¢

l (l%emoed Ex’nbnlmer’l Statement on Reverse Side)

4

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

DEPARTMENT OF COMMERCE

FILED MAY“2% 3

Registration District No.... “? %.?__...

Primary Registmtion District

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

No.é 07 é

o/

, 1‘)*73
Siate File No.
Registrar's No. / L4 47

1. PLACE OF DEATH:

St._louis,

{a) County.

e,

/2

. USUAL RESIDENCE OF DECEASED:

state.._Missouri,

(¥ City or town__._{x ardenv lll i - @ ®) County P
(If oataide city or town Limits, writs “RURAL" and name of t townl.lnp) (¢} City or town S t . Lou.i 5, 4 i
{¢) Name of hospital or institution: (If outaido city or town limits, write “AURAL")
Miller Nursing Home, 8149 Gravois Ave,,. @ Strest No 7320 FEugene Ave,,
(If oot in bospital or instikution, write strest number or location) (If rursl, give bocation)
(d) Length of stay: In hospital or institution__ 18 DH& ... - No
(Specify w}m her {¢) Citizen of foreign country? : (Ves or No)
In this community. .
yeara, months or duys) H yes, name country.
. MEDICAL CERTIFICATION
3y PRINT Edward F. J, Metter,
20, DATE OF DEATH: Momh. MaY day.... 2dlst
3. {¥) If veteran, 3. {c) Social Security 1947 7 R R 45 A
name War, No 488-07_2005 year. hour. .. minute . &.J..... 229 M.
21. I hereby certify that I attended the deceased from.
D 5. Color or 6. {0) Single, widowed, married, || May 13th AT . May 21st, A7,
4 sex. Maleys afhite, :l_di“"’e"--—ﬂig—ql@d-’ that lasteaw h LID_ ativeon.... MBY.. 20 1Lh, AT,
6, (b} Name of husband orwife ... 6. (¢} Age of husband or wife if || and that death occurred on the date and hour stated above. Durati
_Barbara . MQL'L.QI*“..,..#_..,.WH,_ AlVe oo yearrs || Immediate cause of death e
7. Birth date of deceased............ ARV, .,......,A,_.____.._l&?.z S Acute MVO c ﬁrd i ti 2 1 ‘Mk .
(Month) (Year) Vi
8, AGE: Years Months Days If less than one day Due to ‘ ﬁ’/
75 | 03| 17 i i o E
i - / Due to.
-9, Birthptace __CoJumbia ois, = T
(City, town, or county) {Stats or foreign conntry) Chr o nl c Ne hl" 5 t is n d
10. Usual MMtion‘ﬂg;t'P r De Rt Anheus & I"'-: Bgs’gh"'In'c 1 O(:ﬁisfem v.lthm ;"monlh of d-anlh)p T a ‘ﬂ-‘-:
11, Tndustry or business.......R@EATed 5 Yearsl " _Arteriocsclerosis. PHYSICIAN
' - . Major findings: . . 3
5 } 12. Name Geo! I‘F_’.’e Metter Y murn;:':ig:“ no .
= ! Underline
= . Columbia Illinois S the cause to
&= 1 13. Birthplace 2 ) 2 hichdeath
" tfhit‘ﬁ'nww county) (State ar fareign country) Of autopay no :Vho uld be
g 14. Maiden name nanown, if sta-
S ) Unknown, “ tisticaily.
g 15. Birthplace. P TN ——— Sits on forcize ovmnie) 22. If death was due to external causes, fill in the following:
16. (3) Informant . BTVin Metter, ’ {a) Accident, suicide, or homicide (specify)
() Address___4135 Schiller Fl,, (3) Date of occurrence
17. (a) 'Buria_.l P (5} Date lhemf...m.ﬁ.AgMA?m._.._._ {e) Where didinjury occur? {City or town) (County) Eiatey
t * " (Burinl, cremation, or removal) . (Month} (Day) (Year) (d) Did injury occur in or about home, on farm, in industrial place, in public place?
** {¢) "Place: Bural or _crem'ation_.Re.Sur.,r.ﬁC.tiQn..ﬂﬁm. .................. N
18. (@) Signature of funeral directoi@Rk@n=Benz. Mortuary . Whie at work?—_. _m;?fyg$§gggdmmH_ “
S 2842 Meramec Sha, .. )’1«({ Aﬂ
23. Si Y A 4 L .- J NI
o @ d—2Y—4] o 3: | A * ) )
(Date received bocal resistrar) iyl 's gisnatugf) Hy Address’s 6_0..8_._8. & Gr an¢ ,J,-Vd .., Date ﬂﬂﬂ/g/
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STATEMENT BY LICENSED EMBALMER

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

, Registered Apprentice No .

Signed. ..o oo : tg g//iu

t

working under my personal supervision,

e

‘densed Embalmer Noler 4249

2842 Meramec St' ]
P. 0. Address...... St Loud 8518 Moy

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.)

L’

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




