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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

58-046539

STATE FILE NUMBER

l LEU DEC 2 2 Igsgginr;:ﬁoq District No. oo, 3 _18.Primory Registration DistriiN_c’-..l_.0,0_s________.___ Ragisfmr'ma__n_h

1. PLACE OF DEATH

2. USUAL RESIDERCE {Where deceased lived. I institution: Residenco/before
o COUNTY s 4 o STATEMiggsouri b COUNTY gty aam.;,&";)
b. cgg {If outside corporate limits, give TOWNSHIP only) | Inside Limits < chv . Inafde Limits
o St, Touis Yos ] %o O] vom St. Louis Y3 ne
¢. FULL NAME OF (if NOT in haspital, give location) | Length of stay in 1b d. STREET {1t outside, giva location) Reside on Farm
9 3, HOPITALORS | John's Hosp.| 5 Days /2 APPRES4615 Lindell Blvd, | veO wt
1. FTA:;E grp ’gl::;:zn.szn First Middie R—r 4. DS;E Month Doy Yeur
MRS. FLORENCE CRECELIUS WITTRIG peath Dec., 12, 1958
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (In years BF UNDER i YEAR| IF UNDER 24 HRS.
F., | W, e e D)| October 25 1878 g [ 0w [ o | o
10a. USUAL OCCUPATION (Give kind of werk dene | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stcte or country) 12. CITIZEN OF WHAT COUNTRY?
Honaaw L Fare o ot rired A Home 5S¢, Louis Missouri ‘| USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HJJSBAND_ OR WIFE
Charles C., Crecelius Charlotte Overstolz William E, Wittrig
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY NO.| 17, INFORMANT Address LZ
‘“N8°”*WWP“2£"“"“""“"MM None Miss Frances M Crecelius 5804 Cates

INTERVAL BETWEEN
ONSET AND DEATH

fL YO P

Conditions, If any,

18. CAUSE OF DEATH (Enter only one causs per line for {als(b), and (c).}
PART 1. DEATH WAS CAUSED BY: : / F ".I EZ
IMMEDIATE CAUSE (a) vgv"'e'_‘

DUE TO (b)

obove cause (d],
stating the under-

which gave rise 1o }
lylng couse last

DUE TO (c)

Coa ot o—ocle A ores

. 33/}[/;_

PART ll. OTHER SIGHIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to tha terminal dissase condition given in PART I (o}

&

" LSSy
ERF' 7
! YEST Nolﬁ)

MEDICAL CERTIFICATION

20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
o o O
2c. TIME OF .Hour Month, Day, Year
INJURY  am.
p.m.
2d. INJURY OCCURRED - 20s. PLACE OF INJURY (o.g., inor abouthome, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT[:]. NQT WHILE 0 farm, factory, strest, office bldg., etc.)
WORK AT WORK .y
- ~ ™
21. | attended the d. d from B.p [ /0% / mdlestiuwt;;ulivcon ﬁ-ea-/z—_, /7‘5 8
Death occurred at - -~ ’ on the date stated above; and to the basi of my knowledge, from the couses stated.
22a. SIGNATURE {Degrpe or title) . a 22b. ADDRESS } - 4 22c. PATE SIGNED
Beovs fte I onre iy heo BlLg I/ Foetnr2/13/58
Z1o. BURIAL, CREMANMN, | 238, 0ATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LEGAION (City. 1ewn, or county) {Stata)
REuo\allcsp.:u,) . . . .
Buri 12/15/1958 |Bellefontaine Cem. St. Louis Missouri

24. FUNERAL DIRECTOR

ADDRESS

Alexander & Sons, Inc 6175 Delman

25. DATE RECD. BY LOCAL REG.

OEC 15°58

u».ﬂeclm R'S SIGNATURE f: - i
y/ M le...

.

{Liconssd Embolmer’s $ on R Side}

4

S92 A



Dr. Joseph Davie

#614 Mo, Theatre Bldg. o Y
(Dr, Schrepel's Office)
JE 5 1058

STATEMENT BY LICENSED EMBALMER

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

by me, or by

working under my personal supervision.

Student

 E THE g S —

....................................................................

Licensed Embalmer NOZ\?éJ
P. O. _Address..é..[}..\? ................

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.

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




