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All diseases in Part | must be cousally reloted.

USE OMLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

F”_En FEB 3 1959!5"01:00 District Nao.

..Primary Registration Districy No.

59-003057
< | |

¥

|
. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution; Ruldmceogfhu
o. COUNTY o STATE p b. COUNTY admi 3si
b. CITY (If outside cerporate limits, give TOWNSHIP only) fnside Limits < C(I)TRY Inside Limits
R R .
tomi St. Louis Yes [] No[] town St. Louis Yes[] Ne[]
c. Fgl.,!'. NAMEOI?F (If NOT in hospital, give location} | Length of stay in 1b JI‘S- ,SAL?)%EET (If outside, give location} Reside on Farm
HOSPITAL
insTiTution 4658 Delor St. 7 4658 Delor St. Yes (] Mo ]
3. NAME OF DECEASED First Middle Lasr 4, DATE Month Day Year
(Type or print) OF
CHARLES J. HERBERT DEATH Jan. 15 1959
5. SEX 6. COLOR OR RACE T'MARRIEDENEVER marrieo[ ] 8. DATE OF BIRTH 9. AGE u'n':.::;; ::.::&ER;;EAR l:oli:DER 2;_:!?5.
+ L4 n,
Male o White woaweo[} § oivorceol]|July 10,1880 s |

100. USUAL QCCUPATION (Give kind of work done
dwmimo-l of working life, aven_if retired)}

INDUSTRY
esman-A, C.

Haasge

10b. K(ND OF BUSINESS OR

Co.

11. BIRTHPLACE (City ond state or country)

Mo.

5t. Touis,

12. CITIZEN OF WHAT COUNTRY?

o] T.S.A.

13a. FATHER'S NAME

John Herbert

13b. MOTHER'S MAIDEN NAME
Katherine Wahlie

14. NAME OF HUSBAND OR WIFE

Alice M, Herbert

15. WAS DECEASED EVER IN U, 5, ARMED FORCES?
(Yas, or unlt.nqvmjilf yos, givewoar or dotes of service)
{0 N&1e

16. SOCIAL SECURITY NO.| 17. INFORMANT

488-07-1178 Alice M.

Address

Herbert 4658 Delor St.

18. CAUSE OF DEATH (Enter only one cause
PART |. DEATH WAS CAUSED 8Y

IMMEDIATE CAUSE {a)

per line for {a), (b), and {c).)

INTERVAL BETWEEN
ONﬁT ﬁ DEATH

Conditions, |f any,

e 10 0 W%WM

which gave rise o
abova cause (a),
stoting the under

}

;wéz

$20. 0

z lying cawse lant. DUE TO (e}
E PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH buwt not reloted to the terminal diasdse condltion given in PART | {a) 9. :AS AgTOPSY 2
ERFORMED?
T YES[] NOEY™
Y| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |l of item 18.)
Lt
8 o O O
G 20c. TIMEOF Hour Month, Day, Yeor
3 INJURY a.m.
x p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abouthome,] 20f, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NQOT WHILE 0 farm, factory, street, office bidg., etc.)
WORK a AT WORK
21. | ottended the deceased from ; - 7" 2 7 . te Yl S5 S ; and last uwm'nliva on_ f — /O -~ b"f

Death occurred of

6:30 A,

m on the date stoted above; and to the best of my knowledge, from the causes stated.

s 7 g

R Cecpop o

230. BURIAL, CREMATION, | 23h. D% 23c. NAME OF CEMETERY OR CREMATORY 234. LOCATION (City, towp! or county) / (State)
REMOVAL (Sgecify) . .
Removal  |Jan.17,1959| Memorial Park Cemeter St Louis Co. Mo,

24. FUNERAL DIRECTOR

riesshaurser 422

ADDRESS

8 S.Kin~shi~rway 2 l:}‘ﬁﬁeci_gr,_so L rEC.

EGIETRAR'S SIG; ATURE

IR

V

[Licensnd Embalmer's Stotemant on Reverss Sids)




STATEMENT BY LICENSED EMBALMER

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

., Student Embalmer No. .........ccoovees

working under my personal supervision,

Signed %/ﬁé«w/ A %//%ﬂ/‘;/

Licensed Embalmer No.. . .74\
P. 0. Address

Student
Signature of Student Embalmer

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.




