MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE.OF DEATH - TH320RR2388
1€ Registration Diitrict N:.:. __—_—3_1&' rirmr\r Regimaﬂon District No. __looa_n.g[.fm—', No. : '!400 STATE FILE NUMBER

DO NOT Wil - AMENDED

ON THIS STUB F l = 7 MRY A [+T-. }

1. PLACE OF DEATH e I RS 2. USUAL RESIDENCE (Whou dmued fived. If institution: Residence before
a. COUNTY a. STATE MO. b. COUNTSt.I‘ouis admission)

b. CITY (If outside corporate limits, give TOWNSHIF only) Length of stay in 1b c. CITY Inside Limits
OR '

ToWN St.Louis TOWN Sk s Yagd No D)

<. FULL NAME OF (I1¥ NOT in hospital, give location) Inside Limits (If cutside, give location) Reside an Farm.

HOSPITAL OR . . ADDRESS
INSTTUION Tncarnetepérd Hosp. (™G0 f 418 SanpmgL_Qn_Ba.nnacka_B.d ye O Ne D

3. NAME OF DECEASED Firat middis Tast 4 DATE Day Your

(Type or print} . .
: Rose Weber DEATH May 1 196
5. SEX 6. 'COLOR OR RACE 7. Maried [0 Never Married ) [6. DATE OF BIRTH | 9 AGE (last birthday) | IF UNDER 1 YEAR _IF UNDER 24 HR
Female White Widowed [ Divaread [ 8 58 {187 84[- e Months | Days I Hours Min.
102, USUAL OCCUPATION {Give kind af work dona | 705, KIND OF BUSINESS OR .INDUSTRY BIRTHPLACE (City snd state or country) | 12, CITIZEN pr' WHAT COUNTRY

durlngamuﬁg‘xorkinq lifs, even if retired) St . Louis IJIQ . USA.

13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSPAND OR WIFE

Rudolph Weber Elizabeth Yost 3
15. WAS DECEASED EVER IN U..S. ARMED FORCES! 16. SOCIAL SECURLTY NO. INFORMANT — Address
(Yes, oy or unknown)[ (IF yeg@y e war or detes ol | Geo.M.Weber 418 Sapp.Barracks Rd

18, CAUSE OF DEATH (Enter only one tause THT TOr (8] (O N9 (KFs INTERVAL: BETWEEN
PART |. DEATH WAS CAUSED BY: {ONSET AND DEATH

IMMEDIATECAUSE(n) T avebren.L NC Luorko-‘ueqfe_

o

Canditions, if any, DUE TO (b} & ¢ [ cotosefero s 8

which gave rise to . - -

shove cause (a), ] . ) . : 3 /
DUE TO [c) 5

sating the under-

lying  causs last.

PART 1. OTHER: SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH. but, not relnted to the ferrnlml PARY 1il. If deceased was female was
disease condition given in PART ¢ (&) * there a pregnancy in last 90 days.

I_l:] Yes I VNo I 8] Unl:nownl

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in PART | or PART 1 of item 18.)
PERFORMED? : O o - O
YES{] NO

20¢. T‘KME OF Houl Manth, Day, Year 1
INJURY a.m.
p-m.

VS 300
Rev. 4/ 59

DATE AMENDED

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
{NSTEAD OF

Q

- |

|

[=]

DOCUMENT

MEDICAL CERTIFICATION

NN Y

20d INJURY OCCURRED e, PLACE OF INJURY [e.g., in or sbout home, | 20, CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [] farm, factory, street, office’ bldg., etc.) '
NOT WHILE AT WORK [

21. | attended the decensed fror ‘—-I:'GZ— to. r“‘q'G\?.ndhn,.wt:‘;,,ﬁvem 5 "f&’ ‘63

* Death occurred at. ;l 5 At m on the date stated sbove, and to the best of my knowledge, from the causes stated.
272¢c. DATE SIGNED

_na.sfgmujﬁ , \%P??'E title) 'w 'ﬁ ”‘?‘ZR;SSJ__‘& &MW s-20-G3

. 23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR:CREMATORY 23d. LOCATION (City,-town, or counwl [Stats)

REMOVAL (Specify) . .
: - 3 St.Louis Co.
Remova af 5/21/1963 Sunset Bur_%ar')liﬁ%aco:l{?

24, rumemkecTon - RESS ; X . TBY LOCAL REG. | 26. R ;p\m
JOS. P. FENDLER JR. ma MICHIGAH| MAY. E Mo,

USE BLACK INK

TYPEWRITER RIBBON
'SHOULD READ

BY AFFIDAVIT OF ~ .

ITEM NG.
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" STATEMENT BY LICENSED EMBALMER

| heréby certify that the body whosé nare is recorded on the reverie side of this certificate was embalmed by me,

" or by -

. working ‘under my 'personal supervision. ~

Signature of $tudent Embalmer  * - ) . //
oo - < . Licensed Embalrier No:
- b . r
P. O. Address. 7/ ')’ g

Note: The above MUST BE SiGNED BY THE LICENSED EMBALMER: |n hls OWN HANDWRITING (Fa:lure 'to comp
with. the above consfitutes grounds for revocation of license). ’
Jf embalmed-by_a STUDENT, he also shall sign in his OWN handwrmng
. '\ I thns body is nof. embalmed, fact should be so stated above!
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