MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELF
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STATE FILE NUMBER

2: USUAL RESIDENCE (Where deceesad llved.-

If institution: Retidence before

 PLACE OF DEATH _
8 COUNTY ] . a. STATE Mls souri b. COUNTY sdminsion)
b. COH;I (if outside corporate limits, give TOWNSHIP only} Length of stay in 1b <. CCI;RY Inside Limits
rown  St,Louis . TOWN St.Louis Yo jd Ne L]
e. FULL NAME OF (i NOT in hospital, give location) Intide Limits d. STREET {\f cutsida, give location) Reside on Farm
HOSPITAL OR ADDRESS N
INSTITUTION  Missouri Baptist Yexf] No D) 3411 WYoming Yer [0 No DD
3. HME OF nflcmto First Middle Lt 4. DE;JE. Month Day Year
YPpe Or prin ., .
. . Blizabeth M Reinken DEATH March 13 1963
5 SEX 6. -COLOR OR RACE 7. Marrisd [ Never Married [J [8. DATE OF BIRTH | 9- AGE [lest birthday) | IF U:?ER T YEAR | IF UNDER 24 HR
N . Months Days Hours Min.
Female White widowed B oworesd O ), /13 /1896 66 1k
12. CITIZEN OF WHAT COUNTRY

10s. USUAL OCCUPATION (Give kind of work done

10b. KIND OF BUSINESS OR INDUSTRY| I11.

BIRTHPLACE {City and state or country)

durigng most of warking life, even if retirad)}
ousewl Home Germantown T11
13a2. FATHER'S NAME 13b. MCTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Henry Thessing Catherine Toenies Bernard Reinken
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 156, SOCIAL SECURITY NO. |17, tNFORMANT Address

(Yes, no, oNnnI:nown) '(If yes, give war or dates of serv|

Catherine Schremp 3411 Wyoming

| 18. CAUSE OF DEATH {Enter only one cause per ling INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE {a} /gc ute m_yo A r&@. a ( In Fﬂ r-c/’f'a o Minute.r
LN
Conditions, if any, DUE TO (b} CJ onas X & ao/m 72 R
‘which gave rile(f)o
above cavse (a
stating the undwr-
lvtmg_c_luu {ast. DUE TO {c) /g'f‘f?‘-r;a.r'pl&rdf} < WW l)"k" 2t
r4 PART il. OTHER SIGNIFICANT CONDITIONS CONIRIBUTING TO DEATH but not related to the terminal PART |tl, If decessed was female wasl
g disease condition given in PART | (a) 0 there a pregnancy in last 90 days.|
§ /f& 0' 'DYHTE‘NOI[:IUnan
é 19. WAS AUTOPSY | 20s. ACCIDENT SUI%DE HOMDICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART |1 of item 18.)
& PERFQRMED?. |. -
b YESE NOO{ ™y . N
&' 720c. TIMETOF_ ~_ Haur,  Month, Day, Year
2 INJURY = Jammid AN
£ P P .
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or aboyt home, | 201, CITY, TOWN, OR LOCATION COUNTY STATE
&y - 3 WHILE AT WORK g farm, factory, street, office bidg., etc.)
: NGT WHILE AT WORK [ ) _
\_ | 2. “I_atiended the deceased from__F &b, Z gT 19432 roMaceh 13 1943 oo 1t saw hier alive on Maceh t 2, 1943
SR the - : -
\ Daath ™ d at Z’ p'ﬂh- m on the date stated above, and to the best of my knowledge, from the causes stated.
222 SIGNATURE ‘ [Degrae or title) -22b. ADDRESS 22c, DATE SIGNED|
rh'o‘ o Yin FMF;«V;EWJ” jyu—ufn’lo '3/"{/“3
. 23¢. NAME - OF CEMETERY OR CREMATORY (State)

Mar 16 63 St.Boniface
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY'I.OCAI REG.
E.J.Schnur 3125 Lafayette MAR 15

23d. LOCATION {City, town, ar county)
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STATEMENT. BY LICENSED EMBALMER

o

-

| hereby centify that the body whose name is recorded on the reverse side of this certificale was embalmed by me,

or by . Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

W' o/—4

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

1t embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be.so stated above.




