URI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 59_.:03429'7
E"..Eq VS SEP2 9 1959 Pm;l'"rlr'lz 3 854_8 STATE FILE NUMBER

egistration District No. —_________________...Primary Registration District No. -
AENDED :
1. PLACE OF DEATH 2, USUAL RESIDENCE (Where dacedsed lived. if institution: Residence before
| 8. COUNTY a. STATE i b. COUNTY sdmission) .. .
' 0 . a- b
b, C‘!’LY (If outside corporate limits, give TOWNSHIP anly) Length of stay in 1b €. COITY ikl e Inside Limits
R .
TOWN St. Louis 9 yrs own Ot. Louis Yes [ No [
€ ;%;Pﬁ:TEoOF (If NOT in hospital, give location) Inside Limits d. 5TRE S (If cutside, give location) Reside on Farm
ADDRES
iNsmiuTioN  Lutheran Convalescent Hompres X neO 4359 Taft Ave. Yes O Ne O
3. MAME OF DECEASED Firsy Middle Last 4. DATE Month Day Yaar
{Type or print) Dg:TH
Susanna ¥ chrand i QP
5. SEX 6. COLOR OR RACE 7. Martied Never Morried [1 |8. DATE OF BIRTH | 9 AGE (last birthday} | IF UNDER 1| YEAR IF UNDER 24 HR

Widowed Divorced ] Months | Days Hours Min

i W Dot . 241 96
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY|[" 11. BIRTRPLACE [City and stata or country} | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if retired) ’

i amebined— Housewdfe oo mme o v bouisy Moy onusamgn'chm
Edmond Rheodes Stone Geo, J. Schrand

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address

(Yes, no, of unknown)l (if yes, give war or dates of service) Hrs. wa]_j_gr L. Heide 9926 Mac[(enz,j_g Rd.

[t 18. CAUSE OF DEATH (Enter only one cause per line for {a) (b), and (c} INJERVAL BE
uZ_' PART |. DEATH WAS CAUSED BY: M SET MA
g IMMEDIATE CAUSE {2) M M e
o
o
(=] Conditions, if any, DUE TO {b} P
which gave rize to
above c':use d[a),
stating the under-
lying cause last. DUE TO {c} 7 XA' I
Z PART {l. OTHER SIGNIFICANT CCONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART {ll. If deceased waos female was
g disease condition given in PART 1 {a} there a pregnancy in last %0 days.
é I 0O Yes I 0O Ne rD Unkriewn
E 19. WAS AUTOPSY 8. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1| of item 18.)
& PERFORMED? a [m] m}
U YES (J NO [
| 36 TimME OF  HouF Monih, Day, Year |
o 1NJURY a.m.
g p.m.
20d, INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or about homa, | 20§, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, factory, street, office bldg., etc.)
NOT WHILE AT WORK [J
i &
her ..
21, | sttended the decensed ( < e d last saw oo alive
Death occurred at. 7 * m & bove, and to thu t of my knowledge, frorn the Lauses :meld.
3 222. SIGNATURE rea of tifle) by =Y DATE T
= 27 s s OIS
Z 23a. BURIAL, CREMATION, | 23c. E OF CEMETERY OR CREMAT’G}Y 23d. LOCATION {City, town, or county)
e REMOVAL [Specify}
E Removal o
Om -
< | HoLPHEYEY Eolonial Mortidly
m +




N .
- . -

STATEMENT BY LICENSED EMBALMER

=

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

or by Student Embalmer No,

-2

working under my personal supervision. P
Student___ Signed 5& f Lt Mmmﬂ_)

Signature of Student Embaimer

' S ’ . Licensed Embalmer No.ﬂﬁ
) P.O. Addressiﬂ\{;_.‘

i Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN, HANDWRITING. (Failure to com
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.

* .
s . ] . -

-




