THE DIVISION OF HEALTH OF MISSOURI

Hasth, FILED APR 2 STANDARD CERTIFICATE OF DEATH SO
Walfare
Public 2 195§egish’uﬁbn District No. ’Fb Primary Registration District Noé./z ............. Registrar's Ma. _é"r7
A Servi X
r;b 0 Y. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased livad. If institution: RniJ-nse_b-l.uu)f
Y QGIMIESLOn
! o COUNTY  Fmapklin * STATEMisgouri " O prankiin/
b. 300 b. CITY (If outside corporate limits, give TOWNSHIP only)| Inside Limita <. CITY '0'5&0 lnside){imils
. 1-56 oR OR :
Town St. Clair, Mo, Yest NI town ~ St. Clair, Mo. (D] Ye:o NoX
c. Egls.Fl..l_p:aﬂ%‘?F {1f NOT in hospital, give location}|Length of stay in 1b 4 STREET (If outside, give location) Reside on Farm
INSTITUTION At Home - ADDRESS none YesO NoK
a :A‘ﬂl or First Middle Last 4. DATE Month Day Year
(Tape o print) William Sisgrist 2w April 18, 1888
5. SEX 6. COLOR OR RACE 7. MARRIED [] NEVER MARRiED [ ] & DATE OF BIRTH 9. AGE (fn yeara | IF UNDER | YEAR |IF UNDER 24 HRS.
M 7 te tast birthday) [Months | Days | Houre | Afin.
ale { hi ) winowen [ S~ oivoreeo [ Feb. 1 4 » 1877 X
10a. USUAL OCCUPATION (Gise kind of work done | 106. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (City and atate or coantry) " 12, CIVIZEN OF WHAT COUNTRY?
during most of working life, even if retired) l
Carpenter Carventer Penn, | U, S A
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME
Sameul Slegrist Mary Ann Ginder
15. WAS DECEASED EVER IN ), 5, ARMED FORCES?T 16. SOCIAL SECURITY NQ.{17. IMFORMANT Address
(¥es. no. or unknawn) | (If yes, pive war or dales of versica) -
Svanish |Amerlcan none aM

IMMEDIATE CAUSE (a)

19. CAUSE OF DEATHM [Enler only one catse per I'Jnr {a), (). and (c).]
PART |, DEATH WAS CAUSED BY: %L

10selenv’eé flewn? lTos€ast

INTERVAL BETWEEN
ONSET AND DEATH

2N~

Conditions, if any,
which gaze risg to
cbove cause (a),
sating the under-

DUE TO (5) 4

wirow everal Bolinuoselesosss

L¢3 N —

z lping cause last. :’:

(=} PART fi. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL [HSEASE CONDITION GIVEN IN PART {a) i LEE x;isg;%s‘-‘;\f

b 1

3 H200 |vesO ol

E 20a. ACCIDENT SUICIDE HOMICIDE | 200, DESCRIBE HOW INJURY OCCURRED. (Enler neture of injury in Part I or Part 11 of item 18.)

& - O 0

9

o | 20c. TIME OF Hour Month, Day, Year

b INJURY @ m.

E - p.m. .

Z | 20d. (NIURY OCCURRED 20e_ PLACE OF INJURY {c. 9., in o choul home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE 0 Jarm, factory, street, office Hdg., efe.)
WORK AT WORK

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

otc. must yse only standard nomenclature in item 18. No symptoms will be listed. All

diseases in Part | must be casually related. Coronar cannot cortify to o daath due to natural causes.

y A o yl ”~
21. 1 attended the deceased from 11( il A S \S—J,Ito ‘% - /‘/’P“‘-J’ and last saw ’ﬂi‘;-ﬁve on _ﬂlz-—&i

—— m on the date stated above; and to the best of my knowledge, from the causes atated.
22b. ADDRESS 22¢. DATE SIGNED

S Clan v p |K77-9p

Death occurred at
2a. SIGNATURE

[Jq.w- gdeZZZé ‘ s -] 0

23a. BURIAL, CREMATION, | 234, DATE 23z, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town. or counly) { Srate)

mriat | JAbril 21,1988 Jefferson Barracks National Cem. St. Louis, #s,

Burial
25, DATE RECD. BY LOCAL REG. 756[57&!&'5 SIGNATURE
' n "
loerd m@@,
rd

or, coroner,

24. FURERAL DIRECTOR
/
Lo >7-qF

{Licensed Embalmer's Statement on Raverse 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 em
by me, 0rf BY -.oveeeilvraainn, U S i , Student Embalmer No,........

working under my personal supervision..

Student............_- .................. s Stgnet‘W%ﬁ J

Signature of Student Embalmer
L. . ’
Licensed Embalmer No. \3.

‘P. O, Address;d]f

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,




