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WRITE PLAINLY—USING UNFADING.BI"_.'ACK INK—MAEKE A PERMANENT RECO

A

THE DIVISION OF HEALTH OF MISSOURI
FILED AUG 17 1949 STANDARD CERTIFICATE OF DEATH

rec. 0isT. No( B/ "7 primary REG. D1sST. uocf_d‘é_z_. Kegistrar's No //d’y

: 28*?*79

State File No... taem

| BIRTH uo .
1. PLACE OF DEATH ’ 2. USUAL RESIDENCE (Where deceased lived. LI Institution: residence before
a. COUNTY . STATE b, coum‘v, adinission}.
St. Louis : Mo. St. Louif
b, CITY (i outcide corpurate Limits, write RURAL and give ¢. LENGTH OF ]| . CITY (If outalde corporate Limits, write RURAL anJ give township) -
o] . township) | STAY {in this place} R R b
TOWN Rjchmond Heilghts TOWN ichmondsHeights
d. FULL NAME OF (If not la bospital or jnstitution, give atreet address or location) d. STREET (If raral, give location) ‘6
HOSPITAL OR ADDRESS o
INSTITUTION 7709 S+, Albans \ 7709 St. Albans 3 ™
35‘2?:5&55%% B; {First) b. (Middie) _ c. (Last) 4, DéTE (Month) (Day) (YMI')
(me- Py BERNARD J. BIERMAN pea July, 30, 1949
-6. COLOR OR RACE | 7. &«&)%%EB NEVEECI%ISREIE?I e DATE OF BIRTH . AGE (in yesa] @ tooca TEAR | O unoem o mxs.
(Bpast s g 0, H Min,
Nale / White farried f " IFeb, 11, 1898 e |
10a, US‘lll:tL‘ OCCUPATION (Citve kindof work | 10b. KIND OF BUSINESS OR IN. | 11. BIRTHPLACE (State or torstgn couatry) 12. CITIZEN OF WHAT
mowt of working life, avesn if retired) COUNTRY
Foréman Century Elec. (o. St. Louis Mo. 1 ) -
13a. FATHER"S NAME 13b. MOTHER' S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE -~
Frank Bilerman Francis Heilwick Nellie Bierman
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT" ¢ ES5
Yos, Tr unknowan) | (inl e waz. or dat ca-sarv L NO. 1- . > St GNATWO% AEE A 1 a A%DRESS
_ es SC, worl Nellle Bierman chmon ﬂeights

18. CAUSE OF DEATH
. Enter only onecause per
line for (8), (b), and (c)

*This does no! mean
the tmode of dying, such
"a# heart faflure, asthenla,’
ee. It means the dia-

ease, infury, or complica-

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® ()

ANTECEDENT CAUSES

Morbid conditions, if any, giving DUE TO (b)
rise to the abore cause (a) stating

the underlying cause last.

MEDICAL CERTIFICATION

INTERVAL BETWEEN
ONSET AND DEATH

DUE TO. {e)-

tion which coused death.

11, OTHER SIGNIFICANT CONDIT’IONS

Conditions contributing to the death byt not
reloted to the disense or.condition cousing death,

|78 X

19a. DATE OF OPT'::I%AI‘I 19b. MAJOR FINDINGS OF OPERATION -~ 20, AUTOPSY?
6—10~¥4 Lo / (a) : ves O o]
21a. ACCiDENT (Bpecity) 21b. PLACE OF INJURY (e.g..Inoraboue | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE homs, farm, {astory, street, office bldg., e1c.) *
HOMICIDE
21d. TIME (Monthy  (Day) (Year) (Hour) 21, INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
oF ’ ' WHILE AT NOT WHILE
INJURY = | “work AT WORK

I kereby cexjify that I atlended the deceased from

o 193_? and that death occurred at

Je 19_9-7, that I last saw the deceased

19E2

-1
&07_&, . > 4 ,
___1.#.1 m., from the couses and on the dale staled above.

T,

2, ]
._ﬂ@i

k(Deyee or title)

.
ri

230 DATE SIGNED

../ (fi

23b. A‘Imnzss

34 o

Weell oo s Fore

Tl ng M| 6\V|. CREMA- | 24b, DATE 24c. NAME/OF CEMETERY OR CREMATORY 24d. LOCATION (CHy, town, or county) © (Sate)
{Bpeclty) ¢
Ruria 8/2/&9 St. Peter & Paul St, Louis, Co, Mo,
LOCAL R'S SIS 25. FUNERAL DIRECTOR'S R DIESS
DATE RECTD BY LG L7 ,tz L, W 7456 Manchestar Rd.
F—7 -5

Jff/! Ja% . Smith Mapléwoo g! "Mo 0.
(licensed Embalmer =mept on Reverse Side)




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, o by —_—

- ettt Nertemtts e ethbr i o4 bes e e mransen b om £ at e man £ P7R SR PaeR ARAAT FeAESS SAR AREE TR RnsaRRETET TR ST Ar e R R4t pmtnen , Student Embalimer Mo.

working urnder tny personal Supervision.

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

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




