THE DIYISION OF HEALTH OF MISSOURI

e 3D—=01 1 252 .

1ealth,
Wellore STANDARD CERTIFICATE OF DEATH STATE FILE 1215531.?0
*ublie
Service 'I D APR lﬂ 195&gulrahon Dlstrlc! Ne. Primary Registration District No. .o ocame e Regutrcr sNo. _____ T .
| | " s— -

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. [f institution: Residepéa before

300 COUNTY . STATE Mo b. COUNTY agMission)
.
CITY {If outside corporate limits, giva TOWNSHIP only) Inside Limirs c CgRY Insida Limits
N TOWN S7. ~A0&/8 Yes ) No [] TOWN St.Louls Yos(X Mo []
7’ % c. FgLII’-iN M ME OF {lf NOT in hospltul, give location) Langth of stay in 1b d. ST%%EE'ES {If outside, give location) Roside on Farm
HOSPITAL OR - AD
: & snTution S7 - £O wiS Cr7 Y /(g_.g:‘/. »/ L;904 McPherson Aves | ves[] Mo[J
) ¥
3 NAME OF DEfEASED First Middle Lost 4. DATE Month Day Yoor
{Type &r print i
LEVORE OLBERLNY)OE£LL L | DEATH 3 25 57
5. SEX 6. COLOR OR RACE|} 7. MARRIED[ ] NEVER MARRIE@ OB' DATE OF BIRTH 9, AGE {In years ::JNDER i YEAR I:ﬂUNDER 2:‘_HR5.
' W 6 1897 61-| birthday)} nths | Days ury in.

‘ T. o wipowED [ overcec[J} July ©,
; 100, USUAL OCCUPATION {Give kind of work done [ 10b. KIND OF BUSINESS OR 11. BIRTHPLACE [City ond stote or country) 12. CITIZEN OF WHAT COUNTRY?
H K’t‘“m working life, avan if retired) INDUSTRY St.LOIﬂ_s ’MiSSouri 6 e

13a. FATHER'S NAME

Charles W.0Obermoeller

13b. MOTHER"S MAIDEN NAME

Emma Crain

14. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN L. 5. ARMED FORCES?

16. SOCIAL SECURITY RO.

17. INFORMANT

Address

(Il yas, give wor or dotes of service)

none

(Yus, ﬂdr unknqwn)|

Mr .Mark Obermoeller ,IOOL

N.Taylor Ave,

I BRYIHPIUIIE W WS

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

LUCTUN, CUTGiEr, WG IHUR W30 OUINY 3IIUNLIU UVIHGHLILIM S UL Ligin 1g.

All diseases in Part | must b cousally reloted.

PART L.

Canditlans, if any,
which gove rize 1o
abave couss {a},

18. CAUSE OF DEATH {Enter only one cause per line for {a}, {b), ond (c}.)
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

INTERVAL BETWEEN
ONSET AND DEATH

i

,éwt{/yvg kg&)

DUE TO (b) MMMLMM

stating the wnder-
% lying couse lost. DUE TO (E)
= PART II, OTHER SIGNIFICANT CONDITIONS ONTRIBUTING TO DEATH but not related to the terminal dissass condition glven in PART I (o) 19. WAS AUTOPSY
S ___ PERFORMED?
s ¢ - Yy 3 ves (] Nof]2.
k| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of fnjury in PART | or PART Il of item 18.)
ur
v O O ;
MES TIME OF . Four  Month, Day, Yeor
e a.m.
B p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE l—-_—] tarm, foctory, street, office bldg., eic.}
WORK AT WORK
21. lat Jed the d d from 3 M zﬁ- J ? ; fo g '_g r'69 mdlq;!ﬁqwti‘;aliv.gn ?' 2!*4‘?
Death occurred at T i ¥S /C,'m m on the date stated above; and to the best of my knawledge, from the couses stoted.
22a. SIGN RE ., > (Degree or title} D 7 22b. ADDRESS 22c. PATE SIGNED
/%m O. Pttt W20 L ssrrbn Favere pre  lz.a2¢4%.
230. BURIAL, CREMATICON, | 23b. DATE e. N‘A“E OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, or county} {State}
BUPTETT" | March 31,1959 Bellefontaine Cemetery St.Louis,Missouri

ADDRESS

/jm 3840 Lindell Blvd

25. DATE RECD. BY LOCAL REG: o

¥AR 3059

VR Bt /0.

{Licensed Embeloar’s Statemant on Raverse Side)

. T2m¢ L

]




STATEMENT BY LICENSED EMBALMER |

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

BY M@, OF BY .iieriiiiiiiiiieieieiiee e ereaseieseracraacanstassaserssesssnararenssnsssasnsatesnssen ., Student Embalmer No. .......cocovnnnne

working under my personal supervision.

Student .coiveinin e e e
Signature of Student Embalmer

Licensed Embalmer No //
P. 0. Address..‘.z.g.?./ Btn. o

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 embalméd by a STUDENT, he also shall sign in his OWN handwriting.

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



