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USE ORLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

“

All diseases in Port | must be causally related,

THE DIYISION OF HEALTH OF MISS0URI

STANDARD CERTIFICATE OF DEATH

HLED AUG 1 1958

58708782

Registration District No. % / ,7 Primary Re_g_il_!_rution District No. (5—00 Regi!nur's No..__j__‘(ié_.o__h_.
V. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Resdiﬁ‘._nc_e b)efa
~ - . admission
a. COUNTY St . IDuis count a STATEMis Sou_ri b. COUNTY
CgRY {If eutside corporate limits, give TOWNSHIP enly) Ingide Limits <. cllfJTRY Inside Limits
TOWN Moline, I . Yes ig No [] tome St. LOuls Yesfig] N[

. FlDJL'I;I NAM%OF (1f NOT in hospital, give location) | Length of stay in 1b d. STDR 6 [th} nursldn, give location) Raside on Farm
HOSPITAL OR DRESS v
INSTITUTION ! t:-agg. H d CS 2631 Hebert Yer[] No[X

3,':‘TAME OF DE)CEASED First Middle Last b 4, DATE Menth Day Y ear
ype or print OF
Julius Lesch oeats July 18, 1958
5. SEX . 6. COLOR OR RACE} 7. O 8. DATE OF BIRTH 9. AGE ({In yaars JF UNDER i YEAR] IF UNDER 24 HRS.
0 MARRIED[_]NEVER MARRIED| o e Heaha 1 D = e
Male White wioowep [ ;] oivorceo[]) April 25. 1877 °81’ " * ] ore urs I "

100. USUAL OCCUPATION ([Givae kind of work done

105, KIND OF BUSINESS OR

n.

BIRTHPLACE {City and xtate or country)

12. CITIZEN OF WHAT COUNTRY?

Té’éiﬁﬁ‘tﬁi‘“‘ life. ovan it ratired) FlgDUSTRYCQmDanv st. Loﬂis ) Mo, e U.3.
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Fred Lesch

Lpﬂ/hf

Dorothea Lesch

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?

{Yes, |N°- unknawn}| (If yes, glve wor or dates of service)

92

SOCIAL SECURITY NO.| 17. INFORMANT

2-05-6138 Vernon Goeckeler 9908 North Hampton

PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o)

i

Conditions, il any,
which gave riss to
above cavse (o),
atating the under-

DUE TO (b}

18. CAUSE OF DEATH (Enter only one cause per line for {a), {b}, ond (c).}

INTERVAL BETWEEN
ONSET AND DEATH

| zgasn

A G RAy

A
3

% Iying causs last. DUE TO (c)
= PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related ro the terminal dizease condition givdn in PART ) {a} 19. WAS AUTOPSY
by} PERFORMED?
£ ARR Y,
% | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART 1l of item 18.)
w .
o J ] ]
G| 20¢. TIMEOF Howr Month, Day, Year
a INJURY  aum.
X p.m.
20d. INJURY OCCURRED 6. PLACE OF INJURY (e.g., in or about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, foctory, street, office bldg., etc.)
WORK AT WORK

2.

and last saw r‘alivn on
ate stated above; and to the best of my knewledge, from the cousef stoted.

| attended the deceased from , to
Death occurred ot e .

22b. ADDRESS

A2 273

¢ A Leon

22c. DATE SIGNED

y

4
23¢c. H

St

23a. BURIAL, CREMATION, | 21b. DATE

BUYYAT™" | 7/21/%8

AME OF CEMETERY OR CREMATORY

. Peters Cemetery.

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

{Srate)

St.loala:.County, Mo.

24. FUNERAL DIRECTOR ADDRESS

Morrell Mortuary 3710 No.

Grand T-/F -5F

25. DATE RECD. BY LOCAL REG.

28. REGISTRAR'S SIGHATY

{Liconsed Embalmer’s Statemsnt on Raverse Side}




_to comply with the above constitutes gounds fo: revocntxon of license).

- .
- -
~ - . o ad
f - -
' -
< - o ] -~ T M \
- - i -
- - - .
- - -t 4 "
Rl 1T %
_: M '.t e o s ~ £. i
. .
. ] P ... - . . . L LRI 4 S
T - ' .
- - A & . i
- -
T N - !
{ . - AR o - . A

PR

STATEMENT.BY LICENSED EMBALMER /

-

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
by me, 0T DY .o e i s e .+ Student Embalmer No. ............ccuieie

working under my personal supetvision.

SUABAL tereeertiiiiiiiiiiii e e ieeeeer e aeaaees Sign /6(-\@ .......... et

Signature of Student Embaliner U
- Licensed Embalmer No. j ;/

kS .
P. O. Addresdi /%(‘-

-------

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER -in his OWN HANDWRITING. (Failure

If embalmed by-a STUDENT, he also shall-sign’in his OWN:handwriting. '~ 7. S
If this body is not embalmed, fact should be so stated above.

LY




