MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH p - f
PO NGT w:::‘“"““"" °r PUBL|:OQ:1:::1T[:|‘IH‘;T::| “_iL_F_‘_Agl‘g__.j’nmaw Registratian Dmm:r. mga_-____neghmr ‘s No, 1_059 ; STATE FILE NumBER

AMENDED
ON THIS STUB =1L ED JeTd 1 Tlgsg

1. PLACE OF DEATH A . 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before

a. COUNTY . a. STATE b. COUNTY
Mo. Jefferson

VS 300
Rev. 4/59

admission}

b. CCI’T';r {If outside carporate limits, give TOWNSHIP anly) Length of stay in 1b [N CITY Insice Limin

Toww  St, Louis TOWN Mapaville Yes (1 No [

e. FULL NAME OF (If NOT in haspltel, give location} Inside Limirs d. STREET i i i
FULL NAME D . i ATREET (I¥ cutiida, give locatian) Reside on Farm

INSTITUTICN Lutheran HDB'pital Yoo 1 Noe [ Yer [J No O

3. NAME OF DECEASED First Middle Last 4. DATE Maonth Day
(Type or print)

“TDATE AMENDED

Year

OF
RAYMOND Ja SCONDAG DEATH Cct. 24 1963
5. SEX 8. COLOR OR RACE 7. Married ]  Never Married [] |8. DATE OF BIRTH | 9- AGE {iost birthday) | IF UNDER 1 YEAR IF UNDER 24 HR
white Widowed [ Divorced O 1}-2-190_? 56 Months | Days Hours | Min.

10a. LISUAL M?@&ﬁ ﬁﬁ%ﬁm done { 10b. KIND OF BUSINESS OR INDUSIRY| 11. BIRTHPLACE (City and stale or country) 12. CITIZEN OF WHAT COUNTRY
ring mosi (] N
1;&500 o d pre.s:ign r St. Louis, Mo, U,S5.A

13a, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Joseph Sondag Anna Groll Leoba Sondag
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SCCIAL SECURITY NO. 17. INFORMANT Adcress
{Yes, no, ﬁr unknown)l (It yes, give war or dares of service)
[v)

Nope Leoba Sondag  Mapaville, Mo,
18. CAUSE OF DEATH (Enter only one cause per line tor (a), (b}, #nd {c} INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY ONSET AND DEATH

IMMEDIATE CAUSE (.; %mm
Conditions, if any, DUE TO (b} @MM&OW @dAJ rien ") cﬁ‘ﬁ 4~O ca:.?ﬂ

which gave rise to

above couse (a). /é O
stating the under- DVJE TO {c) 2 /

lying causa lest,

—
Z
[FE)
Z
e
(o)
Q
[a]

PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bt not selsted 10 the terminal PARL LUl LI deceasad wes femals was
disesss condition given in PART | (a) thers a pragnancy in last 50 days.

rD Yo I O Ne | O Unknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART 1 or PART 11 of item 18}
PERFORMED? m] O [
YESOI NO D

T0c. TIME OF _Houl  Month, Day, Year |
INJURY a.m.
p-m.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

20d. INJURY OCCURRED 20c. PLACE OF INJURY (.9, in or about home, | 204. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [J farm, factory, sireet, office bidg., ete.)
NOT WHILE AT WORK []

21. | attended the deceased from ;- l' I(-, 1 f and last uwm:livo on Fa 0/?— 3,_7c 3

Death occurred at. l" : 1&5 A. m on the date ttated above, and to the best of my knowledge, from the causes stated.

22a. SIGNATURE {Dagree or titie) 22b. ADDRESS 2%c. DATE SIGNED
Yl . O sfnlr O | 3701 Crmrdelss 102943

23a. BURIAL, CREMATION, | 23b. DATE i 73¢. NAME OF CEMETERY OR CREMATORY 73d. LOCATION (City, 1dwn, or county) late}
REMOVAL {Specify}

St, Louls Co. Mo,
1§.e$3;‘12.}DIRECIDR OCt. 28. :kglﬁ?s:Reaurrectio ZSC%T&%&HY LOCAL REG. | 2o. ﬂ?‘.ﬁﬂ’s GNAT E‘
Kriegshauser 4228 S, Kingshighway Blvd. OCT 23 1863 Dd»-j M .2,

(Licensed Embalmer’s Statement on Reverse Side)”

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




-t

STATEMENT BY LICENSED EMBALMER

| hereby certify 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,

B =l - [
Signature of Stydent Embairer g/

Student

Licensed Embalme

:P. O. Address. V//@Q(("’Mj —%0_

Fad - n

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his -OWN HANDWRITING. (Failure ‘1o ‘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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