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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

_58-034348

STATE FILE NUMB
V495

coore. Registrar’s No

1. PLACE OF DEATH
. COUNTY

o. STATE

b. COUNTY

2. USUAL RESIDENCE (Where decesased lived. If institution: Rnidgnc?;jnfe
admissio
Missouri

b. CIOTRY (If outside corporate Iimirs, give TOWNSHIP enly) tnside Limits c CgRY Inside Limits

TOWN St. Louis Yes (Geie (] 10w St. Louis Yos[J Ne [

c. FULL NAME QF (If NOT in haspital, give location) | Length of stay in 1b d. STREET {lf outside, give location) Reside on Fam
2/ ihiion 5326 North Broadway 1 year 2822 % 5326 North Broadway | YO N[O

3 :lTAME oF DE;:EASED Firmr  VANLE WMiddls 4 Lo HUDSE 4. DATE Menth Doy Year
¥Pe or print OF
Mary Marie Ermma Huber Huber | [ OF. Octcber 1 »1958
5. SEX 6. COLOR OR RACE ?'MARRIEDD NEVER MARRIEDE d DATE OF BIRTH 9. AGE (In ywers fF UNDER 1 YEAR| IF UNDER 24 HRS.
lac a Months | Doys Hours Min.
female / white winowee [ ] pivorcen[ ] August 31’ 18$9 rs’-d ¥) ¥ y I ]

100. USUAL OCCUPATION (Give kind of werk done | 10b. K

IND OF BUSINESS OR

11. BIRTHPLACE {City ond stats or couniry)

12. CITIZEN OF WHAT COUNTRY?

during mest of werking life, aven il ratired) |NDU$XY [~
memaker t Home St, Louis _USA
134 FATHER'S NAME 13b. MOTHER'S MAIDEN NAME : 14. MAME OF HUSBAND OR WIFE
William Lawrence Huber Margaretha Deuchert Never Married
l:. WAS DECEASED EVER IN U 5. ARMED FORCES?I 1. SOCIAL SECURITY NO.| 17. INFORMANT Address
{Yes, 'Ndr unknovm)l(lf Yeod, give war or dates of service) None Miss Lena H‘uber - 5326 N . Bmﬂdway

PART . DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

18. CAUSE OF DEATH (Enter only ane cause per line for {a), (b), and

(6)2

INTERVAL BETWEEN
ONSET AND DEATH

[#]

gl .

which gave rlse 1o
obtve cause ([a),
stating the under.

Conditians, If any, } DUE TO (k)

33/~

% lying couse last. DUE TO {c)
= PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 10 the terminal diseoss conditian glvan in PART | {a) 19. WAS AUTOPSY
=z PERFORMED?
T YES[] NO[XX
% | 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART [ or PART Hl of item 18.)
w
v O 8 0
S| 20¢. TIMEOF How Month, Day, Your
a INJURY a.m.
kS p.m.
200d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabowthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT[:] NOT WHILE D farm, .ctory, street, office bldg., erc.)
WORK AT WORK

#)
21. | attended the decoassd from #Q 127,196 o
Deoth occurred ot 1 =3 '5 PM

ﬂ‘t v ’! Iﬂ 5 E mdlusr'wwmulinm &<, {J r?Sg

m on the dote stated cbove; ond te the best f my knowledge, from the causes stoted.

Zic’. EIGNATURE 6. W (Degree or "irl.;,n , b . o

227b-\ ?D;RESS E E ay{ .

22c. DATE SIGNED

/0-3%-58

T
230. BURIAL, CREMATION, | 23b. DATE
REMOYV AL {Specilfy)

23:.'NAME OF CEMETERY OR CREMATORY

23d. LOCATION (City, town, or county}

Octobor 4, 1958 Bellefontaine Cemetery .

{Srate}

St. Louis n Missouri

24. FUNERAL DIRECTOR ADDRESS

Math Hermann & Son, Inc., 2161 E, Fair

25. DATE RECD. 8Y LOCAL REG.

acT 3 '58

ISTRAR'S SIGNATUR

(i d Embalmer’s St

on Reveras Side)

-



-~

STATEMENT BY LICENSED EMBALMER

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

by me, 0T DY oo e e e et s s s e e s e , Student Embalmer No. ...................

working under my personal supervision. ' AN

SEUENE i e
Signature of Student Embalmer

.Licensed Embalmer No...3.. .3..2

P, O. Address....

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.




