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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

F“_EU JAN 2 8 1gmmruhon District No. -..__..--_.m_31 8 ~Primary Registration District T’l 003 ______________

~~~~~~~~~ 597003000
Regisor's o w28(.’)____.

PLACE OF DEATH
a. COUNTY

2. USUAL RESIDENCE (Where deceased lived. If institution: Residence beire
a. STATE Mo. b. COUNTY acmissio

b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY Inside Limits
Towv _St. Louis Yes L1 Mo (] Tom  St. Louis Yes] No[J
c. FULL MAME OF (If NOT in hospital, give locotion) | Length of stey in 1b d. STREET {If outside, give location) Reside on Farm
hentovion Lutheran Hospitial [0/ 7 AODRESS 61 14 Morganford Rq.ve() nw[]
3. NTAME OF I_JECEASED First Middle Lusf 4. DATE Month Day Yeor
(Tyoe ot prim) JOHN J. GROH pearn  Jan. 8 1959
5. SEX 6. COLOR OR RACE 7'MARR|EDDNEVER MARR‘EDE 8. DATE OF BIRTH 9. AGE (1n years FUNDER 1 YEAR| IF UNDER 24 HRS,
Male o White wooweo(] ¢ oivorceo[] July 4 , 1957 |ni|..nhaa,) Months | Days | Howrs .| Min.
10a. USUAL OCCUPATION (Glve kind of wark dane [ 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state ar country) 12. CITIZEN OF WHAT COUNTRY?
during most of wursrﬁg-, aven If retired) IND Téhe St. Louis . Mo. ¢ U.S.A.

130. FATHER'S NAME

George C, Groh

13b. MOTHER®S MAIDEN NAME

Margaret Hummel

14. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER [N U. 5. ARMED FORCES?
{Yes, no, unlnqunll(" yos, glve or dotes of service)
NS hiifedat:

16. SOCIAL SECURITY NO.

None

17. INFORMANT Address

George C. Groh 6114 Morganford Rd.

iegshauser 4228 S.Kingshighway]

18. CAUSE OF DEATH (Enter only one cause per line fo ; (b), and {c).) INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: ~ ONSET AND DEATH
IMMEDIATE CAUSE {a) ol bl Alotess EBenell Horllifomes
Conditions, if any, DUE TO (b)
which gave rlss to }
above cause {al,
tating th der-
z lying cavss. last. ) _DUE TO (c) “g /K _/
= PART Il. OTHER SIGHIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not related 1o the terminal diseass conditlon glven in PART | (o} 19. WAS AYTOPSY
h PERFPRMED?
& vesidl Nno (] /
= | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
')
o a £3 O
S| 2. TIMEOF Heur Month, Day, Year
3 INJURY  a.m.
x p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor cbouthome,[ 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE D farm, factory, street, oifice bidg., erc.}
WORK - AT WORK Fat
21. | attended the d d from tcy aond last saw E:‘:‘ alive on
Dea!h occurred at #,‘ m on rhe date stated above; ond to the best of my knowtedge, from the cavses stated.
t(jgnz 5 Z ?;(Dtgm or 226, AD% o Z‘ : { . DATE SIGNED
23a. BURIAL, CREMATION,] 23b, D 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {Stare) i
REMOVAL (Specify) . .
Remova Jan.12,195f Resurrection Cemetery St. Louis Co. Mo.
24. FUNERAL DIRECTOR ABDRESS 25. DATE RECD, BY LOCAL REG.

1A o

(Licensed Embalmec’s Statembnt 6n Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

DY M@, OF DY ooeeieieerremeieesiseireasasnrrne s s s s ssss s s s ae naarn i n ey s Rt ., Student Embalmer No. ................ce.

working under my personal supervision.

oL TTs 1= 11 PSP VPP PR
Signature of Student Embalmer

Licensed Embalmer No.5%. 4.4 )7
P. O. Address.......coccivivininsinininnnes

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 embdtined by 8 STUDENT, he also shall sign in his OWN handwriting.

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




