ralth,

Velfare

blic

irvice

All diseoses in Part | must be causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.

“J'-U MAY 1 195&gutrunon District No..

99-01470"

rmmeim—rs. ROQistrar’s

STATE FILE NUMBER

548

i

PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased livad. If institution: Residence Pefore
. COUNTY . STATE b. COUNTY admis
° ° Missouri
b. CITY (If outsida corporate limits, give TOWNSHIF only) Inside Limits c. CITY Instde Limits
oR Yes [%No [ OR Yasi} No []
TOWN St. Louis TowN_St. Louds
[ Egls-}g.ITNAAITEOOF {H NOT in hospital, give location) | Length of stay in b d. SERDE!EEES {If outside, give location} Reaside on Farm
R Al
wsTitution City Hospitsel D.O. ; 6569 Pernod Yes [ No ]
3. NAME OF DECEASED First Middle as 4. DATE Month Day Year
(Typs of print} _ Bédendeck oF
Fred E. DEATH Aprdil 7, 1959
5. SEX 6. COLOR OR RACE [/ 7. MARRIEDmHEVER MARRIED[:_] B. DATE OF BIRTH 9, AF’Er El,.':::;; ::‘TPE).ERI;LEAR l:nl::i’DER 2:“:115.
S r .
Male Caueasian wooweo[]  oivorcen[]| November 26, 1881 l |
10a. USUAL OCCUPATION (Give kind of work done { 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stote or country) & | 12. CITIZEN OF WHAT COUNTRY?
during mast of working life, sven if retired) INDUSTRY
Retired Vienna, Missour ‘ IS4
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF H_USBANQ OR WIFE
dack Katherine Kennedy Lillian Boden8eck
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY No.| 17, INFORMANT Address
{Yes, ne, or nnknqvm)‘(ll yws, give war or dates of service) . R
o LR9-05-1495 | Mrs, T.i11ien Bodendeck, 6560 P

18. CAUSE OF DEATHJEMer only one couse
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o)

per b (a}, (b}, and ().}, % .

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, If eny,
which gave tiss to
above causs (o),
stating the under-

2 : . : ! -~
DUE TO (b)

H¥o-]

7

z lying couse lost. DUE TO (¢}
E PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net related to the terminal disease conditlon given in PART | (a} 19. \F\,‘ASR'?ggﬁggY J\
i E
o
£ YES[] NO
2| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
w
Y a ] O
_lf) 2c. TIME OF . Hour Month, Day, Year
8 INJURY g,
X p-m.
204. INIURY OCCURRED 20¢. PLACE OF INJURY (a.g., inorcbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATG NOT WHILE 0 farm, factory, sirwet, office bldg., etc.)
WORK AT WORK )
21, | o the d d from o aond last kow: glive on
Degth ocfurred a1 Jle rh- dote stated above; ond to the best of my knowledge, from the tauses stalted.
220, SIGN 1 3 [ 22> ADDRESS ne. £o
i [ 2809 v/ ¢
rigl, cRebRTION, | zv. OATE” e HME’OF ri!uEfERv DR CREMATORY 23d. LOCATION (City, town, or county) T (shatey 3
REMOVAL {Spucity) . :
4/11/1959 Vienna Cemetery Vienna, Missouri ,

FUNERAL DIRECTOR ADDRESS

offueister Colonial Mortuary

25 DATE RECD. BY LOCAL REG.

APR9_'R9

T It

Ve

646/ Chippewa St., St. Louls

(Lt

d Embal

nt on Reverse Sids)

. 3.7,




.....

STATEMENT BY LICENSED EMBALMER

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

DY ME, OF BY oerieiieeii it ccrercci et reeensesraen e srssbassrasnsrassassansrsnassnsnancnaes ., Student Embalmer No. ..........ueciirees

working under my personal supervision.

Student s
Signature of Student Embalmer

P. O. Address. 1

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 2 STUDENT, he also shall sign in his OWN handwriting.

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

hl




