THE DIVISION OF HEALTH OF MISSOUR| 59_0200 05

t. Health, i
& Welfare J STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER
B, Public
th Service "Ltu JUN 9 1qggeglstmhon Distriet Ne. _j/ ; ..Primary Reglstmnon Dl!lrl:t Ne, _JB 0 e Reglstmr s No. No. . j %—3
-, -1..PLACE OF DEATH - 2. USUAL RESIDENCE (Where dececsed lived. Il institution: Residence beigre
5.300 ~ a. COUNTY St. Loui e a. STATE pIO b. COUNTYSt Loﬁ“ise'“"]
v 1-57 \ b. CIOTY (M autside corporate limits, give TOWNSHIP only) Inside Limirs <. CgRY L[;-‘g/ tnside Cimits
1 R
.i( TOWN Normandy Yes (M 8o 3 Town Overland YesEK] Ne[]
. ‘\ c. FgLfl; NAME OF (If NOT in hospital, give locatien) | Length of stoy in 1% d. STDRD%EES (If outside, give location) Reside on Farm
; HOSPITAL O A E
Vo “P INSTITUTIOPO Suliivan Home 29 moa. 3105 GQuiet Lane Yes[] No[X
R i NTAME OF DECEASED First Middle Last 4. DATE Month Day Year
. {Type or print} OF
. John F Metz DEATH 5 o7 59
.o 5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE Q1 IF UNDER 1 YEAR| IF UNDER 24 HRS.
(.". Ma .I.e ‘Hh 1 t e MARRIEDD NEVER MARR[EDK] O [} réi:r:;:’y; Manths | Days Howrs ] Min.
o ) o wooweo[]  oivorcen[J|  10-19-1899 g
\ ] 100. USUAL OCCUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City ond stote or country) 12. CITIZEN OF WHAT COUNTRY?
: dunng t of wosking lifs, sven if retired) DUSTRY
- ML_yard “foreman 2 0 RR Oran, Mo. o USA
} 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME DF HUSBAND CGR WIFE
John Metz Bertra Stuebenrock =
15. WAS DECEASED EVER IN U, 5, ARMED FORCES? 16, SOCIAL SECURITY NO,| 7. INFORMANT Address
(. , & 1§ yus, give war ar d [ service}
ﬁﬁo or unl novm)]{ yos, gi otes of service] none Lee Dalto*l 3105 Q,u let Lane
18. CAUSE OF DEATH {Enter only one cause per line fof/(a), {b), mad (c).} INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY %‘M ONﬁT % DEATH
IMMEDIATE CAUSE (a)
DUE TO (b}

Conditions, if any,

e ooee } v{ S’IM@J( Aictace M&«qml
stating th: nder-
Iyl;u 'c'uu.l.nu last. DUE TO ¢

Doctor, coroner, stc. must use only standord nomenclature in item 18. No symptoms will be listed.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

| z
- 2 PART Il. OTHER SIGNIFICANT counlﬂb&s CONTRIBUTING TO DEATH bul not ralated to the terminal dtsesse condition givan in PART 1 (a) 19- WAS AUTOPSY 4
! & & 3 PERFORMED?
5 & Hy 3x vES{] no[x
- =1 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART il of item 18.)
3 o O 0 ~ d
a ] -
v ol 20¢. TIME OF. Hour Manth, Day, Yeor
] i INJURYS aum.
‘v;v £ : p.m.
E 20d. INJURY OCCURRED 20a. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
- WHILE ATD NOT WHILE D farm, fuctory, strees, office b[dq otc.)
& WORK AT WORK
f 21- | attended the deceased frorn”/me% /ﬁ’ f ;J i to Z ‘and last suw"'h"’ alive on %M 25 / ?5"7
.E Death occurfgd ot (f ’ .’ mon date stated sbove; and to the bast of my knowl edge. 'om the couses s?uied
E 22q, SIG| RE e P {Degree or title) 22 DRESS
-1
3 M(_&VVVK 270 2-3/ /@/ /7,
23a. BURIAL, CREMATION, | 23b. DATE 23:. NAME OF CEMETERY OR CREMATORY 23d. LOCMON (Clry, town, or county) (Stnh)
2 REMOVALéSp.ciEy) - N
nemoval 5-29-59 Calvary Cemestery St. Iouis, Mo,

{Licensed Embalmar's Statement om Revercs Sida)

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD, BY LOCAL REG. REGI AR S?AT RE
Ortmann F Home ©222 Lagkland (5,27# 7“%" ﬁ’g@




STATEMENT BY LICENSED EMBALMER

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

DY M@, OF DY iiniiiiiniiviiirei ettt e ssrsasierevnrasrnsbesnssnssnsbusnsansenasnnsbrene ., Student Embalmer No. ......coocoveveenn.

working under my personal supervision.

I
Stuadent e Signed ((ZO

Signature of Student Embalmer
Licensed Embalmer No’x?;[?f

P. O. Address.....c.cocoveieeceeinrrnciiinnnnes

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.

f



