MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ; B63-034157

DEPARTMEMT OF PUBLIC HEALTH AND WELP - . ‘ LOOB ; 8423 - STATE FILE NUMBER
DO NOT WRITE AMENDED Registration District No. -—-—-318__'_%?:"--1 Ragistration District W= 22" Regismgrs NoX XX

ON THIS STUB Sy A0 D 0 an e -
1. PIACEST BEATH C & ~ & 1007 Z. USUAL RESIDENCE (Where deceased lived. If institution: Residence befors
s. COUNTY a. STATE b. COUNTY fasi
, Migsouri edmission)
b. CITY (If outsida corporate limits, give TOWNSHIF anly) Length of stay in b c. CITY Inside Limits
OR

lpsVN St. Louls TOWN st, Loyls Yesff No O

€. FULL NAME OF (I NOT in hospital, give location) inside Limits d. STREEY (If curside, give location} Reside on Farm
HOSPITAL O ADDRESS

INSTITUTION 412 W, Davis Street Yes [X No O 412 W, Davis Street Yes [ Ne I
3. HAME OF DECEASED Firar Middie — Lo 4. DATE Month Day Yeur

(Type. ot print} A o
: Katle A. Stutte SEATM _Aupuat 16, 1963

5. SEX 6. COLOR OR RACE | 7. Married [1 Never Married (1 8. 'DATE OF BIRTH | 7 AGE (laat birthday) | IF UNDER | YEAR iF UNDER 24 HR
Female White Widowed){ Divorced [] f f g5 Months | Deys | Hours | Min.

10a, USUAL OCCUPATION {Give kind of work dons | 10b. XIND OF BUSINESS OR INDUSTRY . BIRTHPLACE (City and state or country) [ 12, CITIZEN OF WHAT COUNTRY
uring most of working life, even if retired)

S .
T&%ggsﬁng? %ﬁﬂé’%ﬁ’s MAIDEN NAME t, Louis 1'184 NAME GF HUSBAND OR vf}we
Henry Miller Rosa A. Klemp Frank

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

{Yes, ﬂo. or unknown)l (Hf yos, Wc war or dates of Ed Henroin 412 W Davis S't,reet

vS 300
Rev. 4/59

DATE AMENDED

K
Q

| | W
——

d

o

N\

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF )

3

18. CAUSE OF DEATH (Enter only one cause par INTERVAL BETWEEN

- PART ). DEATH WAS CAUSED 8Y: 3 Br @— ONSET AND DEATH
' IMMEDIATE CAUSE (a) 2 ot—

o

DOCUMENT

Conditions, if any, DUE TO (&), M O’V‘. W—\\ 2? s

which gave rise to

shove cause (a),

stating the under- . A / 7 o X

Iying cause - last, QUE TQ (<) - .

PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ulned to the terminsl PART 1), 1§ decsasad was female was
diseasa tondmon given in PART | (a) there 8 pregnency in last 90 deys.

Ca.-,_ ol ny— U OWLAV o S‘.c:A-s ’ [0 Ya [KN" [ O Unknown
9. WAS AUTOPSY | 200. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 1E.)
PERFORMED?, O ] —
E6-Fr NO

20c- TIME OF~_‘Houl & Monih, Day, Year |
INJU * '
p.m.

20d. INJURY OCCURRED 208, PLACE OF INJURY (e.g., in or about homa, | 20f. CITY, TOWN, OR LOCATION COUNTY
" WHILE AT WORK 1 farm, facio! > ., efc.)
© NOT v ok . 4

, Lo -
Nt al‘lum;u.d‘ﬂia deceased from - éb ? . m__X/_Lé_-&\}lnd ilsv:uw&?&ailw on ,?"‘/ éﬁ é"}

Death occurred et 6 P ' M- m on tha date stated above, and to the best of my knowledge, from the causes stated.
22::'. SIG“AW“ ' e {Degree -or title} B s 20b. ADDRESS . ) . : DA7IGNED

- N e )

, >
Z3s. BURIAL, CREMATION, . 2;b. DATE ‘_*- Fi2 NAME OF CEMETERY. OR CREMATORY 235 _LOCATION (City, town, or county) [State)
Rmovht {Specify) - . - .
k St “ Trinity 29901'.;?;2?::’ BY AL REGI-ema REGI.";M A;‘S N
IRECTO g ’ ADORESS " | d v
F“ﬁso?f’mei ter Mortuaries 1\ ﬂé’%c M.

{Licensed Emhalm'eg:g Statement on Reverse Side)

. v MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

{TEM NQ.




P

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse -side pf,this certificate was embalmed by me,

or by ' Student Embalmer No.

working under my personal supervision.

 pusxd *0§ Y0ST,
| Xeuqdenn N’ D *ag

S.fudem

Signature of Student Embalmer ) B .

Licensed Embalmer Np._,g,ZéL
P. O: Address_a$ ﬁ. ~4_MM Ay

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 hanclwmmg

If this body is not embalmed fact should be 50 sﬂ:ted above
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