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Doctor, corenar, elc. must use only standord nomencl

All diseases in Part | must be causally related.
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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.

STATE FILE NUMBER !

S Regislrgﬂzz

40

—
V. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Resci’dqac}#wa
a. COUNTY o, STAT b. COUNTY admissi
Missouri
b. c:JTRY (If outside corporate limits, give TOWNSHIP only} inside Limits c. CgRY Inside Limits
Tomw Ste Louls Yes B No[ ] Tovn St. Louis Yes ] No[]
<. FléJ)LL NAMEOOF (If NOT in hospital, give location} | Length of stay in b d. STREET (If outside, give location) Reside on Farm
HOSPITAL OR ADDRESS
® _msnrtionSt.e John's Hosp.{ 4 days 4174 N, Euclid Yes £ No fD
3. NAME OF DECEASED First Middle Lost 4. DATE Manth Day Year
{Typea or print) i OP
WALTER A, JACOBS pEATH March &, 1959
5. SEX 6. COLOR OR RACE| 7. MARRIEDEE] JEVER maRRIED] ] 8. DATE OF BIRTH 9. AGE ({ln yuors | FUNDER 1 YEAR| IF UNDER 24 HRS.
C‘ last birthday) | Montha | Dgys Hours Min.
male white wIDOWED[] oivorceo ]| May 10, 1895 63 ﬁs
100. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stote or country) 12. CITIZEN OF WHAT COUNTRY?
duri of working life, even if retirsd) INDUST
ontician American Optical Cd. Effineham, 111, ' USA

130. FATHER*S NAME

Frank Jacobs

13b. MOTHER'S MAIDEN NAME

Laura Lawrence

14, NAME OF HUSBAND OR WIFE

Johanna Karl Jacobs

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
{Yes, no, or unknawn)] {If yes, glve war or dates of service)

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE {a)

PART I,

16. SOCIAL SECURITY NO.

488-00-888

18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and (c).}

17. INFORMANT

Y

Address

anna Jacobs 4174 ucl

INTERVAL BETWEEN
ONSET TH
7

(e

M.
Yo ulo b pcla . LS
By deiosn

Condltions, If any, DUE TO (b)
which gave rise ta } /
obove cawse (o),
stating the under- M
% lylng cavse last, DUE TO (c) A
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but m;Uland o !hurmlnclq—lnulc condition givan in PART | (a) 19. WAS AUTOPSY
h PERFORMED?
2 . KA 0.0 YEST] NO
% | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature nf'iniury in PART | or PART Il of item 18B.)
[*1]
; & & O
Y| 20c. TIME OF Hour Month, Day, Year
a IMNJURY a.m.
E] p.m.
204. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT ];VO ILE form, factory, street, office bldg., etc.)
WORK L J

dbom __| 74/~L!

21, | attended the d

. to

Death occurred at y,] . E " 5 5 H [!1

_M‘?hﬁ &o\rh‘r_“u on
m on the date stoted above; and to the basf of my knowledge, he ghuses stated,

- F%WJL WO

22b. éDRESSfl £ ! I{—

:g DATE slcuso

Z30. BURIAL, CREMATION,| 23b. DATE 43c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Sr_m)
REuov L (Spucity) .
el " Mar 6 1959 Celvary Cemetery St. Louis, Missourl

24. FUNERAL DIRECTOR ADDRESS

4748

romschwig and Son/yw Florissant

25. DATE RZCD BY LOCAL REG.

i
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: o STATEMENT BY LICENSED EMBALMER

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

, Student Embalmer No. ................ec.

DY 1€, OF BY ooiriiriiaieri ottt v artrn ettt ae s r s s

working under my personal supervision.

GEUAEIL  cvrvrrverntreaniaamaeassasrinnsaniremannsrenisarssanass
Signature of Student Embalmer

Licensed Embw ..................
P. O. Address ~&#.¢ o itn AT
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 aboveé.

-




