o WHILEAT NOT WHILE

INJURY WORK AT WORK

22. I hereby certify that I atiended the deceased from

i9 , Lo , 19 , that I last saw the deceased

alive on , 19 , and that death ocecurred al

m., from the causes and on the date stated above.

23a. SIGNATURE

Wmor tltlebq 23b. ADDRESS

23¢c. DATE SIGNED

Herbert R.Domke, M.D.,Local Regist cod Blud. I 1A
?l_l‘B.NBgERMIOA\HKLCREMA- 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county) (Gtate)
N {Spediy}
Burial . | GeOmGh | Hiram Cemetery Creve Coeur Missouri

DATE REC'D BY LO%EL REGISTRAR'S SIGNATURE

s-o_¢&

-4

e

Sutemem on Reverse Side)

FUNERAL DIRECTOR'S SIGHNATURE ADDRESS

chrader Funeral Home _gl;g;gt=gg=




/ STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificaté was emba
by me, OF DY . .oioiieinenrienmnnrnraermenneneoenes USSP ERPP TS PR LS

working under my pe rsonal supervision..

T Py el ot ek ek hid Signed.

" Licensed Embalmer No.-

LN
P. O. Addressg/ b

Notd 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.

1¢ this body is not embalmed, fact should be so stated above. - -




