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i 21 hereby

- ALED JUL 10 1956 % STANDARD CERTIFICATE OF DEATH
REG DIST. NO. 3 1 8?“'““\' REG. DIST. MO, 1003R!ﬂ!!1'¢r1 No, .

BIRTH WO.

THE DIVISION OF HEALTH QOF MISS0OURI

" State Fiie No.... 22()06
. 6024

1. PLACE OF DEJT

2. couw'vﬁ

2. USUAL RESIDENCE (Where decossed lived, 1f institatlon: rmidence befors

b. CITY (11 oytek o limita, nmun. and give
TOWN

c¢. LENGTH OF
STAY {in this place)

a. STAT% . b, COUNTY sdinimion!.
. _Cole
c. CITY . . 1s Kesldencs within limits of
OR a ﬂly l.nuorpornled town?
TOW Qb > 0

d. FULL NAME O pot io hospital uwnon xive atreot add or location) ADDRE‘SS (1t rural, gi¥e location) %
INSTITUTlom O-27 , /oo Y/ 7/
3. NAME OF a. (First) b. (Middie)} 4, DATE (Month) (Dny} (Year}
DECEASED ﬂ A ,, /V A
(ﬂrpcorPrinUc[ o 6 M [Z/A t wh DEATH é 97 S_ 6
5. SEX EJG COLOR COR RACE J_%E% NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (In yesre| ¥ INDIR 1 YEAR | o oNDER 1 MRS,

W M&I'}.[‘) |{%rgso mmm/

/M

Months , Daxs

2-2 -5 9 | &%

Hours l Mia,

10a. USUAL OCCUPATION {Give kind of work

10b. KIND OF BUSINESS OR IN-
DUSTRY

15. BIRTHPLACE (City and Stete or Forsign Cnullryln C)ztgbﬁzgq,?F WHAT

coe durips most of workiog lls, sven if

RetivadsCar. Qenf:er MoePac «R.R. Berger ,Mo. oS e
13a. FATH’{R S MAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND’ oa_u.u-—-—-——
. Frederick Msyer Wilhelr olt A Alra_

i5. WAS DECEASED EVER IN U.5 ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ACDRESS
(Yoo, 00.0r unknown) | (if yes, give war or dates of sorvice) NO.

Unknown Alve Meyer, 100 Wl.High Ste.

18. CAUSE OF DEATH MEDICAL CERTIFICATION 0 BETWEEN
 Rnter only onecnuseper | |, DISEASE OR CONDITION _ ; J'.effers n.Cityl, }‘?ﬂﬂl
Jine for (a), (b), and (¢) | P'RECTLY LEADING TO DEATH" (s Sbssd of

*This does not meen
the mode of dring, such
as heart faflure, asthents,
ele. It meons fhe dis-
ease, infury, or complicas-
tion which coused death,

ANTECEDENT CAUSES

Morbid conditions, if any, giving DUE TO (b)
ride o the abore cause (a) stating
the underlying couae laat,

DUE 70 (c)

tl. OTHER SIGNIFICANT CONDITIONS
Oonditions contribuling to the death but not

Concane On- Q?’L Ao LT

related to the disease or condition eausing deaih. | vYra,
19a. DATE OF OP'FIFE)AB; 19b. MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
~t L
.-“".""__.."_-_ 4, Yﬁg ND D
2ia. ACCIDENT (Bpecity) 21b. PLACE OF INJURY (e.2..Inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) QSTATE)
SUICIDE N + - | home,farm. fastory.street, office bidz..et0.) .
-HO_MEClDE". - N
214. TIME (Meontb) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
oF WHILEAT [} NOTWHILE
INJURY m. | "WoRrK AT WORK

7>

alive on

cerl:'é'g that I altended the deceased fromé , 18 56 lo &6 .25 , 19 5 e'that I last saw the deceased
. IQi and thal death occurred at S su“m from the couses cmd on the date siated above.

23a. SIGNATURE

o, A lenil, L

(Degme or title) | 23b. ADDRESS

294./’...-447)(:t(—f6£d'1~:.

23c. DATE 5IGNED

N P l-':{’.r‘ |

{Licensed Embalmer’s Statermnent on Reverse Side)

24a. BURMIAIKLCREMA' ’Z‘b DATE 24c, I\A'H.E OF CEMHERY OR CREMATORY | 24d. LOCATION (Olty, town, ¢r county) (Stats)
TORENBYLr” | 6-25-56 Memorial Park Cemetery Jefferson Cilty,Mo.
DATE REC'D BY LOCAL | R 25. FUNERAL DIRECTOR" S SI1GNATURE ADDRE SS

N 2.6 195 lAlbert H.Hoppe,4700 Washington Blvde




STATEMENT BY LICENSED EMBALMER

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

L2 e T . o L T RRCTITEPEE ELREE benemmnn , Student Embalmer No,.......---..

working under my personal supervision..

[Ty DS - SRS sighed. e T T oL e T vy rtshgtot
Signature of Student Ezbalmer
Licensed Embalmer Nogag
~
P. O. Address &7 0{ et .

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

If embalmed by a STUDENT, he alsc shall sign in his OWN handwriting.

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

*




