alth,
felfare
blie

rvice ,

%

-56

FILEQ/K/JAY 14 1958

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

Ragi stration District No. ......... 3/7 ----- ~ Primary Registration District No. ..5’20

58-016953

STATE FILE NUMBER

Registrar's No. /‘Zﬂi

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived.

If institution: Residence befor

. o STATE . . admissio)
L COUNTYg, [ rods Missouri 'StV "Louis City
b. CITY (If outside corporate limits, give TOWNSHIP only) [ Inside Limits c. CITY ) Inside Limits
OR OR
Toww Koch, Mo Yexg Ne® romdt, Louis YesX NoD

FULL NAME OF (l! NOT inhaspital, givelocation)

L ength of stay in 1b

J?ff'

(If outside, give location)

STREET

Reside on Farm

HOSPITAL OR
E ,Q?mﬂﬂvﬂmﬁob. Koch Hosp. [5yrs5mogl® ' sooress 8220 N, Broadway YesO  NoX
1 3. ::cwll or First Middle v Last 4. DATE Month Day *  Year
: (Type or print) Leslie Bernard Olson w5 2 58
, 5 SEX 0 6. COLOR OR RACE  |7. MARRIED [] NEVER MARRIEDAS]| B DATE OF BIRTH 9. AGE (In yeara | IF UNDER | YEAR [IF UNDER 24 RS,
’ loghhirthday) [aontha | Daw Houra | Min.
Male White wioowee [ pivorcen [} 10-3 0-09 | l.,8 | l

12. CITIZEN OF WHAT COUNTRY?

USA

100. KIND OF BUSINESS OR INDUSTRY

Gen.Labor Pool

-110q. gsuiAL oc%PngoNé(Gw;}md ofw}grk[dot;g
ur! nLré fg Pq tfe, even if retire

13. FATHER'S NAME

11. BIRTHPLACE (City and state or country)
St. Louis, Mo

14, MOTHER'S MAIDEN NAME

0

ST TR R

i
Coroner cannot certify to a death due to natural causes.

Andy Clson Albertina Stone
: 1(5,; WAS Dsciaszo’evz? IN U5, ARMEE Fon;:ssri X 16. SOCIAL SECURITY NO.|17. INFORMANT ) ~Address
.é 1. NG, OF UNKINROWN, (Nl. give war or dalea of service] mgg\ ];i: 398, Records’ hoch Hosp. Koch, Me

INTERVAL BETWEEN

onsténwu

18. CAUSE OF DEATH [Enter only one cause per line for (a}, (D). ead (c}.}

PART I. DEATH WAS CAUSED BY: Pulmonar-y Tuberculosis

IMMEDIATE CAUSE (a)

USE ONLY 'BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Death occurred at m on the date stated above; and to the best of my knowledge, [tom the causes atated.
22a. ‘IG"‘B’“E . ¢; gree or title) 22h. ADDRESS - 22¢. DATE SIGNED

H . A_Hd

ri g

Koch Hos ltal Koch Mo.

5=2=58

23a. BURIAL, CREMATION,

burfai "

23h. DATE

5/5/58

Z3c. HAME OF CEMETERY OR CREMATCRY

New Bethlehem Cemetery

23d. LOCATION (City, town, or counly) (State)

S5t. Louis Co,,Mo.

24. FUNERAL DIRECTOR

DIEDRICH FUNERAL HOME,8319 Hallsferry

ADDRESS

25. DATE RECD. BY LOCAL REG.

o558

)
E Conditions, if any.
4 tﬂlich gave fise fo DUE TO (8)
] ove cauge (0},
] stating the under- . OO a. X
1 - Iving  cause last, DUE TO (¢)
]
3 Q PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT MOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(1) 15. ‘\,«2.:& Sgﬁgﬁv
] X '
-]
- -
1 *3 ] Hypogonadi sm ves [] noX)
i "o E 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enfer nature of injury in Part I or Parl 11 of item 18.)
o
S o [ & -
e (&) .
i 2 =310 TIME OF  Hour  Month, Day, Year
3 n) INJURY a.m,
E 2 E p. m. 7 -
; 2 - E | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e. ¢., in or about home, | 20f. CI1TY, TOWN. OR LOCATION COUNTY STATE
- WHILE AT ] NOTWHILE _ farm, factory, sireet, office bidg.. ete.) .
3 g WORK AT WORK ) .
E " —
- 2l. JFattended the deceased !rom é-2-5.8__and last saw }?E-xah'va on 4—2—5.87
T
0
0
£
"
o
n
Q
0
-
=

12T O Ko do 118

{Licensed Embaoimer's

Statement on Reverse Side)

4




R .. .
» ] N ' - . . r,
< - P o . A ]
ST T g ERL=EA - »
S STATEMENT BY LICENSED EMBALMER, ——

I hereby certify that the body whose name is recorded on the reverse side of this certificate was en
by me, Or By . i

working under my personal supervision..

Student ...
Signature of Student Embalmer

- _&%ﬁl c I AVW ) L E __;A '.__ i P. O, Address%.df

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
.to comply with the above constitutes grounds for revocation of hcense) -

) “If embalmied by a STUDENT, he also shall sign in his OWN handwriting. ot
If this body is.not;embalmed, £act should be; so stated above. el {1y 4

g rea A0 4
Paw Lwy ! ok - - ' . RSN




