THE DIVISION OF HEALTH OF MISSOUR! e
No. 300 ; &
FILED MAR 31 1955 STANDARD CERTIFICATE OF DEATH State File Nowern. () 070
! BIRTH NO. REG. DIST. NO. 3 |8 PRIMARY REG. DIST. no._]_(lga Registrar's No.—...... _2 ..2.,2...4...
1. PIESCE OF DEATH 2. USUAL RESIDENCE (Where doconsed livecd. If lnstitution: residence before
4. UNTY . STATE b, COUNTY adinission).
o i Migsouri e
b. CITY (f outeide corporate limits, writs RURAL and give | ¢, LENGTH OF || c. CITY - 4 ta Redenee within limi o
Tg\vﬁ'N ST. LOUIS townabip) | STAY il this place) TgVF\}N St . Lou 1 g s m,v cnrpr-udwanv
d. FULL NAME OF (If oot in hoapital or institutica, ive strect address or losation) STREET (If rural, give location) 37
HOSPITAL OR ADDRESS }
WoTohSk ST, LOUIS CITY HOSPITAL 2°%™S 13935 Anmp IE 4
3.&5%%55%% a. (First) b, (Mlddie) e. {Last) 4, DS}-E (Mouth)  (Day) (Year)
{ Type or Print) JOHN A, FISHER . oeati ~ MARCH 9, 1955
5. SEX . COLOR OR RACE { 7. mﬁ)’gﬁf}%g EF\YSQCEBRRIED. 8. DATE OF BIRTH . 9. AGE (In years| IF UNDER | YEAR | IF UNDER u mes.
. (Bpec r t birthdsy) |Months| Daye | Hourm | Mia.
Male White Py pivor June_22,1889 | 827 ™ 1
10a, USUAL OCCUPATION (Ctive kind of wor N - . - .
B S | 5 FIND OF BUSIESS O R | T BIRTHPLACE sy s c s connrr O] 2 ETEENOFWHAT
Bricklayer Comstruction St. Louils Mo
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
, Andrew Flecher | Lena Frevel Sarah
!5. WAS DECkEASE)D E\(rER lNﬂU.S. ARNLED FORCES? | 16, SOCIAL SECURLrg 7. INFORMANT'S5 SIGNATURE OR NAME ADDRESS
Mrun nowan! [ W t:aror ates of service) None 5 Emma Joquel 14‘915 Sunshine m.
18, CAUSE OF DEATH . MEDICAL CERTIFICATION

9 INTERVAL BETWEEN

- R . ONSET AND DEATH
cﬁ. Ly

. Enter only onecausaper | [. DISEASE OR CONDITION
Hoe for (@), (b), and (¢) | DIRECTLY LEADING TODEATH® (5 _

«Th%s does mot mean | ANTECEDENT CAUSES kr‘:od
the mode of dying, such | Afortid conditions, if any, giring DYE TO (b)
as hear? foilure, esthenia, rise to the chore eause (o) slating
ete. It means the dis. | 8¢ underlying couse last, .
cane, infury, or complica- DUE T0 )
tiom which caused death. | 1. OTHER SIGNIFICANT CONDITIONS

* Cunditions contritiding (o the death but 2ot
relaled to the direase or condition causing death.

19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION . 20. AUTOPSY?
TION o . . Y?
ves (Xl wo [J
21a. ACCIDENT (Bpecify) 21b. PLACE OF INJURY (e.g.inorabout | 21c, (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE e home, farm, fastory.atcest, offies bldg., ste.)
HOMICIDE ] ..
21d. Tél:_’__!E (Month} (Day} {(Year) (Houn 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
WHILEAT[™} NOT WHILE
INJURY - . = | woRK AT WORK / L3 X
2. I hereby certify that I allended the deceased from _13_19:5_5__, 19 , to 3-9-55 , 18, that I-last saw the deceased

alive on _;.-_9:5.5_, 19 , and that death occurred at 9305P m., from the causes and on the date stated above,

23 SHANATURE (Degros o7 i) | 23b. ADDRESS ' Z. DATE SIGNED
i} E/ r’/bv\/f (m M ,L)F) 1515 -Lafayette A~enue 3«10-55

%.}B Nag R évLAL cEllu-:MA 24b. DATE gl 24z, NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (City, town, oT county) (State)
{Bpeciiy) . ¥
1al 43[12/105 Sunset Burial Park 8t, Louls County Mo,

WRITE PLAINLY--USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

25. FUNERAL DIRECTOR'S SIGNATURE ADDRESS
.L. Ziegenhein & Sone 7027 Gravols

icersed Embalmer’s Statermnent o

DATE, REC'D BY LOCAL
REG,

MAR 121

§ISTRAR'S SIG ATURE




————— A ———————— e

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emba

BY IEE, OF DY o iimtiiraie o meis i st v b sttt et

working under my personal supervision..

Licensed Embalmer }‘r‘
) : - P. O. Acl__drgss_._?..é.’?[{é!ﬂﬁ

. ‘Note: The above MUST BE SIGNED-BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fe
to comply with the above constitutes grounds for revocation of license}.
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
I this body is not embalmed, fact should be s0 stated above.

Ly At e Loy <L A T R AT T TR
Signature of Student Embalmer



