THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH QQF,LQOE,%G5 -
it or - . B 1 7 1qm°i’"°'i°" District No. Primory Ra?i;rmfinn Disfric_l_fi..........._......A....... [, Rogisrrnf's‘g....-. - 3()..0"

P
.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |i institution: Residence befors
a. COUNIY a. STATE MO b. COUNTY delisloly
k. ClOTY {If outside corporate limits, give TOWNSHIP enly) Inside Limits <. ClUTRY Inside L¥mits
R
Towd  St, Louis el Town  St, Louis YeslJ Nol]
c. FgLL NAMEORDF (1f NOT in hospital, give location) | Length of stoy in 1b d. SEREETS ({If outside, give lacation) Reside on Farm
HOSPITAL . ADDRES
g msmituTion Chropie Hosp, 20dys 2817 Gasconade Yes (] No[T]
3. MAME OF DECEASED First Middle Last 4. DATE Manith Day Y aar
Type or pring . QOF
(Type o prini] Elizabeth Moeller oearn  Feb. £, 1959
5. SEX ) 6. cDL_OR OR RACE| 7. MARRIED[*N‘EVER warriep ] 8. DATE OF BIRTH 9. AGE (blrn':;c:r; :ﬂuvﬁER;:’EAR |:=1 g:oea J;il:Rs.
wrhdoy o .
female white wooveo[ ] oworceol]| Nov.29,1879 i) 2" 17y |
106 USUAL DCCUP ATION (Give kind of work done | 105. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stats or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even il retired) INDUSTRY ¢
H nome St. Louis: Mo, U.S.A.
139, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
Joseph Kraus Elizabeth Erbes Bernard Moeller
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NG.[ 17, INFORMANT Address
{Yas, ne_or unknawn)f (1f yes, give war or dotes of vica}
no | e none Bernard Moeller 2817 Gasconade St,
18. CAUSE OF DEATH (Enter only one cause per line for {a), {b). and {c}.} INTERVAL BETWEEN

PART 1. DEATH WAS CAUSED BY: R . ONSET AND:EATH
IMMEDIATE CAUSE {a) f@A—M M«&:—' = »

w
o}
@
2
o
a
®
w
L
o
x
Y Conditiens, i ony, | DUE TO (b)
> which gove rise 10 *
- above couss {a), } } (f‘ 9}(
r4 stating the under- i
2 z lying covse last. DUE TO {c)
_?; 2 E PART ). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseass condition given In PART | (e} 1%. géﬁ;\gg&ggY
2 7
: oz g —_— 3 - YES{] NOHA” -,
- % = UICIDE HOMICID” 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
R O O
: o=
5 SRO| 20c. TIMEOF Hour Month,Day, Year
2 @fd INJURY  a.m.
‘g : H p.m.
E % 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inorabout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
T w WHILE ATD NOT WHILE O farm, uctory, street, office bldg., ete.}
£ 3 WORK AT WORK
E 21. | artended the deceased from Ja‘rli 11]" 1959 , o Feb' L, 1959 and last saw 2;:‘ alive on Feb L l", 1959
H Death occurred at L_‘L_S A M, m on the date stated cbove; and to the bast of my knowledge, from the causes stated.
§ {Dagree or title) c 22b. ADDRESS 22c. PATE SIGRED
> 24
2 5, z/¥/ 7

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

Pa & Panl Cematery

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LDC:L REG.

Gebken-Benz Mortuary 2842 Meramec FEB 6 '59

{Licensed Embalmer’s Statement on Raverse Side)




STATEMENT BY LICENSED EMBALMER

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

DY I, OF DY ottt e ite et iei e et s et are e saraere e n ety bt aas , Student Embalmer No. ...................

working under my personal supetvision.

Student ..oooeiiiii i e s Signed ,..covvi ool e

Signature of Student Embalmer
: 4245
Licensed Embalmer No

.
.............. Arureane

t LEAZ STk ot

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constituies grounds for revocation of license).
' If embaimed by a STUDENT, he also shall sign in his OWN handwriting.

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




