All diseases in Part | must be cousally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

FILED MAR 24 1958

THE DIYISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

nnnnnnnnnnn S8-012795

STATE FILE

NUMBER

. SEX

fmale /

6. COLOR OR RACE

white

7- warriep{HnevER marriED[]
wioowep [} [ pivorcen{ ]

8. DATE OF BIRTH

June 21, 1927

9. AGE (In yeara JEUNDE

R YEAR

IF UNDER 24 HRS.

Months

|3 irthday}

Days

Hours l Min.

10o. USUAL OCCUPATION (Give kind of work done
durj tmhcl warking life, sven If retired)

108 Kl

INDUSTRY

HND OF BUSINESS OR

8V S @'y

11. BIRTHPLACE {City ond state or country}

Mo.p

Herrieburg,

12. CITIZER OF WHAT COUNTRY?

I Rogistration District No: 3 ! :7 Pfi_mary Rngiltruﬁbﬂ District No. 0 O Regmrcr s No._____ gg.&. _____

1 . PLACE OF DEATH 2. USUAL RESIDENCE (Where dsceasad lived. |f institution: Ruldencn before

I county St Louls a. STATE Mg b. COUNTY &34 { o 2 m?f
CgRY {If outside corperate limits, give TOWNSHIP only) Inside Limits c. CBI";( 40 fe]®) -lnsldu Limits
TOWN Affton Yes K] Mo ] TOWN Affton D Yes[ ] Ne[]

| ag%n'j:r%gf: (Ifllio;énll:ospli:loel, ii;l; Ioﬁtri‘on) Leng,th of stay in 1b d. gDD%EETS'S ugo l femi:fraie, ivI.‘ location} Reside on Form

i INSTITUTION . b YRS. . You [] No (X]

| 3. mﬁ:f 31: 't;‘z'f:asso First Middle Last 4. DSEE Month Day Year

Elizabeth L Wesemann peath Mar, 17, 1958

120. FATHER'S NAME

George Valcott

13k, MOTHER®S MAIDEN NAME

Laura Thcupeon

14, NAME OF HUSBAND OR WIFE

Orville Weeeﬁann

15. WAS DECEASED EYER 1N U. 5. ARMED FORCES?

{Yes,

udmvm)‘ {1f yos, glve wor or dotes of service)
mno

16. SOCHAL SECURITY NO.

NONE

17.
Orville Wesemann

IRFORMANT

Address

L9011 Hel

m

PART |-

Conditiens, if eny,
which gove rise to
above cause (o),
stating the under-
lying causs last.

!

DUE TO (b)

DUE TO (c)

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

IMMEDIATE CAUSE (o)

/53,1

INTERYAL BETWEEN
ONSET AND DEATH

LD Vrpn

PART II. OTHER SIGHIFICANT CONDITIONS CONTRIBUTING TO DEATH but 0ot related to the terminal disanss condltion given in PART | {a)

19. WAS AUTOPSY
PERFORMED?
YES[] NO

200. ACCIDENT SUICIDE HQMICIDE

205, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART J or PART 11 of item 18.)

MEDICAL CERTIFICATION

O O O 4
20c. TIME OF ,Hour -Month, Day, Year i
INJURY  a.m. .
[ p-m.

WHILE ATD

WORK AT WORK

20d. INJURY OCCURRED
NOT WHILE

O

e, PLACE QF INJURY {e.g., inarabout home,
form, foctory, street, offica bldg., ete.)

2204 CITY, TOWN, OR LOCATION

COUNTY

STATE

Doath occurred ot

21. | attended the deceased from

aﬁ > /j 937’?'

VA N7 72D AN

K lost saw

her
him

siveon Ptk ot TEH

m on the dete stated above; ond to the best of my knowledge, from the causes stoted.

nu. w

22b. ADDRESS

63

9!A/ 0-4%4%1,_»412

Zae. pns SIGNED 2

2a. BURIAL/CREMATION,

Stevt 4T

13k DATE

/20/58

. fdope Cemetery

@ NAME OF CEMETERY OR CR

EMATORY

5t

23d. LOCATION {City, town, or county)
County

Louis

(mm

4. FUNERAL DIRECTOR

J L

Zlegenheln

X

k)

ADDRESS

Sons 7027 Gravo]

25. DAY
L 8

3-a0-5F

E RECD. BY LOCAL REG.

(Licensed Embolmer’s Statwmant on Reverse Side)

v ea e,
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STATEMENT BY LICENSED EMBALMER «~___

[ hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
DY M, OF BY oot e e ettt c e e v eieeta et s erasnaee e s aansenneerans .» Student Embalmer No. ...........cc.ceu.

working under my personal supervision.

Student .coiiiiii e
Signature of Student Embalmer

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting, - 25 " 1% 7 Ctiva

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

.z P




