THE DIVISION OF HEALTH OF MISS50URI

28-01553"7

Health, -
;wﬁl-'u" FILEI] APR 1 8 ]95 STAN DARD (ERT'FI(A‘E OF DEATH STATE FILE NUMBER
ublic
Service I Regiatration District Now e 3.1 8 . Primary Reglstrunen Dlﬂrlc?‘l OQSM __________ Registrar' s No. No., 389_2 _____
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before
. 300 a- COUNTY a, S5TATE 0 . COUNTY admission
1-57 b. CITY (If outside corporate limirs, give TOWNSHIP only) Inside Limits e. CITY inside Limits
J tom ST .LOULS, MO, Yes X No [ Tgffm ST Lkouss Yes X No[]
€. FgLL NAME OF (If NOT in hospital, give location) | Length of stay in 1b STRE s (b putside, give location) Reside on Farm
~ HOSPITAL OR ADDRES
‘?_é wenisuTion STLOULS CITY HOSP. 1. 9 MYSO 3 q 2 7.?‘ Eﬂﬁ"fﬁclf_ Yes [] Mo [3
; 3. NTAME OF DECEASED First Middle ““-QU Last 4. DATE Month Doy Year
{Typ int A OF
, yee o print) GEORGE o+t BIFFAR ceari  APRIL 7, 1958
5 SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE IF UNDER 1 YEAR] IF UNDER 24 HRS.
0 MARRIEDDNE}';ER MARRIEDD 6 - 4 - / J last (if:'}}“::;; Months | Doys Howrs Min.
MﬁLﬁ WHITE wioowenX] Zhowvorcen(] & 8 7#
10a. USUAL OCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City ond stata or country} 12. CITIZEN OF WHAT COUNTRY?
rin st of working Life, sven if retired) INDUSTRY
RETIAED, FARMER. ARM I 0 G ep - B« ThL / d.S.

13e. FATHER'S NAME

Hewre BiFFAR

13b. MOTHER'S MAIDEN NAME

MARIEVA- Busghier

- NAME OF HUSBAND OR WIFE

| EA:znbc TH- B. Ffan.

17. INFORMANT

Address

15. WAS DECEASED EVER IN L. S, ARMED FORCES?
{Yes, no, or unknawn)| (If yes, give wor or dates of service}
—

AMORE

16. SOCIAL SECURITY NO.

Marie SEIBEL - 2226 HERmTuse

18. CAUSE OF DEATH (Enter only ona cause p

INTERVAL BETWEEN

PART ). DEATH WaS CAUSED B
IMMEDIATE CAUSE {o)

!

Canditions, if ony,
which gave rise 1o
obove couse (g),
stating the wunders

DUE 7O (b)

Y:

ONSET AND DEATH

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF PQSSIBLE

cz’ lying covse last. DUE TO (¢)
(== PART Il. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the termingl diseoss condition given in PART | {a) 19. WAS AUTOPSY ’ :
3 - PERFORMED?
= L : vesE] no[]
| 20e. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART 1 or PART 1l of item 18.)
1w
v O a ]
Q 20c. TIME OF Hour Month, Day, Year
o] INJURY  a.m.
x p.mm.
20d. INJURY OCCURRED 2e. PLACE OF INJURY (e.g., inor cbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factary, strees, office bidg., eic.}
WORK AT WORK ) L, ‘5“
21. 1 attended the deceased from 3/30/58 , to W /5b ond last saw tlm alive on ul "I o
Death oceurred at 7 '.m A .M _ m on the date stated above; end fo the best of my knowledge, from the couvses stated.
NATURE ‘«\ {Degree ogu;w N‘ )zzb. ADDRESS 22c. DATE SIGNED
M \@m . ST LOULS MO, L /7/58

230, BURIAL, CREMATION,

EMOVAL (Specify)
Reroval

23b. DATE

4-9-5°§

I3¢. NAME OF CEMETERY OR CREMATORY 3.

Betipnvy Cee.

ST

LOCATION (City, town, or county)

(OMIS (o]

{S1ate)

Mo

24. FUNERAL DIRECTOR

Jar-B-

SMITH- Maphewoo

ADDRESS 25. DATE RECD, BY LOCAL REG.

S TRy RATVERETy BT TIRTAT WMATUIRY STEHEMR TRHLETIDIATUNE T @Rnt 10, NO SYIRPIGHS Wil Ba 11siea.
All diseases in Part | must be causally related.

- '.f

d Embalmer’s § on Raverse Sids}

26. REGISTRAR'S SIGNAIURE

Dy Y

d I7 Mo, IRE 5B




STATEMENT BY LICENSED EMBALMER

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

DY B, OF DY oeiiiitt it ee et e e e tee e st ttaaeestnaersrran e s e reeasn s e raaes ., Student Embalmer No. .....cccovveeeineen

working under my personal supervision.

Student ..o e e Signed .../ f.. /. <L f Lo
Signature of Student Embalmer
-4 : . f. \-
- : P. O. Address. ./
174 - Note: The above MUST-BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR{TING. (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.

T N ., +

-~ . ~ p




