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oclor, coroner, atc. must use only standard nomencloture in item 8. No symptoms will be listed. Al|
disecses in Part | must be casuclly related. Coroner connot certify to o death due to natural causes.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HE

FILED JUL 17 1957

Ragistrotion District No

STANDARD CERTIFICATE OF DEATH

ALTH OF MISSQURI

________ 3774

STATE FILE NUMBEH

Registrar's No. f\(_?-_i

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. if institution: Rctidonje belore
o COUNTY St. Louis o STATE Missouri"- COUNTY S, Lofﬁ"é?)
b. CITY {If outside carporate limits, give TOWNSHIP only)| Inside Limits c. CITY lnside Limits
on Yoiff Moo o 9/ ;}
TOWN Clavyion " ° TOWN Clayton Yesﬂ Na OO
€. Egls.#l;l:tlggF (i NOTin hospital, givelocation)|L ength of stay in 1b 4 STREET {lf sutside, give location) Reside an Farm
INSTITUTION 76 11 Sh1r1ev Dr. ADDRESS 76 11 Shir ley Dr. Yes O Noﬁ,
3. :::‘l or First ddle Layt 4. DATE Month Day }’mt/
EASLD oF
(Twpe or prinf) ARTHUR JOHN FAUSEK oeath June 20, 1957
5. SEX ] 6. COLOR OR RACE 7. B. DATE OF BIRTH 9. AGE {J1t yeara | IF UNDER | YEAR B UNDER 24 HRS,
d ' margfeo D never marrien [ | Tort birthdat) Mo T oo 14 M8
Male White wipowep [] ovoreen [ Feb. 20, 1886 "4

10a. USUAL OCCUPATION (Give kind of work done
during moat of working life, eoen if retired)

10b. KIND OF BUSINESS OR INDUSTRY

Modern Eng. Co.

12. CITIZEN OF WHAT COUNTRY?

U.S5.A.

1. BIRTHPLACE (City and attfe or country)
S5t. Louis, Missouri

13. FATHER'E NAME
i ek

14. MOTMER'S MAIDEN NAME

Anna Rose Machek

15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.
{¥es, no., or unknzen) (I yea, pive war or dates of service)

No - s WY,

I7. INFORMANT Address

I. F. Fausek, 7615 Shirley Dr.

18, CAUSKE OF DEATH [Enier only one cauae per line for (g), (b). and (¢).]
PART I. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE-(a)}

Cevebyo V}sc.u,l;ﬂ» ax.c,,,d,-e»y#

INTERVAL BETWEEN

it

—— -

I

5‘1;%,

OESET AND DEATH

i

2:45

Death occurred at

Conditions, if any, BUE TO (B) [
which gove fisg to : ~ - v
te cause (a), ’ -
sating 1A ’e ﬁ- - Sc Q‘
fiating the unde DUE TO (€) d #LW.
z ving cause last.
o PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN-PART i{a) - 19. :\éﬁ_ ;:;?f;—?\f
= A
S T/ |0 vol 2+
E 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED, (Enfer nature of injury in Part I or Part 1 of item 18.)
g O 0 (]
2 | @c. TIME OF  Hour  Month, Doy, Yeor
o INJURY e. m. ' ! B
E pP-m, i
E | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (2. ¢., in or chout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE D Jarm, factory, atreel, office Wdg., etc.)
WORK AT WORK
T DG =
2l. I attended the deceassd from l S’ it J"L to June 20 57 and Iase saw ", alive on & =29~ 7

P m on the date gtated above; and to the bost of my knowledfe, from the causes stated.

22c. SIGNATURE

e

226, apbreSS

110 S, Central

22¢, DATE SIGNED

6/21/57

. {Degrpe or title), .
. M.,D.

23d. LOCATION (City, towrn. or county) (State)

St i © M1

23q. BURIAL, CREMATION, | 235, DATE 23¢. MAME OF CEMETERY OR CREMATORY
REMOVAL (Specifi) .. .
I Burial June 24 '57 |Valhalla Cemetery
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG,

Ambruster Mortuary, 6633 Clayton Rd.

26. REGISTRAR'S SIGNAT

6-29-19 Ner b H 73 Mﬁr;p

{Licensed Embalmer’s Statement on Reverse Sida)




Sl R /\-STA'_I‘EMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is.recor_ded on the reverse side of this certificate was em

s

by me, o B% ... ........ S PP S , Student Embalmer No...... s..

working under my personal supervision..

Student...ccoioriiiiiii e ar e aaeacaaaaaaaen
Signwture of Student Embalmer

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

]



