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em 18, No symptoms will be [isted.

Al diseases in Part | must be causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

08-031340

STATE FILE NUMBER

IF{ LED S E P 1 2 Isgistrmion' District No. g Ve 7 Primary Regislrc{!i_oy:l pistrict No_iad e Reglsimr s Na. No. _AZ:_:L-B_'__
L
1. PLACE OF DEAg't 2. USUAL RESIDENCE (Where deceased lived. If institution:: Residence E;cfore
a. COUNTY Louls o STATE b. [COUNTY, admissign)
Q St "Louls
b. CITY (If outside cerporate limits, give TOWNSHIP oaly) Inside Limits [ CBTY ;_// Inside Limits
R )
TOWN 5t Johns Yos [Ne [ Toen St Johne ¥ L Yes[Z No[]
€. EgIS_FL'-I NAM%OF {lf NOT in hespital, give location) | Length of stay in Ib d. STREET {If outside, give |D;u$i0n) Reside on Farm
TAL
o iR 8827 David 37yre ADDRES8827 Davida Yes [ No (]
3. :JTAME OF DE)CEASED First Middle Last 4. DATE Month Day Year
¥pe or print OF
Ernest Biermann peath 8/23/58
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH o, AGE (1 FUNDER | YEAR| 1F UNDER 24 HRS.
Male Wh 1t| e MARRIED‘ﬁfEVER MARRIEDD lgst Lir:r;::’y; Months ’ Days Howrs Min.
WIDOWED[ ] ovorczo[]] Sept 18 1898 g

10a- USUAL OCCUPATION (Give kind of work done

duri working life, aven if retired)
Stpt

MEZ T

10b. KIND OF BUSINESS OR

11. BIRTHPLACE (City and state or country)

St louis Mo

12, CITIZEN OF WHAT COUNTRY?

USA

130, FATHER"S NAME

Paul Biermann

13b. MOTHER'S MAIDEN NAME

Anna Frothmann

14. NAME OF HUSBAND OR WIFE

Bernadine Blermann

15. WAS DECEASED EVER IN L), 5, ARMED FORCES?
(Y-Nro or unknqwn)l{ll ye&s, give war or dates of sarvice)
bl L

16. SOCIAL SECURITY MO.

489-

C7-8374

17. INFORMANT

Address

Bernadine Bilermann St Johns Mo

MEDICAL CERTIFICATION

18. CAUSE OF DEATH (Enter only one couse per line for (a), {b), and (c) )

INTERVAL BETWEEN

PART |. DEATH WAS CAUSED BY: [ / # ONSET AND DEATH
IMMEDIATE CAUSE (q) &M,-VMM r}'zn . Q0 _‘gl‘é&t/ A
; 5 -
Canditians, if any, DUE TO (b)
which gove rise to }
above cause (o}, 3 g
toti h der-
iying ceves. toar. ) DUE TO (c) / 53

PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nos reloted to the terminal dissase condition given in PART I {0}

19. WAS AUTOPSY

PERFORMERy?
YES{ T NofF] Do

ACCIDENT  SUICIDE HOMICIDE

20a. 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART ! or PARTV Il of irem 18.)
O 3 O

2c. TIME OF  Hour  Month, Day, Year

INJURY a.m.

p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., incrabeuthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D form, foctory, street, office bldg., ete.}
WORK AT WORK

21

| attended the deceased ﬁom%%_%%ﬁ{

Death occurred a

&Cﬂ Z‘} /? and f&st saw | mullve on

¥7/237% %

m on the #tn statéd gbove; and to the be;.f of my kmwledg(from lh/couses stoted.

2a. SIGNAT /E/MW 52 /(DWZE%V )7?/&0

22b. Aoones{f 2

!

£ s /}/, ‘)/‘f/‘)

F a7

22: E SI7E D

23a. BURI‘L C

REMi’éLiicllr)

ATION, | 23b. DA E

8/27/58

23c.

NAME OF CEMETERY OR CREMATORY

S5 S Peter & Paul

23d. LDCATIQ)"(CI(;,/\-", or county)

St Louls ¥p

/(Sm-: /

24. FUNERAL DIRECTOR

Ortmann F Home 9222 Lackland

ADDRESS

25. DATE RECD. BY LOCAL REG.

F - Py —of

5. REGISTRAR'S SIGNAT!
.inDzAlktijr ’ K%i)

Overland Mo

d Embalmar's 5

on Raverse Side)




[

-

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 by ..oiviiiiiiiiireeenes feeeenerateaereetsatannrenatesteveventastasereitnsrnssnren .» Student Embalmer No. _.........ccevveues

working under my personal supervision.

B T (=Y 1 | A Signed ... M@@M ..............

Signature of Student Embalmer
Licensed Embalmer No\gf‘//yc?/

P. O Address.....cocciiiviiiviivnvicnnenarne

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 STUDENT, he also shall sign in his OWN handwriting.

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




