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JUL 5 1952
REC. DIST, no._.,a_L'Z__

BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

PRIMARY REG. DIST. NO. iZL. Regivivar's Nﬂ.w.....wZJ—Z.Eé.

22883

State File No.......

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers deceased lived. 1f iostitution: residence befors
a. COUNTY a. STATE b UNTY . sdwmisaiont,
q{- Tninde Misconuri 1 t. Touis

b. CITY {I{ cuteide corpurate limlts, writea RURAL and ghre ¢. LENGTH OF
rownahip) STS thK placs)

OR
A0S o1 ot

c CIW"}I‘ outeide corporats limits, wﬂh RURAL snd give townshlp)

430/

TOWN Gl 917+n'n : ton
;l d. F}?&SLPT'FAME 0!‘1 {If not in hospital or n. glve strsot arl '._ f“d}s.SrDR 3¢} mn\l_:v ﬂon) /
INSTITUTION 1\~ p a7 o g CpHognt (9% 01 Mg
?DNEAC'EE %% a. {First) b. (Mliddle) - c (Lm) th) (Day) (Year)
(Typeor Print)  Mos o ﬂ/\w-"ﬁ M Joa < /3 S
/ 6. COLOR Oﬁ RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE Un years] 7 OoER | YZAR | 7 DOm0 uEy,
F \/\l WIDOWED, DIVORCED (Boaclty)” l last birthday) | Months l Dars nml Min,
X ed o /oo 10862 Q0 .
10a. USUAL OCCUPATION (Qivskind of woek | 10b. KIND OF BUSINESS OR iN- | 1t BIRTHPLACE (Btate or foreign eountry) d 12, CITIZEN OF WHAT
doned ot of working lify, svenif retired) . DUSTRY COUNTRY?
ousewor At Home St. Louis usa

13b, MOTHER'S MAIDEN
Dont Xnow.

13a. FATHER'S MAME

NR MofKemper

-

—

14, NAME OF HUSBAND OR WIFE

fan.l..Bavnar Dac.

NAME

| is. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 5 S1GNATURE OR NAME ADDRESS
{Yup, B0, of unknown) (I!r-.-'h.“u:u.?ldn:.-“dm) NO. . !
No SPdEdede et None o i P )
18. CAUSE OF DEATH : MEDICAL CERTIFICATION INTERVAL BETWEEN
| Eater cnly anecameper | 1. DISEASE OR CONDITION , ﬁ w ONSET AND DEATH
lizs for (8), (b), and (0) DIRECTLY LEADINGT(.‘ .'..‘EI\TH (@) M
“TBis does mot mean | ANTECEDENT CAUSES
the mode of dying, ruch | Morbid conditions, if any, gising DUE TO (B)
at heart fflure, asthenda, | Tide to the abooe cause (a) staling i -
de. It meama the dis- the underlying cause last. -
case, infury, or complica- DUE TO (c) _
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS - - -
Conditions contributing to the death but mt
related to the disense or condition eausing death.
19a. DATE OF OPERA. | 19b. MAJOR!FINDINGS OF OPERATION ‘ 2. AUTOPSY?
TION o 44
£ - YES L—__l ) E
21a. ACCIDENT (Bpacity) A5 | 21b. PLACEQF INJURY (e Enorabout | 21c. (CITY TOWN, OR TOWNSHIP) (STATE}
SUICIDE bome, farm, fagtary, strest, ofios bldy., ste.) N . .
HOMICIDE X
21d. TIME (Month) {Day) {Year) (Houn) -Zle INJURY OCCURRED 2"? HOW DID INJURY OCCURY
oF - - - WHILEAT[—]. NOT WHILE : i~ .
INJURY WORK AT WORK e R -

19 to , 18 meu‘f last saio the deceased

22 I hereby certify that I attended the deceased from
alive on ;L(Lr)f_»__!_ 195,

and thgt death occurred al _'L._QQ_PM , from the causes and on the date stated above.

‘SIGNATU

*23b. ADDRESS Z3c. DATE SIGNED

omkea,r. M. §

- Herbert #Hiy

-.651 S, Brentwood, Clayton 6-19=52

Y HBURIAL, CREMA-:
(‘,p?*emaﬁ ion

24b, DATE _

" June 16 1962 Valhalla

T

-24c, NAME OF CEMETERY OR CREMA:I’?RY

) Zld LOCATION (Olty. town, o1 county) s (St.gu)'
Creamatory St. Louis Co. Mo..

DATE REC'D BY LOCAL

25. FUMERAL DIRECTOR'S 5) GMATURE “abDRESS

é -/ ) OCAL ZISI'RARS SIGNATP@ E ; HD

Jos. W. Clark 1125 Hodiamont

(A icensed_Embalmer's Statement cn 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, or by__ ..

........................... . Student Embalmer No.

Signed Qd’é«,g 244&4”'4&0

Student ........é..‘;..t..é;l;.l............ .e y
tuden almer
/ Licenad%mbalmer No f/ azy

ra o PO Addrﬂ:% ,f.ﬁ—'——-v e

ey K

working under my personal supervision,

fom
Note: The above MUST BE SIGNED BY THE LICENSED ENIBALMER in hl.s OWN HANDWRITING (Failure to comply with
the above constitutes grounds for tevocation of license.) &

e

If this body is not embalmed, fact slmuld be so stated abnve. "




