: THE DIVISION QF HEALTH OF MBIOURE
S. No.300 v
>-vexo | FIED JUN 211956  STANDARD CERTIFICATE OF DEATH S Fie o 22249
BIRTH KO. REG. DIST. NO. ,5! 2 FRIIA;J-IY REG. DIST. no._ﬂ Kegistrar's No. “/#
\ 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where d d lived. M lnati idesce befors
. COUNTY - - . STATE b. COUNTY @ wdisimton).
* S5t, Louis - Migsgsouri ¢ / -u . 6‘\'\-00!6
b. CITY (1 cutcide corpurate limita, write RURAL aod aive ¢. LENGTH OF c. CITY -‘fb y d. In Residence within limita of
township)| STAY (in this place)| 0 a eity of. Incorporated town?
TOWN___Gayton Town  Clayton B Ao
d. FULL NAME OF f bot ip hospital or institution, give streot wdd a s STREET (If rur!, give location)
HOSPIT % ‘jn ADDRESS
INSTITOTION Carrswald #, Carrswold Drive

3, I__!'HE%!\&E 5?:‘:: 8. (First) b. (Middle) ¢, (Lest) l 4. 96;-5 (Mouth)  (Dey) (Yw)
{ Type or Print) ALBERT M. KELLFR peathk - June 8th 1956
5. SEX DI 6. COLOR OR RACE | 7. xﬁ%ﬂsg legggchésnmcn / 8. DATE OF BIRTH 9. AGE ro;n o e 1 YIAR | & GkoER u was,
(Bpeecld, t birthday, on Days | Hours | Min,
N male white married Oct 23, 1879 79 , ‘
“ .10, USUAL OCCUPATION (Give kind of w 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . . . .
doj dmincmmol-nruutih.o:knhdmhﬁk) 5 DUSTRY {City aad State or Foraign Comstey} 9 uc&ll.;rl‘}%gf;rormk‘r
SXxocl Brchcx PaulBrouwsn Co.l Lexington, Missouri U.S.4A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME .| 14. NAME OF HUSBAND'OR WIFE
Isadore Keller Ida Libelich =~ | Nellie Brown Keller
15. WAS QECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY |17 INFORMANT ' S SIGNATURE OR NAME ADDRE§S
(Yea, ofunkhown) {If yes, glve war or dutes of service} NO.
erg Nowe - Mrs, Albert M, Keller #4 Carrswold Dr
|| 18, CAUSE OF DEATH .. oo . MEDICAL CERTIFICATION . INTERVAL BETWEEN
 Exnter only cnscauseper | |. DISEASE OR CONDITION . - . ONSET AND DEATH

line for (), (b), and () DIRECTLY LEADING TO DEATH® ¢y 1 R

“Thii dors nol megn ANTECEDENT CAUSES

the mode of dying, such | Aforbid conditions, if any, giring BUE TO (b)
ar beart faflure, asthenda, | rise fo the above cause (a) sating

M@M

de. It ineans (he dig. | B¢ underlying cause last.
case, infury, or complica- DUE TO (c}
tion which caured death. H. DTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death but nod )
related Lo the disease nrgaand:tion catising death. 3 3 Q x
19a. DATE OF OP%IFB'I: 19b. MAJOR FINDINGS OF OPERATION ’ . - L. . 2. AUTOPSY? .
; . ﬂf—-ﬁ‘ vis [ noX ]
21a. ACCIDENT {Bpecity) 21b. PLACE OF INJURY (e.g..inerabont | 21c. (CITY, TOWN, OR TOWNSHIF) (COUNTY) {STATE)
SUICIDE *© bome, farm, factory. streat. ofice bldg., eto.)
HOMICIDE s : : - - -
21d. _TIME {Mgath) (Day) (Year} (Hoar) 2le. INJURY OCCURRED | 2i3f. HOW DID INJURY OCCUR?Y
o ' WHILEAT HOT WHILE
INJURY . WORK AT WORK
- ‘/ - .
) 2. I‘;h;reby cerjify that [ attended the deceased from fd&L 1947 to 'Z{‘AAM_&, 1856, that I last saw the deceased
= " alive on , 1956, and that death occurred at _..t& m., from the causes and on the dale siated above.

? GNATURE p 40 _ (D/;;e;o;bh) /,yRﬁ /Mm &/{ '7 DATESIGNED

24a. BURIAL, CREMA- | 24b. DATE Z4z. NAME OF CEMETERY OR CREMATORY | Z4d. LOCATION (Clty, town, or counyfy) (sme)

Th-“’%’ e | 6/11/56 Bellefontaine Cemetery | St. Louis Mo.

WRITE PLAL\‘-[.:Y—:U_S]NG UNFADING BLACK INE—MAKE A PERMANENT RECORD

WAr wd K%

DATE REC'D BY L%CEA(;L REGiSTRAES SIGNATUR E, ﬁ"i:{;f)tnc;ﬁzcarnoa h%%‘wﬁB Delma?'ﬁi%d
(Licensed ij

Statemnent on Reverse Side)




A STATEMENT BY LICENSED EMBALMER

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

DY ME, OF DY oo iiniiniimriiaa ottt rrsa st s sa et a et mne b e

working under my personal supervision..

Licensed Embalmer No\ffg

P. O. Address/&bze’i!é;,_b

[Tt T 11 £ | SR Signed.
Signsture of Student Embalmer

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

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

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




