,' THE DIVISION OF HEALTH OF M;SSOURI 58—042b05

Health,

) W;llfuu STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER
ublic a
Service I F“_ED NOV 2 0 ]95&|;hanon Districy No. 31’ 7 Primory Reglnmnon Dlnru:t Na.. 5-‘7[ — - s No. Ne. ... a 'l@:l ______
B
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. I institution: Residence bofore
300 COUNTY St. Louls a. STATE Mo, b. COUNTY admissio
1-57 b. chY (If outside corporate limits, give TOWNSHIP only) | Inside Limits < CBTRY Insidd Limits
TOWN Ferguson Yos, 2 No [] TOWN St. Louls Yed] Ne (]
€. FgLL NAMEOOF (If NOT in hospital, give locatien) | Length of stay in b d. STREET {}f cutside, give location) Reuside on Farm
. HOSPITAL OR ADDRESS
% 7 INSTITUTION H11l Top House 16 mo. Sl 5021 Plover AvVe. | ve(d n/§
Bl ra
a TAME OF I?ECEASED First Middle 7 Last 4. DATE Maonth Day Y ear
(e r i) John Keneaster | oiy, 10 28 58
5. SEX : 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (In years IFUNDER 1 YEAR| IF UNDER 24 HRS.
MARRIED[JNEVER MARRIED[] ¥
o i Manth. D H: Min,
I Male Ie) White \VIDOWE{] ti DIVORCEDD Ja:n . 7 ’ 1870 1 us:g-dnv) onths ays lours I n
10a. USUAL OCCUPATION {Give kind of work dona | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country) 12. CITIZEN OF WHAT COUNTRY?
uring most of working li# ven it retire INDUS
Main¥onance Workeér-Ret. — Eiectric | Franklin, Ind. /| U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME T 14, NAME OF HUSBAND OR WIFE
Henry Keneaster Elizabeth Martin Etta Keneaster
w
En' 15. WAS DECEASED EVER IN U. §, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT
= Yus, r unk I . gl d f
g {Yes rNooun nqm\)l( yes, glve wor or dates of service) ?6 30 8 5 77 rs . R E Scheibe 3 13 57 N Berrly Rd.
o 18. CAUSE OF DEATH (Enter only one cause pepfine for (a), {b), ond (c}.) INTERVAL BETWEEN
[ PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
w IMMEDIATE CAUSE (q) ‘K W G “eﬁb -2
4
=
'EE Conditions, if any, DUE TO (b)
>|—_ va:oich qave rh? f)u ”~
2 ot e T /T3
g g lying cavae lost. DUE TO {¢)
5 2% PART Il. OTHER SIGKIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal disease condition given in PART 1 {a) 19. WAS AUTOPSY
T =< PERFORMEQ?, 2.
< 5§ YES[] NO
_;._ x Y| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART Hl of item 18.)
ERM 1 [ 1 [ )
] X -
5 <ES| Nc. TIMEQF Hour Month, Day, Yaar
5 ops INJURY  am.
3 : X p.m. i
E 35 20d. INJURY OCCURRED 200. PLACE OF INJURY (e.g., inorabouthome,| 20i. CITY, TOWN, OR LOCATION COUNTY A STATE
T w WHILE ATC] NOT WHILE D furrn, factory, street, olfice bldg., etc.)
s 8 WORK AT WORK Py ~ A -
-
E . | attended the decoosed from \jw f-f ?'J / . to W 7J' ry‘jﬂﬂd last suw_t:"__clwe on w yf - {YJJ
2 Death occurred at 2 10 . m on the date ﬂcfed above; and to rhe best of my knowledge, from the couses sruted
é 220. ﬂ% g )77 DePre€or title} M 22b. ADDR 2 M 40 2.9 /s /
: o, wd|Vz S
23a. BURIMREMATIDN, 235, DATE 23c. HM@&F CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) “(State)”
EMOY Spagif
burigt” | 10/30/58 Zions Cemetery St. Louis County Mo,
24. FUNERAL DIRECTCR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIGNATURE

Drehmann-Harral 1905 Union [6-29-59 Al A F /3. Mﬁﬂ%ﬁ_

{Licenzed Embolmer’s Statement on Reverss Side)
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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, or by ?, Student Embalmer No. .....covevvvnvnsen.

working under my personal supervision.

SEUALNE vremrurererreretesireeeeeeeseeesaeseaesecesaasenene Signed Z/&Z/‘W//m ......

Signature of Student Embalmer .
Licensed Embalmer No. _.-;LB .

P. 0. AdAIeSS...oooerereerreeeeersrrernn

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. '




