L

No. 300

10.48

¢

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

FILED SEP 24 1956

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

e r 0318 s e o 1003

State File ;}

"8088

!BIRTH NO. Registtar's No i mmerasesesrsnssons
1. PLACE OF DEATH 2. USUAL RESIDENCE (Wbers d d Nved, I i ion: resklepce before
a. COUNTY & STATE b, COUNTY adiniuafon),
(Saint.Louls Missouri
b. CITY 0f sutcide corporate limits, write RURAL and give ¢. LENGTH OF c. CITY d. Is Retidence within Lmits of
P 1y hig)| ST this ¥ OR 1
Town  SaihtiLoids towmabls)| STAYdn yr’lsm Town Saint Louds R °h"’°°”°"°'°'g‘“’_“’

d. FULL NAME QF (If not in hoapl

L ori

REET

orl lon}

ion, give streat add;

(I Tural, give location)

HGSPITAL OR DRESS
INSTITUTION 5626 Goethe { ‘,2_ 5626 Goethe
3 NAME OF 8. (First) b. (Miadle) ¢. (Last) ' 4. DATE (Momih)  (Day)  (Yea
(Type or Print) Joseph _Fngelmann DEATH 78 31 1956
5. SEX D 6. COLOR OR RACE | 7. MIAR%!'EB N‘E\\;'gscggnmm J 8. DATE OF BIRTH, 9, ;:GE u::;;n o e | YEAR | o tnok u mas
(Bpacl; t On s | Hours | Mia.
u W Married 4-23-1905 L3 | & ™
10a. ugmgg:gmmon (Givekindotwork | 10b. KIND OF BUSINESS@ER gn 1. BIRTHPLACE (i1 vt State or Foreign Countoy! ‘a 12, CITIZEN OF WHAT
§f1perv1 gor Transpor %ﬁtti on Monsand 0} Cape Girardeau, Mo.,

13a. FATHER'S NAME

Gustave B Engelmann

13b. MOTHER" S MAIDEN

|Amande Jaeger

NAME

14. NAME OF HUSBAND’OR ¥iFE

Gladys Engelmann

(Yes,po. or unknown)

No

15. WAS DECEASED EVER IN U.S. ARMED FORCES?
(Il yon, give war or dates of service)

16, SOCIAL SECUR;"I"Y

329 10 9885

17. INFORMANT 5 51GNATURE OR NAME

Mrs Gladys Engelmann 5626 Goethe,St.Louis,

ADDRESS

’

18. CAUSE OF DEATH MEDICAL CERTIFICATION Tnvmg%ﬁn
. Enter only one cousper 1. DISEASE OR CONDF”ON . NSET .
tine for (), (b, and (e | DIRECTLY LEADING TO DEATH (a, .é&.iﬂo THORA ¥ .S.‘oa ;vn.uvcou s L:rr RO A9 s
ANTECEDENT CAUSES
*This does not mean
the mode of dring, such | Adorbid conditions, if any, gising DUE TO () A'ﬁ’f"»y.rem A, Oﬂ.riwacn ve o,
s heart failure, asthenia, | rise fo the above couse (2) slating
de. It meons the diy- the underlying catse lagt. . L.
case, injury, or complica- DUE TO {c) Cﬁ&_gy- (o éﬂoyfﬂr rrs (D yerss
tion which cavsed death. | 11. OTHER SIGNIFICANT CONDITIONS
Conditions contribuling to the death bui
related to the disease orgwudmoﬂ cauring dzaﬁ. A@TQQ!.O SCceLOs /s " MooCAATC Veﬂé-f
19a. DATE OF OP'F{RO’“ 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
50;' 0 YES E NO D ”
21a. ACCIDENT (Bpecify) 21b. PLACEOF INJURY (s.4..lnorabout | 2Ic. (CITY, TOWN. OR TOWNSHIP) {COUNTY) (STATE)} -
SUICIDE baotne, larm, {astory. sirest. offlon bldy.. s1e.)
. HOMICIOE ~ * S
21d. TIME (Month) (Day) (Year) (Hour} 2le. INJURY OCCCURRED | 21f. HOW DID INJURY OCCUR?
sty o m

4

* alive on

22 1 hereby certify that T attended the deceased Jromf~PA Kooy 195X, 1o Aug Lf__ 195 that I last saw the deceased

, 1958 | and that death occurred at Y LA m., from the causes and on the date siated above.

23a. S!GNATURE z

Mo

{Degroe or uu&

23b. ADDRESS . SIGNED
sop /U ’&ca.o.‘(-f‘pﬁ-.-ﬂblf.?f b -

‘s Statement on Reverse Side)

24a BURIAL, cnr:m 245, DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Olty, town, or county) (Btate)
9-3-1956 Sunset Burisl Park St Lonis Co, Missouri
DA D BY LOCAL R RAR'S § RE & . FUMER IRECTOR' S S| GNATURE ADDRESS -
EE‘?} R d;’ N e s er Co onitﬁ 'ﬁortuar_?




STATEMENT BY LICENSED EMBALMER

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

by me, OF DY oot e eeceemcecctemeneebessesatnannses , Student Embalmer NOw.eeremananen

working under my personal supervision..

Student .......iiiieiiiiiiir it tcre s e anenaaaaan Signed é-f

Signature of Student Esbalmer

Licensed Embalmer No.ﬁz
P. O. Address ASX. Lo k..

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fai
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,




