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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be causally related

X

i

gistration District No. o

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

28-023720

STATE FILE NUMBE

8nmcly Rnglstrnhon Du!rlc! No. -_1003 S Ragulror s Ne. Ne.,

5058

. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived. If institution: Residence boio//
b. COUNTY admi ssion)

. COUNTY a. STATE
: Missouri
b. CITY {If outside corporote limits, give TOWNSHIP only) Inside Limits c. CIOTRY Inside Limits
Towm _ St. Louis Yes [ No[] 1o St. Louis Yas[] Mo ]
FgLL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STDRDEREEES (I¥ outside, give location) Reside on Farm
HOSPIT 4
/J- INSTITUTION Lyrth eran Hospital 65 yre. /57 . 4429 Itaska Street Yes [] No[]
3. NAME OF DECEASED First Middle Lost 4, DATE Month Day Year
(Type or print) o]
JULIA HENRIETTA SCHERBEL cEaTH Jume 11 1958
5. SEX 6. COLOR OR RACE| 7. MARmEnmevsﬂ marRIED] ] 8. DATE OF BIRTH 9. AGE (In yeors l:UN:Ea[i)YEAn I: UNDER Q;HRS.
; last birthday) [ Menths ay s lour s in.
F / Y wiooweo[T] 4 oivorceo[ ]| September 22,1892 ég I

Housewil

100. USUAL OCCUPATION {Give kind of wark done
during most of working life, sven if retired)

10b. KIND OF BUSINESS OR
INDUSTRY

At Home

}1. BIRTHPLACE (City and stats or country)

St. Louis, Missourdi O

12. CITIZEN OF WHAT COUNTRY?

US A

13a. FATHER'S NAME

13b, MOTHER'S MAIDEN NAME

Phillip Bauer

Louise Keune

14- NAME OF HIJSBAND OR WIFE

ho e

er

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
{Yes, no, or unkngwn)|{If yes, give war or dates of service)

16. SOCIAL SECURITY NO,
None

17.

INFORMANT

Address

Anthony G. Scherbel L4299 Ttaska Street

Beiderwieden F.H. Inc.1936 St.Louis Av.

PART I.

Conditions, if any,
which gave rlsw 10
above causs {a),
stating the under-
lying couse last

!

18. CAUSE OF DEATH (Enter only one ca
DEATH WAS CAUSED BY

IMMEDIATE CAUSE (a}

DUE TO (b}

DUE TO {c}

use per line for {a), (b), and {c). E i i

INTERVAL BETWEEN
ONSET DEATH

N

33/4

PART . foEZIGNIFICANT CONDITIONS CZTR]BUHNG IO EA_TH but nat related to !?3 I-rmlzl disease cendition given in PART | {a)

19. WAS AUTOPSY
PERFORMED?
YES{] NO

. O

200, ACCIDENT SUICIDE HOMICIDE

d

20b. DESCRIBE HOW INJURY OCCURRED. (Enter notura of injury in PART | or PART I of item 18.}

20c. ;“ME OF Hour

NJURY  o.m.
p.m.

MEDICAL CERTIFICATION

Month, Doy, Year

20d. INJURY OCCURRED
WHILE ATD NOT WHILE
WORK AT WORK

|

200. PLACE OF INJURY {s.g., inor about home,
farm, factory, street, office bldg., etc.)

20f. CITY, TOWN, OR LOCATION

COUNTY

STATE

Death occurred ot

/
21, | attended the doceased rom _FTVETY

73

.ro/i’M-L I

and last “w.hml alive on _,q\”\.q_’\ ’D 16@?

u on the dute stated above; and to the best of my kmwMgn, from the causes stated.

éﬂ ? ' {Degree or mie)

0

22b. ADDRESS

56 06

(Fracrrs

22¢c. DATE SIGNED

(=4~5P

S

Cemetery

23d. LOCATION (Clty, tawn, or county)

St, Louls County, Migsouri

{State)

23a. BUM. CREMATION, | 23b. DATE 23¢. NAME OF CEMETERY OR CREMATORY
REMOV AL (Spasify)
Removal 6-13-53 Park Lawn

24. FUNERAL DIRECTOR

ADDRESS

25. DATE RECD. BY LOCAL REG.

JUk 1358

X2,

§ .
d Emb S

{Li

on Reverse Side}

7 A

AR'S SIGNATUR




STATEMENT BY LICENSED EMBALMER

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

by me, or by — e, Student Embalmer No. T,

........................................................................................... ¥

working under my personal supervision.

Student ..coovviviiiiii e e e eae
Signature of Student Embalmer

Licensed Embalmer No..7....0....7....7....
P. G. Add:essafﬁ(.gcm.ﬂ?’?

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 STURENT, he also shall sign in his OWN handwriting. -~ -

If this body is not embalmed, fact should be so stated above.



