THE DIVISION OF HEALTH OF MISSOUR|
 wdiee / STANDARD CERTIFICATE OF DEATH 5[?%”9%25?;33 ------------- :

Public .
Registration District No. .._,,____,-3_/_..7 ......... Primary Registration Dinric' No.__._} wimne Registrar's No..__w_"_
v 4 o

Sarvice
. PLACE OF DEATH 4 2. USUAL RESIDENCE (Whore dececsed lived. If institution: Residence befoie
- m
. 300 o COUNIY ot Touls STATE Mo, b. joungt.LOu o u.y

1-57 b. CBTRY (If outside corporate limits, give TOWNSHIF" only) Inudéyﬂ c. CBTRY 07 lnside Limits
1 o Webster Groves Yos fA7No [ town Webster Grovés /Je Yous (TN [
c. FULL NAME OF {If NOT in hospital, give location) | Length of stay in 1b d, STREET (If outside, give location) Reside on Farm
/__hannion 151 Gray Ave. Years MOPRES 151 Gray Ave, Yer O Yo (B
3. NAME OF DECEASED First Middle Last 4. DATE Month Ywor

(Type or prini) LYDIA PAULY ALT DEATH 6-2-195 9

5. SEX 6. COLOR OR RACE T.M“R'EDMNEVER mmmsu[] 8. DATE OF BIRTH 9. AGE (tn years JF UNDER i YEAR| IF UNDER 24 HRS.

F W , wooweo[ ] oworceo[]| 9=23-1878 g M e [

105, USUAL DCCUPATION {Give kind of work dons | 10b. KIND QF BUSINESS OR 11. BIRTHPLACE {City ond state or country) a |12 cimizen oF wHaT counTrY?

during most of worl\i ite, avan if ratired) AP:I.EUS}RI\’Ome St . Louis Mo . USA

13a. FATHERS NAME 13b, MOTHER'S MAIDEN NAME ‘-’ ! I 14. NAME OF HLISBAND OR WIFE

G.A.Pauly L¢na Heckmann | Edward Alt
15. WAS DECEASED EYER IM U. 5. ARMED FORCES? 16. SOCIAL SECURITY ND.| 17. INFORMANT Address

(oo pgrtol] O ven sl rmenden st angied) None g.P.Alt 304 S.Elm Ave. Web.Groves
R N s g e e 9 ) R
" WMEDIATE cAUsE (g _ATterlosclerosis ~ Generalized ear

oeTo iy _Arteriocsclerotic Heart Disease Year

Conditions, if any,
which gave rize to }

above couse (o),
steting the under-

i e e ) bugto o _terminal Bronchio-pneumonia 3 davys
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not related to the terminal diseoss condition given in PART 1 (a} 1%. WAS AUTOPSY q__
/_/ PERFQORMED?
A0 YES[] NOfg
200. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
ad O ad

20¢. TIME OF Hour Month, Day, Year
INJURY a.m.

p.m,

0d. INJURY OCCURRED 208. PLACE OF INJURY (e.g.. inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
wHILE ATD NOT WHILE D farm, .ctory, street, office bldg., etc.)
WORK AT WORK

21. 1 ontended the deceased from d-l- L , o 6—2_5 9 aond last sow h; alive on 5-31-’59
Death occurred at ‘lg_ N 4‘6- ] M m on the date stated above; and to the beat of my knowledge, from the couses stated.

NATURE {Dopgree or tirle) 22b. ADDRESS 22<. DATE SIGNED
M%/ %@L 204 E, Big Bend 6-2-59

230. BURIAL, CREMATION, | 73b. DATE /( 23c. NAME OF CEMETERY OR CREMATQORY 23d. LOCATION {City, town, or county) {Srare)

BariST"” | 6-4-1959 '|Valhalla Cemetery St.Louis Co. Mo.

24. FUNERAL DIRECYOR i h w b t G M 25. DATE RECD. BY t.OCAL REG. . REGISTRAR'S SIGNATURE 0

. s . 5 ®

Parker-Aldric ebs er rove }ﬂ -3 57 ; . /, /
{Licensed Embalmer's Stotement on Raverse Side)

MEDICAL CERTIFICATION

U LAY W Jnuiuul s g ILITUTUTY I TR (O, YD SYMpToHm Y will g 115Ted.

All diseases in Part | must be cousolly related.
USE ONLY BLACK INK OR RIBBON TYPEWRITE {F POSSIBLE

e WAL MU




STATEMENT BY LICENSED EMBALMER

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

DY M@, OF DY (it it s et ast e e r e r s r et rn v anit ,

working under my personal supetvision.

Student .o e s ae e s Signed ., (e

Signature of Student Embalmer

Student Embalmer No. .,.........evveeee

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 handwntmg
If this body is not embalmed, fact shou!ld be so stated above.




