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STATE FILE NUMBER

Regufrnﬂon District Nn N ﬁl&anary Registration District No, ________________Registrar’s
= B 19’\"

AMENDED j = I LN
T ‘—'—’ U
1. PLACE OF DEATH 2. YSUAL RESIDENCE (Where deceased lived. If institution: Residence before
E: a. COUNTY a. STATE Mo. b. COUNTY admission)
g b. C‘IJLY (If outside corporate limits, give TOWNSHIP only) Length of stayin 1b c. C(I)Y; Inside Limits
< wwN  St, Louis, Mo. 3 mos, daysd own St. Louis Yes @ No [0
< c. FULL NAME QF (If NOT in hospital, give location) Inside Limits d. STREET Fr Jiml ) {If cutside, give location) Reside on Farm
E HOSPITAL OR . ADDRESS * .
|< NsTIUTIoN. St,, Louls State Hogpital |Yefg NeC 3227 Washington Yes O No [
3. NAME OF DECEASED First Middle Last 4. DATE : = Meonth Day Year
(Type or print} OF
THEDA DEVRIES pEATH May 25, 1961
5. SEX & COLOR OR RACE 7. Married [J Never Married 28] |8. DATE OF BIRTH | 9. AGE {last birthday} | IF UNhDER ID\’EAR L'I’ UNDER ’i‘\' HR
Widowed [ Diverced [ P Months ays ours in.
Female White ' 4=12-83 78 .¥ra.
10a, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY[ 11. BIRTHPLACE (City and state or countfry) I‘q? thTIZEaP'#J.O'F WeHaT COUNTRY
during mast of working Ilfe aven fre!lred) atur 12
ormerly: eslagd Drug Store Hanover, Germany 1906
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Jacob Devries Sophie 7 -
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO, 17. INFORMANT Address
(Yes, no, or unknown)l {If yes, give war or dates of service) _— State Hospital Recorda 5’400 Arsenal
— 18. CAUJE OF DEATH {Enter only one per line for (a), (b), and {(¢). INTERVAL BETWEEN
I_IZ_" \ TH BY. ONSET AND DEATH
N = 0; Acute and healed myccardial infarcts
12 31 ¢ . -
P s ‘oue To ;) Atheromatous occlusions of left descending coronary artery,
% .
= 1 oue 10 (o _Arteriosclerotic cardio-vascular-re ea
W. COTHER SIGNIFICANT CONDITIONS CONYREBUT NG TO D, ATH but not relaled to the_terminal PART 11l If deceased was female was
g ] disease condition given in PART 1 (a) ip _. 6 there a pregnancy in last 90 days.
§ }[‘02'§/F v lDYas [ﬂNo IEUnknown
E 19. WAS AUTOPSY 20a. ACC&ENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
= PEREORMED? o o Fell when getting out of bed.
5 20¢. TIMEROF Houl Month, Day, Yesr |
- Y
g INJU 3_13_61
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, fuctory street, office bldg., etc.)
A NOT wHILE AT woRk O |3 St., Louis State Hospital St.Louis, v
Aoas
é 21. 1 attended the deceased from -1—61 _i_gi_élh_and last saw wln’e on 5—25—61
fa) Death occurred at. on the date stated sbove, and to the bést of my knowledge, from the causes stated.
-
=2 w 22b. ADDRESS - 22c. DATE SIGNED
(@} O 228. SIGNATURE [
I t < 54,00 Arsenal St, §5-26-61
= -
2 23a. BURIAL, C;EMATION, 23b. DATE c. NAME OF CEMETER\HW 23d, LOCATION (City, town, or counly) {State)
; o REMOVAL [Specify)
o T y q/?Q/él nited Hebrew Temple [St. Louis County, Mo. .
= < § - 24. FUNERAL DIRECTOR .1 25. DATE RECD. BY LOCAL REG. | 260 FSTRARA SIGN, UI‘!E .
Z >»| Herman Rindskopf,Inc. 5216 Delmar MAY 24 1961 /7 2.
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STATEMENT BY LICENSED EMBALMER L

] Y 4 . R H _ -

| hereby certify that the bé)dy whose name is recorded on the reverse side of this certificate was embalmed by me,
—_ A —_ . sy~ . o .

or by T : . Student Embatmer No.

T — - N [ ~

working under my personal supervision.

Student . ". _ Signed C% /ém
- A = ”

Signafqre of Student Embalmer

’ N . . - T .
r, , N (_/ Licensed Embalmer No%
t . "

PN . el o e . P. O. Address

Note: The-above MUST BE SIGNED BY THE LICENSED EMBALMER jn 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.
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