_F]’LE[]". AUG 2 6 1957 STHE DIVISION OF HEALTH OF MISSOURI

Ro. 300
0. 48 TANDARD CERTIFICATE OF DEATH
: - e e . r
BIRTH NO. REG. DIST. NO. _3_]_8_ PRIMARY REG. DI1ST. "o-m Rmurmr.lNa.....—.....@...S.Lﬁ.% .....
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deconsed lved. M lostitation: residencesbefore
a. COUNTY" °~ °° ' -..8. STATE Mo, - b, COUNTY nisiont.
- hd - *
© b. CITY (1t outcide corporate limits, write RURAL and give ¢. LENGTH OF c. CiTy d. 1n Residence within 1imity of
R 2 townahipy| STAY (in tkis place OR a city of incorporated fown?
TOWH St. Lyuis Town  St,. Iouis, w HRR T
d. FE{I).%P{!II_QAN{EO%F (l{ oot in boepital or institution. glve streat addrem or location) (If rurs!. dive location)
4{, ‘wsriTution St. Louls Chronic Hespital 2112 S. 8th St,

3. NAME OF o (Firft) b. (Middle) c. (Lest) 4. DS}'E (Month)  (Day}  (Year)
(Type or Print) Sadie Gantz, peary duly 2L, 1957
5. SEX 6. COLOR OR RACE { 7. m%ﬂsg, gls\\fggcnégnmzo. 8. DATE OF BIRTH I 9. :-GEI::.{:‘!:.;" T v | TUR | mooee u e,
- . {Apeci; t ¥, on Days | Hounn Min.
| Female Wpite | TWidowed . |Jan o5. 1874 | l
' 102. USUAL OCCUPATION (Gtvekindof work | 10b, KIND OF BUSINESS OR IN- [111. BIRTHPLACE I T {1z er
| dose during muﬁworﬂuuh u:onﬂ:,aur:d) ‘_ DUSTRY {Cicy and State or Foraige Country) / T[%EI;?F WHAT
‘None DuQuoin, Ill.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
‘ Unknown . Unknown Charles Gantz
iS. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16, SOCIAL SECURITY | 7. INFORMANT ' S 51 GNATURE OR NAME ADDRESS
{Yes, no,or unknowa) | (If yes, xive war or dates of sarvice) NO.
None Flossie Klein 6508 Stratford Ave.
8. CAUSE OF DEATH _ . . MEDICAL CERTIFICATION . INTERVAL BETWEEN
1. DISEASE OR CONDITION . . = ' :
froter oply oneculot Pt | "DIRECTLY LEADING TO DEATH® g % i <)

line for (8}, (b}, end (c)
*This does nol mean ANTECEDENT CAUSES
the mode of dying, such |  Aforbid conditions, if any, giring DUE TO (b}

as Lear! folture, asthenfo, | rise to the abore cause (o) sloting

efe. It means the dis- the undeslying cause last. @ P . . )

case, injury, or complica- DUE TO ©(ALp pgesp. ct L = gghﬂ .
tion which eaused decth. | 11, OTHER SIGNIFICANT CONDITIONS / . -

Conditions contributing to the deatfh but not
related o the disease or condition causing death.

\g’l‘]ﬂ PLAINLY—USING TUNFADING BLACK INK—MAKE A PERMANENT RECORD

19a. DATE OF OP_FIFgIA.i 19b. MAJOR FINDINGS OF OPERATICN . m./AUTOPSY?
17‘,2,.49 0 ] fes 1 no D
21a. ACCIDENT {Bpucify) 21b. PLACE OF INJURY (e.g.. lnorabent | 21¢. (CITY, TOWN, OR TOWNSHiP‘J (COUNTY) (STATE)
SUICIDE homa, farm, lastory, sirset, office bidg..ew0.)
HOMICIDE
21d. TIME (Moath} (Day) (Year) (Hour) 21a. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE
INJURY - WORK AT WORK
22, I hereby certify that I aliended the deceased from &Lz_éli_‘l_ 18 July 21*’ 1957 that I last saw the deceased
' alive on , 18 , and that death occurred al um from the causes and on thc dale siated above.
23a. SIGHNATURE . (Degree or tille)o 23b. ADDRESS l Z%k. DATE SIGNED
LD dead’%/ 7/25 /57
y ‘BURIAL, CREMA- 24b, DATE 24C. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county) (Etate)
TIO REMOVAL (g, St L i C M
emova 7/26/5%7 Memarial Park . Louls Lo, lo.
DATE REC'D BY LOCAL | REBISIRAR'S SIGRATURE 25. FUMERAL DIRECTOR'S SIGNATURE ADDRESS
UL 26 57 8200 Somi2d .- | V. h.—Stock 2117 E. Grand Blvd.

- 9 . (Licensed Embalmer’s Statement on Reverse Side)




L]
-
]

STATEMENT BY LICENSED EMBALMER

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

, Student Embalmer Now...c.......

P

working under my personal supervision..

Student.......cciiciimciiiiiiiiiin szt aaasaaeaae
Signsture of Student Embalmeor

Licensed Embalmer No: ?/

P. O. Addreas ..

, Note: The above MUST BE SIGNED BY THE LICENSED-EMBALMER in his OWN HANDWRITING. (Fa
"to comply "with the above constitutes grounds for Tevocation of license).* .
If embalmed by a STUDENT, he also shall sign in his OWN handwnhng.
T this body is not embalmed, fact should be so stated above.

)
- - - -



