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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Port | must be couselly related.

THE DIVISION OF HEALTH

ﬂ@ STANDARD CERTIFICATE OF DEATH
JAN 5 1g§gi:lra1ior\_ District No. ........... -_3.1,2. nnnnnnnnn Peimary Registration Dlsm:! No. 5_??_:9 _____________ Registrar’s No.

OF MISSOURI

........... 08-046815

STATE FILE NUMBER

1. PLACE OF DEATH
a. COUNTY

2. USUAL RESIDENCE ({Where deceased lived. If institution: Residence befors”
a. STATE Migsouri b. COUNTY, '°‘V

b. CITY {If ovtside corporate limits, giva TOWNSHIP only) Inside Limits c. CITY lnside Limits
OrR Yes [] Noﬁ oR Yesﬁ No []
1om  Manchester Tomw  St, Louls
. Eggé_r{_{ArE RDF (1 NOT in hospital, give location) | Length of stay in 1b d. STR%EE-;S (If outside, give location) Reside on Farm
A
2 7INSTETUTION Pine Crest Homel 1 year L 2[5'{63[? 3700 S, Main St. Yes (] NoTH
J.I?TAME QF DE?EASED First Middle L@ 4. DATE Month Day Year
ype or print’ OF
Kasper Frank Qefinger pear Dec. 11U, 1958
5. SEX 4. COLOR OR RACE 8. DATE OF BIRTH 9. AGE ¢ FUNDER | YEAR| IF UNDER 24 HRS.
) 7-warneeol | gyopduan GE (n yeurs I UNDER | YEARLIC uriER 20
Male White Pl T b uni, — |
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country) 12. CITIZEN OF WHAT COUNTRY?
during most of wprking life, aven if retired) INDUST
wo wn wn. T e .
13a. FATHER'S NAME 13, MOTHER'S MAIDEN NAME t4. NAME OF HUSBAND OR WIFE
wan . W\, anl.
15. WAS DECEASED EVER IN U, 5, ARMED FORCES? 16. SOCIAL SECURITY NO.[ 17. INFORMANT Address
{Yas, no, or wr)| (i yus, give war or dates of servies) ,
SR e e 498-26-132 c
18. CAUSE OF DEATH (Enter only one cause per [ige for (a), {b), and {c). ) |NTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: * ONSET AN DEATH

IMMEDIATE CALISE {a)

Conditions, if any, DUE TO (b)

Dou? Aoy

which gave rlse 1o
above couse {a),
stating the wnder-

| Mty (

‘Squfc} ﬂrawﬁq'ea% .%»u;ﬁ Kaviy

g lying cause last. DUE 70O (¢}
E PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related fo the terminal disease condition given in PART | {30 19. geééggggs;(
v ST ' Yy
g v Vorio sclovoscs |, Sewilty Ll 0N Yes[] NOART 9.
% | 200. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nture of injury in PART | or PART Il of igm 18.)
> ! —
v () 0 O
‘:’ 20¢. TIME OF  Hour Month, Day, Year
3 INJURY  am.
X p.m.
20d. INJURY OCCURRED 20a. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, street, office bldg., etc. )
WORK AT WORK o
21. | attended the deceased from /‘4“-‘"4—' 3\1‘—’( ) ‘35 v {/€C - and last 1o o e 724 19 5 X
Death eccurred ot ’-D H 3 m on the dute stoted above; ond to theztf!p:my knowledge, from the couses stated.

2e. W w\ éL}‘ {Degree or tijl &b

27b. ADDRESS

PBoa 122 | M ol 650, Ao,

22c. DATE SIGNED

IA~15-8%

230. BURIAL, CREMATION, | 23b. DATE L NAM

va\ VWA ¢

F CEMETERY OR CREMATORY |

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

e \owvys . o500y

{S101e)

& oo.t-l

nsuo AL [Spocify
fR-13.-5R

UNERAL DIRECTOR ADDRESS

Howland. OFer- d10n Paedeazlac

25. DATE RECD. BY LOCAL REG.

j2-— L1 -SR

26. REGISTRAR'S SIGNATURE

17 Armde MY

{Licensed Exholmes’s Stotement on Reverss Side)



STATEMENT BY LICENSED EMBALMER

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

DY M@, OF DY ooveeiieiiie ittt s e e s reeaseisossenssonsaensennessnnrenserasasansrnsrans .» Student Embalmer No. .......covvvenrene

working under my personal supervision.

Student .coeveniniin e ENEH i riieiarrrarereer e sss s tera st a rbs s tu s rnrennane
Signature of Student Embalmer

Licensed Embalmer No...............oueee
P. 0. AdAIeSS.....coverveeeereerreerieina

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.




