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All disecses in Part | must be causclly related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

FILED FEB 28 1958

_R:ginmfion_ District Na

STANDAR

/

THE DIVISION OF HEALTH OF MISSOURI

CERTIFICATE OF DEATH

8...._._anory Reglstranon District Nl 003

—— 58007578

ov———— Reglstmt s No

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whsre deceased lived. Il institution: Residence before
a. COUNTY a. STATE MO b. COUNTY admission)
b. CITY (If outside corporote limits, give TOWNSHIP only) Inside Limits c. C(IJTY Ingide Limits
Tom St. Louis Yos (3 No [J SR St. Louis Yol o]
¢. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. REE';S {If outside, give location) Reside on Form
HOSPITAL OR DRE
04 institution DePaul Hospital 60 years la.0 5575 Cabbanne Av.(12){ Yes[J neHl
T
3. FTAME OF DECEASED First Middle Lc:t 4. DQEE Month Day Year
ype or print)
ALBERT M. MILLER peats Feb. 13, 1958
5. SEX O & coLor Or RACE] 7. mp&so@ wever marrieo[ | & DATE OF BIRTH 9. AGE (In years IF UNDER iYEAR| IF UNDER 24 HRS.
| ldmhdny) Months | Days Hours Min.
Male White wiDowED ] ovorcen[]| Mar.20, 1877 B I
10a. USUAL QCCUPATION (Give kind of work done | 10b. XIND GF BUSINESS OR 11. BIRTHPLACE (City and state or country) / 12. CITIZEN OF WHAT COUNTRY?
durE\g ﬁ“ of worhing lifs, even if retired) INDUSTRY - USA-
Mat Maker Heatproof Mat CO,{ Grant Fork,Illinois

13a. FATHER'S NAME

Joseph Miller

13b. MOTHER'S MAIDEN NAME

Rosa Stemple

14, NAME OF H_IJ.")BAND OR WIFE

Claudia Miller

15. WAS DECEASED EYER IN U, 5, ARMED FORCES?
(Yes, nhﬁ unknqwn)l (f yeos, giv. war or dotes of service)

16. SOCIAL SECURITY NO.

493~-01-7887

17. INFORMANT Addresas
Mrs. Claudia Miller 5575 Cabanne Avenue

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (o}

PART I.

18. CAUSE OF DEATH {Enter only one cause per line for {a), (b}, and (c).}

INTERVAL BETWEEN
ONSET AND DEATH

>dega

xndli‘ﬁona. i any, DUE TO (b}
] ¥e rise 1o
ek e e } Fo Z e n. - >
stating the under-
z lying cawse last. DUE TO {c}
= PART . OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disease candition given in PART | (a) 19. WAS AUTOPSY
h b ERFORMED?
T D, ESIt NO[]
| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of irem 18.) v
w
S o O O
S| 2c. TIMEOF Hour Month, Day, Year
a INJURY  a.m.
k3 p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, factory, street, office bldy., ete.)
WORK AT WORK
21. | attended the d d frnm - L 'e , o 2 =1 ‘aﬁ’und last suwt': alive on il 2-3 "g

Death occurred ot
I

/ Q == as3" LA, o1y the do'e stated above; ond to the best of my knowt.dge, from the causas stated.

22a. SIGNATURE egroo or mle) o] 225 ADDRESS * ATE SIGNED
Z3a. BURIAL, CREMATION, | 235, DATE 23e. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or covnty) (Stare}
REMOV AL, (Specify)
Removal 2-15-1958 St. Peter's Cemetery St. Louis County MO,

24. FUNERAL DIRECTOR

ADDRESS

SUEDMEYER & SON'S 3934 N.20th Street

25. DATE RECD. BY LOCAL REG.

26. REGISTRAR'S SIGNAT

ren 1L 'R

{Llcensad Embalmer’s Statemerdt bn'Reverse Side}

o by oW




STATEMENT BY LICENSED EMBALMER

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

DY &, OF DY it cii st e eten s rea s ras s eanermseanrn s b essaasnsrnararatess .» Student Embalmer No. ..........cceevens

working under my personal supervision.

Student .o s e e s
Signature of Student Embalmer

Licensed Emba
P. O. AddresgCl#] . ¢ L7 7. 2.
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure

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.




