diseases in Part | must be cousally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

sgistration District Ne, ...

THE CIVISION OF HEALTH OF MISSOUR]

STANDARD CERTIFICATE OF DEATH

....Primory Reglshouon District Nol mB ................

58-042093

STATE FILE NUMBER

.. Regist

. p 2. USUAL RESIDENCE (Where deceased lived. If institution: Rasidence béfore
o. COUNIY o. STATE Missourf COUNTY admi ssioh}
b. CgRY (H outside corporate limits, give TOWNSHIP only) Inside Limits €. C(IJTRY Inside Limits
TOWN uts, Mo. Yes (X No [ om St Louis, Yef] N[
c. FULL NAME OF (1f NOT in hespital, give location) | Length of stay in b d. STREET {If cutside, give lacation) Reside on Form
O/ Rshruhon 5145 Lindell, Blvd B /2,577 6145 Lindd] Blydy: | Yo D MR
3. NAME OF DECEASED First Middle Last 4. DATE Month Day * Yeor
(Type or print) : OF
Ida K. Petring CEATH  Bovember 12, 1958
5. SEX 6. COLOR OR RACE] 7. MARRIEDMNEVER marrten[]] 8. DATE OF BIRTH 9. AGE {In years hF UNDER 1 YEAR] IF UNDER 24 HRs.
Femle / white WlDOWEDD / DIVORCEDD Oct,. 10 1895 loat 8?‘8” Monthe | Days Hours I Min.

10a. USUAL OCCUPATION (Give kind of work done
l H during m;ﬂwothing life, wven if retired)
e

105, KIND OF BUSINESS OR

"RE Home

11. BIRTHPLACE {City and state or :nunlry)

Sto IOIIiS, Mo, "" B

12. CITIZEN OF WHAT COUNTRY?

a UsS.A,

13a. FATHER'S NAME

Sa

K

15, WAS DECEASED EVER IN U. 5. ARMED FORCES?
(Yo, or unknawn)] (If ye war or dates of service)
Ko’ Ni1, "

o

13b. MOTHER"S MAIDEN NAME

17.

INFORMANT
Robert. O, Pe

16, SOCIAL SECURITY NO,
None

14. NAME OF HUSBAND OR WIFE

| Robert O. Patring

Address

tring, 5145 Lindell, Blvd.

PART I.

Conditions, if any,
which gave rize to
above cauvse (o),
atating the under-

}

DUE T0 () (O/PMW) M/j;«

18. CAUSE OF DEATH (Enter only one causs per line for {e), (b}, and {c}.}
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

INTERVAL BETWEEN
ONSET AND DEATH

& 2

-

Degth occurred at

% lying covse last. DUE TO (c)
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not uf’ud to the terminal dissase condition given in PART | {a} 19. WAS AUTOPSY ST
Py PERFORMED?
g YES{] NO [T
% | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
[m)
o [ O |
S| 20c. TIMEOF Howr Monih, Day, Year
] INJURY  a.m.
¥ B,
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor about heme,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, .ctory, sireet, office blﬂg ., etc.)
WORK AT WORK . v Wi
21. | attended the deceas MLZ@N M_&._}_ﬁ‘nd tost saw }':-_l:lllvl on Sk‘
m on the

deto stated above; lnd to the best of my knowledge, from the couses smtcd

MATURE

D, ©

38 Ll W &

27c. DATE SIGNE
ij-12-5 ?

230. BURIAL CREMATION

ETI% (Sp-clf y

23b. DATE

11-15-58

23c. NAME OF CEMETERY QR CREMATORY

Dalkk Grove Mausoleum

23d.

LOCATION {Ciry, Iuwn, or county) {Srare)

S5t. Louis County, Mo.

24. FUNERAL DIRECTOR

Albert H. Hoppe L4700 Washington, Blvd.

ADDRESS

25. DATE RECD. BY LOCAL REG.

NOV 1458

(Lig-nud Embalmu s Statement on Reverss Side)

26, REGISTRAR'S SleATURE B
A/



STATEMENT BY LICENSED EMBALMER

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

by me, or bY .o e e ., Student Embalmer No. .........ccoeiinns

working under my personal supervision.

..................................................................

Signature of Student Embalmer

Licensed Embalmer No....

P. O. Address }4?’

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 siga in his OWN handwriting. -4
If this body is not embalmed, fact should be so stated above.




