Health,
& Welfare
Public

 Service

THE DIVISION OF HEALTH OF MISS0URI

STANDARD CERTIFICATE OF DEATH

IF“ FN S EP ‘l 5 'q%lsmﬂlon District No. __-__..___--..____21 g’rlmury Registration District No._ 1%3

58-030605_ .

STATE FILE NUMBE

rogrive, 049

K
I . PLACE OF DEATH 2. USUAL RESIDENCE ({Where deceosad lived. |f institution: Residence befora
a. COUNTY a. STATE b. COUNTY gdmissio
Mo, St.Louis
_57 CITRY {If outside corporate limits, give TOWNSHIP only} Inside Limirs c. CIOTY O Inside Limits
R
TOWN St,Louis Yes [yd No[] TOWN Creve Coeur 0 Yesf{] Nof]
FgLL NAM%OF {lf NOT in hospital, give location} | Length of stay in 1b STREE'ES {If outside, give Iocahon) Reside on Farm
HOSPITAL OR ADDRE
8 insTiTuTion DePanl Hospital D,0.A. 4 7 # 12 Deaver Lane Yes (] No[]
3. NAME OF DECEASED First Middle Lcl! 4. DATE Month Day Yeaor
{Type or print} OF
Franeis Gerdes Kehrman _ DEATH Aypg,17,1958
5. SEX 6. COLOR OR RACE| 7. marrlEGE ] NEvER MarRIED[] 8. DATE OF BIRTH ¢, AGE (in yeara JFUNDER 1 YEAR] IF UNDER 24 HRS.
t birthday) [ Menths | Days Howrs Min.
M, 8] We woowen[]  f oivorcen[] Feb,16,1893 55 |

105 USUAL OCCUPATION (Give kind of work dons

ki g lllo, evan if retired)

10b. KIND OF BUSINESS OR
INDUSTRY

11- BIRTHPLACE (Ciry and state or country)

12. CITIZEN OF WHAT COUNTRY?

ng most
s $téam F1t St.louis,Migsouri O} 1.5.4.
13a FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF H,USBANQ OR WIFE
Charles Kehrman AmnaReynolds Mrs  ,Rose Kehrman

15. WAS DECEASED EYER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yo . or unkngwn}| (i yes, glve, w r dotesof garvice)

Yag | Waea Wak g 492-05-7170 | Mrs, Rose Kehrman # 12 Creve Ca

18. CAUSE OF ) INTERVAL BETWEEN

PART 1.

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

DEATH (Enter only one cause pWe for (a), {b). and (c).
Vi

MWMW

ONSET AND DEATH

Condltions, If any, DUE TO (b)
which gave risa ro
above couse (a),
stating the under-
% Iying couse last. DUE TO (c)
pud PART [l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to tha terminal dissgse conditlon given in PART 1 (a) 19. WAS AUTOPSY
h ' p 3 PERFORMED? 2
i A YES[] NO¥ET
2| 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART Il of item 18.)
w
; O 0 &
Ul 20c. TIME OF .Hour .Month, Day, Year
o INJURY Q..
£3 p.m.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

204. INJURY OCCURRED

Death occurred at

10

Al

20e. PLACE OF INJURY {e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, street, office bldg., etc.)
WORK AT WORK
21. | attended the deceased from 15“1 /f-’ L a cP "17' J’r and last E’uv’nh’ilm alive an !!'ab’ S-r

m on the date stated above; end to the best of my knowledge, from the causes stated.

All disecses in Port | must be causally ralated.

22a. SIGHAT {De, or ti O 22b. ADDRESS 22c. DATE sacNEE_
TUMM« M ,{A) Joo N ELa "
23e. BURIAL, CREMATION 23b. JATE 23c. NAME (F CEMETERY OR CREMATORY 23d. LOCATION (City, rewn, or county) (S'_m)
EMQ Specify
Buriat*"\ Aug.20,1958 Valhalla Cemetery St,Louis County,Mo.

24. ERAL D

TO ADDRESS

38_!40 Lindell Blvd,

25. DATE RECD. BY LOCAL REG.

AUG 1 9'58

__

{Licenged Embaltmer's Statement an Reverss Side)
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STATEMENT BY LICENSED EMBALMER “~__

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
AT T < U Atk , Student Embalmer No. ........ooeieieeee

working under my personal supervision.

LA s =] 1| AT

Signature of Student Embaimer " e
. (4
.- .- Licensed Embalmer NM
K N Y - P. O. Address.._fW. ......

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for reyocation, of -license). -

If embaimed by a STUDENT he also shall s;gn in his OWN handwntmg

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