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Doctor, coroner, etc. must use only standard nomenclature in item 18. No symptoms will be listed.
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THE DIVISION OF HEALTH OF MISSOURI
STANDARD €ERTIFICATE OF DEATH
Primary ngistrnﬁun Distril:'tﬁi _‘-{4(4

38-023941

STATE FILE NUMBER

S Reglstrur s Na. Na...

v

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befere
o. COUNTY St.Louis o STATE Migscurd b COUNTY St Loufﬁ'“'"ﬂ/
b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY InsiderLimits
TOWN Clayton Yes (¥ No (0 TouN Clayton 4 4y ;1-:.- Yes[X No[]
c. ;g;l;l?:ﬂd%gl; (If NOT in hespital, give location) | Length of stay in 1b d. iTD%%EEES {If cutside, give location) Reside on Farm
insTiTution 103 N, Central M Tre. 103 N, Central Yes (] No (K
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) OF
Eugene Ce Fisher peatH  June 23, 1958
5. SEX 6. COLOR OR RACE[ 7., oo eemeo(X| & DATE OF BIRTH 9. AGE (1 yor S,“n’.‘h“.“é!f‘“ IF UNDER 24 HRS.
Male o White wooweo[] ) owvorceo[]| June 26,189 B3 ] ’ l '

. USUAL OCCUPATION {Give kind of werk done | 10b. KIND OF BUSINESS OR

11. BIRTHPLACE (City and ‘state or country)

12- CITIZEN OF WHAT COUNTRY?

CneetBg spaty CIerl " U.S.CHt of Appeals St.Louis,Mo. o U.S.

13a. FATHER'S NAME N 13b. MOTHER'S MAIDEN NAME 14- NAME OF HUSBAND OR WIFE
George W.Fisher Martha Carter None

15. WAS DECEASED EVER IN U. 5. ARMED FOCRCES? 16. SOCIAL SECURITY NO.! 17. INFORMANT Address

Unlknown

(Yu,muour unkm-m][(ll yes, give war or dates of service)
e ————ree- et

Frank Bschen, 7038 Lindell

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

PART |. DEATH WAS CAUSED B

18. CAUSE OF DEATH (Enter only one causp ppr line for (a), wc) )
IMMEDIATE CAUSE (u) ;

( e o s 2 | ONSET AND DEATH

INTERVAL BETWEEN

J

Conditiens, if ony, DUE TO (b}
which gove rise to
above couse {a), } %%3X
stoting the under-
g lying couse last, DUE TO (c}
c PART l. OTHER $IGNjFUEANT conomous CONTRIBUTING FO DEATH bur not ralated 15 the terminal disease condition given in PART I (a) 19. WAS AUTOPSY
by 28 PERFORMED? /
o YESE NO[]
= | 20a. ACCIDENT suicibe H |C|DE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.) N
w
C 1 a
S| 20c. TIMEOF Hour Menth, Day, Year
a INJURY a.m.
3 p.m.
20d. INJURY OCCURRED 200. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, factory, street, nfflca bldg., etc.)
WORK AT WORK

* -
21. | attendod the deceased fr Nl s .
Death occurred at /

¥

*3

and last saw:‘rulnuon M 227/ q\rf

m on the date stated obove; and to the best of my knowledge, i/m the couses stated.

220. swn&e " /4 e

22b. ADDRESS

N

/) Cactiik

22¢. DATE SIGNED

Q»L‘fﬂ

r M}egraa or title) %\ -
%ﬁrﬂg& 73b. DATE

23¢. NAME OF CEMETERY OR CREMATORY

Calvary Cemetery

St.Louis,Mo.

234. LOCATLION {City, town, or c unly)

{State)

6-26-58
24. FUNERAL DIRECTOR ADDRESS

Albert H.Hoppe,L700 Waghington Blwd,

25. DATE RECD. BY LOCAL REG.

b -25-5F

(Licensed Embalmer’s Statemant on Reversse Side}
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STATEMENT BY LICENSED EMBALMER

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

DY B, OF DY ceeieiii i e et en s e st e b sar i phiaa s e s ne .» Student Embaimer No. ...........c...ei0e

working under my personal supervision.

LT L= 1| S Signed %Zé@%%ﬁf{/
: .

Signature of Student Embalmer

Licensed Embalmer No.é./ﬁ.cﬁ _;Z

' | , P.E{;dre s .97 2é
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER id his'OWN HANDW Vﬁmﬁ)ailure

to comply with the above constitutes grounds for revocation of license). . o
If emhalmed by a STUDENT, he also shall-sign in his OWN handwriting, -~ —" Ll

If this body is not embalmed, fact should be so stated above.
: R B . 0t TS PR N AL




