th,
|fars

lie
ice

o 9o

diseasas in Part | must be casually ralated. Coroner connot certify to o death due to natural causes
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSISLE

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

....... 011692 ..

STA’YE FILE N

Primary Registration District No. ,5-4%...

e q’cjﬂcgislmﬁon Distriet No.........
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceasad lived. If institution: Residence before
o COUNTY St.. Louis o STATE  [ry. b, COUNTY St . L‘(‘)"W“S"’
b. CITY (If outside corporate limits, give TOWNSHIP only} | Enside Limits c. CITY L—/ ;)' '-‘ Insid:l..imits
. a—
T%?VN Kirkwood Yes & No Dl T%';N kaplewood Tes & NoO
e. FULL NAME OF (I ROT in hospital, givelocstion)|Length of stay in Th I R N . .
HOSPITAL O d. STREET outside, givp lacation) Reside on Farm
0 mstumionSt.Joseph's Hospl 5 wks. Sooress 7114 Solith” 8t. Yesn N
3. NAMEL OF First Middie Last 4. DATE Month Day Year
DECEASED 3 . - OF
(Type or print) LILLIAN I WERNER caatv liarch 20th 1959
5. 5EX &. COLOR QR RACE 1. MARRIED @ NEVER MARRIED []] & DATE OF BIRTH |9 ?Gcrflnnsem)’ IF UNDER | YEAR liF URDER 24 HRS,
) . -4 thday s | Do Hours | Min.
Female 4| Uhite woowe () § owonceo[] MATCH 31,1894 | “64"" ['f] Pepf

10b. KIND OF BUSINESS OR INDUSTRY

Heme

102. USUAL QCCUPATION {Gloe kind of wark dene
ﬁma most of working life, even if retired)
ousewile

11. BIRTHPLACE (Ciry and atato or country]

St. Louis, Llo. o

12, CITIZEN OF WHAT COUNTRY?

U.S.A.

13, FATHER'S NAME

14. MOTHER'S MAIDEN NAME

Peter Schwartz liary Dohnke
|(5); WAS DEC“E)‘ASED}EVE(?! IN U 5, ARMEE FDR;:EST_ ) 16, SOCIAL SECURITY NO.|17. INFORMANT Address
ea, no. of unknown yer, pive war or dales of service )
no | none Albert G. Verner 7114 South St.

18. CAUSE OF DEATH [Enter only one cause per line for (a), (b
PART 1. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE {(a)

m}d (c).}

214

-

e 2

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, if any, DUE TO (b
which gate rise fo ° &
aboce couse ¢
stating the under .
- lying cause last. DUE TO (¢) -
(=] PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN [N PART I{n} 13. '\,\;:-:‘SF gg;'r‘gir’}‘-,“’
ot G
-
ful RO x ves [ wo O
(™
= 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enler nature of injury in Part Tor Part 1l of item 18.)
& O o O
;‘ 20¢. TIME OF Hour Month, Day, Year
o INJURY  a, m,
= p.m.
a
E | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e, g., in or ghowd home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE Jarm, factory, street, office bidg., ete.)
WORK AT WORK

-~ St

21. J attended the deceased from

7"‘"(0“ 64 , to

Death occurred at

tﬂand fast yaw her alive on 3“ o D“"’ )dm

on the date atated above; and to the best of my

nowledge, from the causes stated

Za. SIGNATURE (Degree or titley A . ADDRESS 22¢, DATE SIGNED
ﬁhm&pé 1D 1883 ol luwwafR 4 Kiskusod 13-21-59
230 gURIAL. cneum?nf 2% DATE 239 MAME OF CEMETERY OR CREMATORY 23d. LOCATION (Cify_'{uu n, or county) (State)
EMOYAL ey, - - ~ -
Burtai”™™ |Lar.23,1959| Resurrection Cem. St. Louis, Lo.

24. FUNERAL DIRECTOR

A.H. Bocklage

ADDRESS

6536 Clayton Rd.

25. DATE RECD. BY LOCAL REG,

3-2/-59

26. REGISTRAR S SIGNATURE

{Licensed Embalmer*s Statement on Reverse Sidae)}

et ©. Wﬁdp

v 7 e




e ———— —t e ————
——————————— mp— —_——___  ————romer—ememeea

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was .
by me, ox=hee,........... e e e e e e e et e e e e emeaeeeaceaeceasaaieaaiaaiaianaean , Student Embalmer No......

working under my personal supervision..

Student ..o ool ngned./gg‘“”a? ...... Ql-eﬂw

Signature of Student Embalmer
Licensed Embalmer No...‘é.

;
P. O. Address _/M;i

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

it ‘this body is not gmbalmed, fa_ct should be so stated above.

-



