ealth, THE DIVISION OF HEALTH OF MISSOURI 59_01592}?

Welfare STANDARD CERTIFICATE OF DEATH
wblic N STATE Fi
ervice l' LEU MAY 1 1959eg|s!runon Districs No. . reemeereemsem e E¥imary Registration Disteict Noo. .. Reglstr2 N°ﬁ?’28
1, PLACE OF DEATH . 2. USUAL RESIDENCE (Where deceased lived. 1 institution: Rgsédencg before
300 a. COUNTY /——-__._-/ e STATE Mo, b. COUNTY J men)
57 - — —_—
b. CITY {If outside corporote limits, give TOWNSHIP only) Inside Limits c. CITY St Lo + finside Limits
uis IZ’I)-
‘ 7 TGWN St LO'Lll s Yes{ ] No 'l TgﬁfN * . Yes Ne [
! c. FULL NAM%OF {If NOT in hospital, give location) | Length of stay in 1b d. SB%ERET {If oviside, give location) Reside on Farm
HOSPITAL OR : - A ESS
T ule  henrionChronic Hosp. 12 _years 2559a W. Hebert | ve v’
6 3. NTAME OF DECEASED First - Middle Last 4. DATE Month Day Y aor
- . o
{Type or print) Katherine Weisz o, 4=8-59
5. SEX 6. COLOR OR RACE| 7. 8. "DATE OF BIRTH 9. AGE 1 IF UNDER | YEAR| IF UNDER 24 HRS
MARRIED[ ] NEVER MARRIED[ ] . (In yaars
s last birthday) [ Months | Days Haurs Min.
Femalel white winowep &) oivarcen]| L EC. Z?E /J’(?/ 7?" rr/esy, l I "
100, USUAL OCCUPATION (Give kirnd of work done | 10k, KIND OF BUSINESS CR 11. BIRTHPL ACE (City and stote or country) & 112, CITIZEN OF WHAT COUNTRY?
during most of warking life, wven if ullred} INDUSTRY -
HOUSE-WiFE OME ST.LOUIS- MO V. S. A
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Charles Gehm Barbara Dilg BENJA M/N- wEISz {PECDY
N]
4 RED \'h}s DECEASED EVER IN U, 5. ARMED FORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANT
o . r
= B (Yes, no, or urknown)] (1 yes, give war or dates of sarvica) - - d 9 F'OU/V FA/N CoeR
g | e o e e e NONE JOHN-FRINCK EWICZ FLORISIANT - MO,
o 18. CAUSE OF DEATH (Enter only one cause per line for {a), {b}, and (¢}.) INTERVAL BETWEEN
u PART 1. DEATH WAS CAUSED 8Y: . - . ONSET AND DEATH
s IMMEDIATE CAUSE (o) e 2 % 2L
®
=
& Conditions, if any, DUE TO (b) Lj ; 0 L 0
>~ which gave riss ta
L cbove couss (o), } . . []
z stating the under-
g g lying couse fast. DUE TC (<) b
- <N | PART Il. OTHER SIGKIFICANT CONPITIONS CONTRIBUTING ATH but not related to the terminal dlsaase cendition given in PART | (a) l9ﬁAS AUTOPSY I
£ e . PERFOBWMED?
< Sk <0 "346"7 YES No [[]
- ¥ % | 20s. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED.dEﬂrer nature of injury in PART | or PART %(i'em 18.)
= ZHu
v O ] ]
g Yid
: j W) 20c. TIME OF Howr Month, Doy, Year
o mga INJURY  a.m.
E >_‘. X . p.m.
E Z 20¢. INJURY OCCURRED e, PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
= w WHILE ATD NOT WHILE D farm, factory, street, office bidg., etc.)
s 9 WORK AT WORK . .
E . 1 attended the dececId {jb ’5- z8-b / , to l"-s- 59 ond [ast saw ::’n alive on L"- O- b 9
5 Death occurred at . p o1, m on the dote stated above; and to the best of my knowledge, from the couses stoted.
& 220. SIGNATURE {Degree or title} O [ 22b. ADDRESS 21 DATE SIGNED
-l
3 s 50 m.-—/ 4‘(/5‘/-\5'7
33/ BURLAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) (S!ero)

BURIAL" | APR.IOTH 1959\ BELLEFONTAINE- CEMETERY| ST, L OU/IS

W Tl Uoesd o 1527 1106AN-5T) - WRS 58 | Doand M /7 9{} z




.

STATEMENT BY LICENSED EMBALMER

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

DY M, OF DY ittt ittt et ettt ettt et et et renteaanre e e ansara e naes .» Student Embalmer No. ..............0v.

working under my personal supervision.

Student .o
Signature of Student Embalmer

P. O, Addresssgt,.... M.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI (Failu
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.




