No. 306 []MAR " THE DIVISION OF HEALTH OF MISSOURI 670
- 0. - N b
oot | HlLE o 1956 STANDARD CERTIFICATE OF DEATH State File Novomme 2, 3
BIRTH NO. REG. DIST. NO, l!_g__ PRIMARY REG. DIST. NO-_M"'JB._ Registrar's No.....14:30.
\ 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whero decossed lived. 1i [ostitution; resilence before
. COUNTY - . ..a.. 5TATE b. dinirslan!,
* 2 Mi ssouri COUNTY phmilen
b. CITY 1l outetd o lmi rite RURAL and . LENGTH OF c. CITY R .
T E, outside corpurate limit. write ant l:'ﬁ.vl:'mm §TAY tin L1t place) OR d. L;&w%:um:gwmw‘:;s
) OWN st. Lonis A9 ¥rs, TowNn St. Louds - c 0
- d. FULL NAME OF {1f oot in hospital of institution, give streot nddress or location) o STREET (It rural, glve loestlon) v}
- HOSPITAL OR Afgﬁass } ,?A
INSTITUTION 4987 Arsenal St. 4987 Arsenal St. 7
3. NAME OF 3. (First) b, (Mlddle) c. (Last) 4 DATE  (Month) (Dey) (Yem)
¢ Type or Print) Julis H. Jokerst peatH  Feb. 8 1956
5. SEX 6. COLCR CR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In yeara| IF UNDER | YEAR | ¢ UNDER W4 Has.
. WIDOWED, DIVORCED (Bpec — laat biythday} Mnnun' Days | Bours | Min.
F W Widowed Nov. 24, 1879 76 | l
10a. USUAL OCCUPATION (Giwekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE 3
donudur'mxmuto!wurkju!lh.l:unnu ral;:;) - DUSTRY (Gity aad State or Forsign (.‘nnnl.ry) o " SI.H'IZ'EP;I’?OF WHAT
Housewife Own home St. Louis, Mo. .S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME GF HUSBAND’OR WiFE
‘ Mack . "Urknown ___ | Adolph Jokerst
I15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECUR[TY 17. INFORMANT'S SIGNATURE OR NAME ADDRESS

{Yea.no, or unkoowa}

No Ralph Q. Jokerst 4987 Arsenal St.

18. CAUSE OF DEATH - JICAL CERTI TION v o, INTERVAL BETWEEN

_Enter only cnecouseper | |- DISEASE QR CONDITION @ hr. Endocu'diﬁfg AND DEATH
()

line for (a), (b}, snd (c} DIRECTLY LEADING TO DEATH* ;

*This does not mean ANTECEDENT CAUSES ! a ? . g2 ; 2 Z%
the mode of dying, such | Aforbid conditions, if eny, giving DUE TO (b}
a2 hear!t fulure, asthenda, ;A-:‘J:;ﬂfz ﬂibﬂ" ca’u:f (tu) sating y
ee. ft means the dis- erLying caude J0a. %/
; DUE TO (@) W (Myocarditis, Chr )

caze, Injury, or complica-
tion which caused death. | 11, OTHER SIGNIFICANT CONDITICONS

Condilions contribuling to the death bul not
related Lo the disease or condition ceuying death.

(I you, give war or dates of service)

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

19a.. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION - 20. AUTOPSY?
TION : %’2 /
ves L] wo
21a. ACCIDENT (Bpecify)- + 21b, PLACE OF INJURY (a.g. inorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) ' (COUNTY) (STATE)
SUICIDE borms, tazm, Instory. atreat, ofice bldx.. ev0)
HOMICIDE
21d. TIME tMomth)  (Day} (Year) {Hour) 21e. INJURY OCCURRED { 2). HOW DID INJURY OCCUR?Y
WHILEAT[ ] NOTWH
INJURY m- | " wORK AT wo# Ll
22 T hereby cetifiythat I atlended the deceased from ylﬁj 9= b , lo -9‘/ g a&!hat I last saw the deceased
alive on , 1 2 and that death otcurred at m. fromﬁze causes and on the date slaled above.
B?%ﬁ W.F .Wﬁnbj\ﬁh-d. Y, (Degree of tithy] 23v. ADDRESS %’7&25
% %7/ ; L7 ard
24a. BURITAL, CREM 24b. DATE 24¢. NAME OF CEMETERY OR CREHATORY B N (Clty, town, or countﬂ (Smtc)
TION, REMOVAL (Bpwelf;
Removel Feb. 10, 1956 Sunset Burial Park St. Louis County, Mo.

. FUNERAL DIRECTOR S S1GNATURE ADDRE $S

25,
V}J'S‘i Hofi‘me: ster Colonial Mortuary

DATE REC'D BY LOCAL | REGISTRAR'S SIGNAT

FERS 1955

wE




STATEMENT BY LICENSED EMBALMER

Cedd LT Al

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

BY INE, OF By et aee it tia ettt s st et e

working under my personal supervisiocn..

Student.. . coieiiiiiiiiiiaiie sy
Signature of Student Embslmer

Licensed Embalmer Nor.???/
P. O. Address,?.%%&@.‘fé

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
T this boedy is not embalmed, fact should be so stated above.




