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THE DIVISION OF HEAL TH OF MIS50URI

FILED OCT 16 1356

Registration District No. ... 2wl 0 0

STANDARD CERTIFICATE OF DEATH

rimary Registration District No.

STATE FILE NUMEER

oporor s 653

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived.

If institetion: Residenco bafore
admission)

16 SOCIAL SECURITY NO.

. 3TATE b. COUNTY
a COUNTY ° Missouri
b. CITY (If outside corporete limits, give TOWNSHIP enty)] Inside Limits c. CITY Inside Limits
.. OR OR
town Saint Louis YeX! NoD ~Town Saint Louis Yes  Noo
f‘ c. I'-:Igéll“_ﬁr":l’:‘%g’: (If NOT inhospital, givelocatien)]|Length of stay in 1k TREET (If outside, give location) Reside on Farm
msTitution De Peul Hospital Life é [ ooress3116 N. Union Blvd.1l5 | veso no&
3 :::l or First Middie Last 4. DATE Month Day Year
EASED OF
_ (Tupe or priny) LESTER R. BOHIE ceanSept . 18th, 1956
5. SEX T 6. COLOR OR RACE 7. 8. DATE OF BIRTH 9. AGE (Jn years | IF UNDER | YEAR JiF UNDER 24 HRS.
r s Manmieh €] NEVER MarRiED (] o5th. 1898 '“"g’gm"“") prT e et L
] Male Vhite wioowep [] orvorcen [ fug. »
*10a. USUAL OCCUPATION (Gice kind of work done iqb KIND OF BUSIN SSOR INDUSTRY | £1. BIRTHPLACE (City and atate or country) w 12. CITIZEN OF WHAT COUNTRY?
Ma. mx%mo:t of working life, even if relired) 1‘ a é
ntenance Man Supply G Saint L Misgouri USA
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME
William Bohle Rosa Burkhart
19. WAS DECEASED EVER IN U, S, ARMED FORCES? 17. INFORMANT Address

(Yes, . or xnkngwn) {If pes, give wﬁw ditlee of aervice)
492-32-0442 {Florence Bohle, 3115 N. Union Blvd., 15
18, CAUSE OF DEATM [Entler only one cause per i r (@), (b). and (c) ’ o INTERVAL BETWEEN
PART |. DEATH WAS CAUSED B_Y:_ B S . T o ONSET ARD DEATH
IMMEDIATE CAUSE {g) _ -~ .° - CERS 'ztf”"
A, g ;G-él.a.l——“—, o &A..’ o
Conditions, if any,
which gave, risg to - ‘DUF To (b,), N N -« o K '
afove cgused.* B T A TR : [ T . Sl\gl .’o R
atating the under- " )
= lying cause last. DUE TO (c)
' 9 *- PART:I),. QTHER SIGKIFICANT CONDITIONS CONTRIBUTING -TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN-IN PART:1(a)- . - ;‘EI?‘EE)SERS?Y
™
3 . . ves A no O
E 20a. ACCIDENT SUICIDE HOMICIDE | 204. DESCRIBE HOW INJURY OCCURRED. (Entéf noture of infufy in Part Jov"Part If of item 18.) -
g B O a
2| . TIME OF  Hour Monril Day, Year .
Ia] LINJURY ‘a. m, oy - -- e [ S,
a 4 p.m. L SN
w [ .
S' 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e. p., in o ahout home, 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE Jarm, factory, street, office bldg., ete.)
| WORK AT WORK
2. 7 attended.ifhe deceased from ’f-’ Y , to __._&.Ll_‘_ib_._and last saw :ﬁ alive on _mw_
Death gbcurrpd at 4 Y fd /""“- 'm on the date atated above; and to the best of my knowhd'ge from the causes stated.
Za. MG N : { Degree or til . .65220 ADDRESS ™ . o : Z2¢, DATE SIGNED
23a. suriaL. dReMATION, | 230, DaTE Z3c. MAME OF CEMETERY OR CREMATORY - | 23d. LocaTioN (City, towen. or countyy ¢ (State)
" _REMOVAL { Specify)
ial 9/21/56 Calvary Cemetory St. TLoui

EALYTY ¥ Bhurz, seps MEEGFal Bridge BLvaNER TSI ™
.W_&szis 15 Mo
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o e 27
5 88 3%
. [
H. El §=€
B o
d-? o
< ON O-.
’.Io
et ol 0 -
- LI ) '-'
N S & ag
- . Eg O
dOE

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was e
by me, or by

wori:ing under my personal supervision..

Signatare of Student Embalper

Student Signed......[ .~ gl .. M

Licensed Embalmer No..?.c.a}

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

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

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




