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All dissases in Part | must be causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF KEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

29-007686

STATE FILE NUMBER

RegistrfR 21503

ﬂLEn MAR 2 1gmqmrmmn Dristrict Now oo e Primary Registratien Dillrki"-

. PLACE'OF DEATH —r~wrem 2. USUAL RESI CE (Where dlceuuﬂ lived. If institution: Residence’before
COUNTY a. STATE 0 . COUNTY admi yeien}
. CITY (If owtside corporate limits, give TOWNSHIP only} Inside Limirs c. CITY Inbide Limits
OR OR
TOwNST » LOUIS Yes (] No ] TOWN St Louis Y[ Ne [
FULL NAME OF (If NOT in hospital, give location) | Length of stay in ib d. STREET ('V Iﬂf gjve location) Reside on Farm
HOSPITAL O - ADDRESS 61 1 9 2 D-J-
iNsTITUTIoNST « LOULS: CITY HOSPITAL#1. Yes [J] No[]
3. NTAME OF DECEASED First Middle Last 4. Dé}E Month Day Yeor
({Type or print}
ELSA A.. SUESS DEATH 2 - 9 -1959
5. SEX 6. COLOR DR RACE] 7. 8. DATE OF BIRT 9. AGE [ln yeurs JF UNDER 1 YEAR] (F UNDER 24 HRS.
marrliegl 1 )ever marrien[] i (lo y -
hd Month D Hi Min.
I FEMALE WHITE WIDOWED ("] pivorcen[ ] 892 !6’6"' ay) [Montha | Days ours l H
10a. USUAL OCCUPATION (Give kind of work done | 10b. XIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country} 12. CITIZE AT COUNTRY?
during fhapt of EPUJIED. aven if ratirad) INDUSTRY St Lo UIS HO . ¢ ?fgﬁ‘

13e FATER'S NAME

ovISs HInrzE

13b. MOTHER'S MAIDENR NAME

NTOINETTE WIECHMANN

14, NAME OF HUSBAND OR WIFE

AL FRED

S

15. WAS DECEASED EVER IN U, 5. ARMED FORCES?

{Yas, MMOninqum)

{H yas, give waor or dates of service)

14, SOCIAL SECURITY NO.| 17, INFORMANT

NONE

LFRED SUESS

611% Wawpa

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

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

Conditiens, il any,
which gove rise to
above cause {e),
stating the wunde
lylng cause last.

3

DUE TO (¢}

INT|

ERVAL BETWEEN

ONSET AND DEATH

DUE TO (b) @-@% Catilen

PART I). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH bur not r-lev.d to the r-mlnul dl!.alo cfdition given in PART |

PERFORMED?

YES[X] NO[]

5 ﬁ 19 WAS AUTOPSY
!

MEDICAL CERTIFICATION

200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.}
O O O
2¢. TIME OF Houwr  Month, Day, Year
INJURY  am.
p.m.

WHILE AT

WORK O

204. INJURY OCCURRED
NOT WHILE
AT WORK

O

20s. PLACE OF INJURY (e.g., inor about home,
. farm, _ctory, street, office bldp., etc.)

20f. CITY, TOWN, OR LOCATION

COUNTY

STATE

Death occurred at

21. | attended the decoasegd from 2-7-1959

,to_2=9=1959

Pelie

and lost saw R:; alive on 2-9-1959

m on the date stated above; and to the best of my knowledge, from the couses stated.

23a. BUgAL CREMATIO

EXubval

23b. DATE

2/18/59

4] 22b. ADDRESS

1515 LAFAYETTE AVE,

2. DATE SIGNED

2-9-1959

23c. HAME OF CEMETERY OR CREMATORY

St Pavi CHURCHYARD

23d.

LOCATION {City, town, or county)

Sr Lours Counrt

(Stare)

Yy Mo.

T TEGENREIN

¢ Sons 7027 Gr

25. DATE RECD. BY LOCAL REG.

U7OISEER 1 9'R%

EGISTRAR'S §

{Licensad Embalmer’s Statement on Reverse Side)

reth 1.

1




STATEMENT BY LICENSED EMBALMER

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

DY ME, O BY 1iiiiiiiiiiiiiinii e s s s se e s s nn , Student Embalmer No, ..................

working under my personal supervision.

Student -vrevrii it e e
‘Slgnature of Student Embalmer

. -

' I:.i_ce;lsed Embalmer Nojé"'/ﬂ 7

-

P. 0. Address..'Z.Q.?:.Z....,.XL.. ..... =

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.

*.




