WRITE PLAINLY-—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE

F1LC JUN 12

Registration District No.___...

2 Primary Registration District No...

STATE BOARD OF HEALTH OF MISSOURI 1 Q¢ /
TR C“f@" STANDARD CERTIFICATE OF BEATH sueriene 13993

@ 07 Registrar's No. / 3 g//f

1. PLACE OF DEATII;
(2) County....... St- Louls

(b) City or town,, %h g # ural..
ll'ou 8 city or town Jmiu. wrn,a RIJI\AL' opd name o

(¢) Name of hospital or institution:

l'w!lnshnp)

In this community

(1f 2ot 1n hospital or institution, writs street n r or locatian)

(d) Length of stay: In hospital or institution

(Specify whether

munths or days)

2. USUAL RESIDENCE OF DECEASED:

FA
(o) Stae__M1sgsourdi ... () County !
{c) City or town.......... St..Louis Fo

(If autsida city or town limlts, writs "RURAL")

(@) Street No.. 320G BOCK AV a g

{[frurol, give location}

{

~

} Citizen of foreign country? . (Yes or No)

If yes, name country. !

name war r943-/0- ﬂzd /

onth) (Day)

5. Color or 6. (g} Single, widowed, married,

s Male. 0| e White div.m{}ﬁ.&x_migi.
6. (b} Name of hushand ot wife.......cveceeeeeee. 6. {¢) Age of busband or wife if
Verna allveaayem

7. Birth date of deceased...... )] ulg AT 3909

(Ymr)

years,
5. () PRINT MEINCAL CERTIFICATION
FuLl NamE.... Balph. Louls Hesskamp.
P P 20. DATE OF DEATH: Month. JUID® . day .. 8
3. (b If veteran, 3. () lSecunty

-....19-.4.3.---,...1101.11' 5 minute. P M

21. I hereby certily that I attended the deceased from
) L— I}

that Elast saw h alive on
and that death occurred on the date and hour stated above.

Immediate cause of death.... S ErUCK by 1ilghtning .umhon

18. (@)
»
19. {a)

10. Usual occupation Mechanlce

8. AGE: Years Months Days If less than one day
39 10 19 br. min
9. Bintplce.S %o Charles . _Mo.. 0@
(City, town, or county) {Stata or foreign country)

Due o Flectrocution.

Due to....

Other conditions.
{Inctuda pregoancy within 3 months of death}

L'n—

Place: burial er erergdtion. e
Signature of dm:cﬁ ........ e Dt s L W

(Dsu raceind local regntru)

(Ruhlr lugnnura

o

11. Industry or buaineuumcntﬂwgcnemical CO [ P PHYSICIAN
a2 ajor findings:
E 12. Name Herman Hesskamp . || Of operations - Undertipe
21 1. Birthplace,.S.tr(-.....LQ].li.S_..)C_O............ : No.. @ , i - %] 1/‘ ihe cause to
Ly, n, or county, State or fureign country, Of AUtOPSY oo, ;o h 1d b
E 14. Maiden nama&lﬁhmaNQllﬂ...)“ autopsy i 74 %pa:);:eﬂ st
=1 istically.
g 15, Bir ‘hp]acesﬁauggaoﬁ;%;gis Torem yfggi.gn m(“m") 22. If death was due to external causes, fill In the followite: § o ’
6. @ Informant.... Verna.Heaskamp (@ Accident, iide, or houlcide (epecty)... ACCId ent
®) Ad 14234. BReck Av. . __S ..... Louia {d) Date of occurrence............. Juns ﬁ,. 1943
1. (@) (5) Date thereof 10 / f,[ (¢) Where did injury occur?. High?(%ﬁ. m#?n PP o
. —————— or wio,
(Buml cremation, or ramovul (Mongh) (Dayly (Year) (&) Did injury occur in or about home, on farm, in industrial place in public place?
(e}

'/%__‘ Public. place

(Spucil'y 1ype of place) j
While at work "l Wﬂs of injury,im......
D, or other)

23. Signature..

Address.._ KirkWOOd, MO. 6 7 46 Date signed...

(Licensed Embatmer’s Statement on Reverse Sido)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

. . -

..... .- . ...... Registered Apprentice No.

-

/ " A

Signed ._/)Z/Zvé sy, )
Licens:_ed Emb{ﬁ' No
P. 0. Address//jé ,/ ;

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

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

working under my personal supervision.




