Heslbth,
Welfare
Public

Servicy

Coroner cannet certify to o death due to natural couses.

Doctor, coroner, etc. must use only stondard nomenclature in item 18. No symptoms will be listed. All
USE ONLY BLACK INK OR RIBBON TYPEWRITE {F POSSIBLE

diseases in Part | must be casually related.

THE DIVISION OF HE

STANDARD CERTIFICATE OF DEATH

FILED APR 26 1957 318..

ALTH OF MISSOURI

14964

STATE FlLE NUMBER

o e s i 003 e 3498

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whete decaaaed lived. If institution: Residence bafore
o. COUNTY a STATE Mo . b. COUNTY sdmission)
b, CITY (If i te limits, give TOWNSHIP onl Inside Limit . CITY i Imi
oR ag%eto&pﬁié imits, give only) nside Limits c oR Inside Limits
TOWN Yesl NoD TOWN St . I,Ouis Yes[} NeD
POk WAUE O TG sobg RGEY]L P T — R ow——
;JE‘NSHTUNON 9 0 ADDRESS 2415 Ell iot YesO  NoO
3. NAME OF First Middle i Last 4. DATE Month Day Year
DECEASED i OF ..
(Tvpe or priar) Blsie Lindhurst oeav Aprdl 10, 1957
5. SEX 6. COLOR QR RACE 7. B. DATE OF BIRTH ©. AGE {In yenrs | IF UNDER 1 YEAR [iF UNDER 24 HRS,
/ MaRRIED [} Never marries [] | last birthday) [Afanihe | Days | Hours | Min.
Female White wioowep [X) oivoreee [} ARZ &+ 21, 189)4 g

-110a. USUAL OCCUPATION (Gire kind of work done

(Gige. rork d 106. KIND OF BUSINESS OR INDUSTRY
uring most of working life, even if retired)

ousewor

12. CITIZEN OF WHAT COUNTRY?

U.S.A.

11. BIRTHPLACE (City and afate of country} 6

St. Iouis County, Mo.

13. FATHER'S NAME

Joseph Bernhardt

14, MOTHER'S MAIDEN NAME

Julle Unknown

15. WAS DECEASED EVER [N U. S. ARMED FORCES?
(¥Yes. no. or unknown) | {1f pra. gite war or dates of servics)

(s} None

16, SOCIAL SECURITY HO.

17. INFORMANT Address

Frank Lindhurst Jr. 1913 K

18. CAUSE OF DEATH [Enter only one cowse per line for (a), (b). and (c).] INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: R M ;al ONSET AND DEATH
IMMEDIATE CAUSE (a) SANL
Conditions, if eny,
:vbhtc!l gare rise fo DUE TO (b)
ote caude \8h
stating the under- N -
z lying  cause last, DUE TO (¢) ‘7(92_ 0 0
-] PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED YO THE TERMINAL DISEASE CONDITION GIVEN IN PART i{n) 18 :VE:‘SF ggg‘%gY
- ?
s T
3 - ves [ noB
E 20a. ACCIDENT SUICIDE HOMICIOE § 200. m:scﬁe HOW INJIRY QCCURRED, (Enter nature of injury in Part 1or Part 11 of ltem 18.)
§ O O a
= | 2c. TIME oF  IHour  Month, Day, Year
] INJURY  a.m. -
E p.m.,
ZE | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e, 0., in or ahout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE [ farm, factory, street, office bldg., eic.)
WORK AT WORK
2l. Jattended the decoeassd from 3/25/57 ., to h/10/57 and last saw :':;, alive on I.L/lO/S?
Death occurred at _J_L.,lo_am_______m on the date atated above; and to the best of my knowledge, from the causes atated.
22a. SIGNATMRE (Degree or title) {7 22b. ADDRESS 22¢. DATE SIGNED
@/%NM !M@) 1515 Lafayette o7
23a. |. r:unm) 2. DATE 3. NAME OF CEMETERY OR CREMATORY I3d. LOCATION (Cify, lown. or couniy) (Stafe)
cify
Remﬁv Apr.l13,1957 | Mt. Lebanon Cemetery St. Louls County, Mo,

24. FUNERAL DIRECTOR ADDRESS

Krlegshauser 4228 S.Kingshighway

5. DATE RECD. BY LOCAL REG,

26. REGISTRAR'S SIGNATURE

APR 11°57

(LIc.nud_E_mbclrp_of's Statement on Roverse Side)
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb:
byme, 0r BY voviiiierenncnennn- Ceeans S e et e aa e eeeeeeaer e nnanan , Student Embalmer No...........

working under my personal supervision..

Student......ooii it i

RS . G- PR -C - P. Q. Address ......... e
YT
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fa
to comply with the aboyve cornstitutes grounds for revocation of license), .

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

If t}us body- is not embalmed, fact should be so stated above. .
4 e )




