valth, THE DIVISION OF HEALTH OF MISSOURI ' 58_016015
Im:::- HLED APR 2 8 1958 STANDARD (ﬁgﬂ" OF DEATH iﬁoa STATE FILE NUMBER

rvice Reglstrunon District ND rimary Registration Dum:t No. _ANINIwd Rogistrar's No.. qgﬂ:ﬂ. .....
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If instituti Residence before
300 o. COUNTY a. STATE ssou b. COUNTY St °f_.° ission)
3
-57 b. CITY (If outside corporote limits, give TOWNSHIP only) Inside Limits c. CITY Ingide Limits
oR ' or St. Ann D?
Y Neo Y N
0 Town ST. LOUIS, MISSOURI el N[ oW y P (] Ne(J
c. f(gls';'ﬂ NA{%E OF {If NOT in hospital, give location) | Length of stay in 1k d. SB%EREEES 368 HUISHG, give location) Reside on Farm
TA Al
pY B TNSBAKNLS HudFliAL 27 54 Yes [J No [
3. MAME OF DECEASED First Middle Last 4. DATE Month Day Year
{(Type or print) OF
8, KIBLER DEATH APRIL L, 1958
5. SEX 6. COLOR OR RACE!| 7. 8. DATE OF BIRTH 9. AGE FUNDER 1 YEAR| IF UNDER 24 HRS.
' m]_e Q l.u’hite MARRIED@NEVER HARRIEDD la ""':n;:;-] Months | Days Hours Min.
, wooweo[] | oworceo[J| May 9, 1900 37 l
; 10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or country} 12. CITIZEN OF WHAT COUNTRY?
| dur s}, of workingJifw, ln if retired DUSTRY
- Hotired tontracto Plagfering Illinols / U.S.A.
] 0
| 130 FATHER"S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
I -
| Albert N. Kibler argaret Deffenbaugh
15. WAS DECEASED EVER IN U, 5, ARMED FORCES? E. SOCIAL SECURITY NO.| 17. INFORMANT Address
{Yes, mNpr ul'\krnum]l(" yan, 'iﬂ war or dates of service) 3-035-3895 Geraldine Kibler 3&5 E].sa
18. CAUSE OF DEATH (Enter only one cause per line for (), (b), ond (c}.) INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (o) POST-OPERATIVE ADRENAL TNSUFFICTERCY - . 2 DAYS

Contitions, it s, « DUE TO (5) CARCINOMA OF PANCREAS WITH METASTASES TO LUNGS, 1 YRAR
oo T } ADRENAL ARD ABDOMINAL CAVITY

stating the wnder-

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Cz> lying couse last. DUE TO {<)
'2' E PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TG DEATH but not reloted to the terminal dissase condition given in PART | {a) 1% WAS Agg’?gg; f
= o YESE) MO
- = | 200, ACCIDENT SUICIDE HOMICIDE Wb, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART [l of item 18.)
— ['1)
E u ] O O .
] IEw AR
o UY{ 20c. TIME OF .Howr Month, Doy, Year !
H a{. INJURY am. .
g 3 p.m.
€ 20d. INJURY. OCCURRED "20e. PLACE OF INJURY (e.g., inorabouthome,] 20f. CITY, TOWN, OR LOCATION COUNTY STATE
» WHILE ATE NOT WHILE D tarm, factory, street, office bidg., stc.)
|3 WORK AT WORK .
E 21. | attended the deceased W Lt Mmd lost saw P27 clive o0 APRTL %, 1958
E Death occurred ol o on the date stated cbove; and to the best of my knowledge, from.the causes stated.
| 22a. SIGATUR ve of title 22b. IBJA?N ES HUSPIT 2e. PATE SIGNED
o
5 % AR - 1AL L/5/58

23a. BURIA.L,CREMATIDN, 23b. DATE 2’3:. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) {State)

REQIVAL {soagifr 4-7.58 Mt. Lebanon Cem. St.louis Co.,Mo.

24. FUNER DIRECTOR RESS 25. DATE RECD. BY LOCAL REG. 24. GIST ‘5 NATI
Coliter Mortuary s? “Ann, Mo, AR5 5g /ﬂﬁ z s’ 9
¢ Ao

{Licsnzed Embolmar’s Statemenit on Reverse Side)
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DA VYO TTLTIL LT TSRS LT T et
e eIt ows 23 STATEMENT BYLICENSED EMBALMER

VLA ST LAY TUA B
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

o
DY ME, OF DY o i rcrrir e ecrree s rns e st e b s et s e s a st s r b s

wotking under my personal supervision.

Student coiciiiiiciir s s s
Signature of Student Embalmer
STl g TVREA Sode L8 TET : . License
) - P. O. 'Address m
ook aL

S\ Note: The sbove MUST BE SIGNED BY THE L:iCENSED 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.  _ _~ o
If this body is not embalmed, fact should be so stated above. |
. - . t . * ' * ) |




