Health, .
BI.,W:II-fura é STANDARD CERTIHCAT! OF DEATH STATE FILE NUMBER
ublic
Service n JUN 1 2 19%;.;"3“9:‘ District No. . ...3[7,,,_,_,,_._.._Primury Regis:ruii?l: District No. ___ ¢ \5__ Reglstrur sNo.._... mi
7
3. PLACE OF DEATH . 2. USUAL RESIDENCE (Where deceased lived. If institution: Rasidence before
. 300 a. COUNTY St Louis a STATE Mo b, COUNTY admi,,;7?/
1-57 b. CITY {lfoutside grporae |imirq,fi__[g TOWNSHIP anly) Inside Ligits e. CITY . Inside Limits
Tgw enviile e ] 185N St Louis Yes [T No []
_1_ c. FULL NA::HEOOF (1f NOT in hospital, give location) | Length of stay in 1b d. STR 6 i Durslde give location) Reside on Farm
HOSPITAL OR 2 3 ADDRESS
2} ¢ inenrorion Miller Nursing Lome YRS 1965 Bonita Yes (] No
| BEY (PfrA.ME OF DE)CEASED First Middle Last 4. DATE Month Day Yeor
int . OF
ype or pri Joseph Sax DEATH June 6, 1959
5. SEX 6. COLOR OR RACE 7‘MARR|ED|:| NEVER MARRIED[ ] 8. DATE OF BIRTH 9. AGE (In years JF UNDER | YEAR] IF UNDER 24 HRS.
male o Whlte .:}\ WIDOWED[X DlvochDD Aug 3 , 1869 nginhdny) Months | Days Haurs Min,
10a. USUAL OCCUPATION {Give kind of work dons | 10b. KIND OF BUSINESS OR H. BIRTHPLACE [City ond stote or country) 12. CITIZEN OF WHAT COUNTRY?
dﬂj%\i%&r“"' life, even if retired) sﬁ%@‘! Cutter St' Louis MO . o SA

Doctor, coroner, atc. must use only standord nomanclature in item 18. Mo symptoms will be listed.

All diseases in Port | must be causally ralated.

THE DIVISION OF HEALTH OF MISSOUR|

59—-020026

130. FATHER'S NAME

Christ Sax

13b. MOTHER'S MAIDEN NAME
not known

QF HUSBANDGOR WIFE

14, NAME ;D
*

15. WAS DECEASED EVER IN U. S. ARMED FORCES?
{Yes, naJ3Qunknawn)| (If yax, give wor or dates of service)

16. SOCIAL SECURITY NO.
nene

EdINFO

mp

h965 Bonitéddress

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

18. CAUSE OF DEATH (Enter only one covse per
PART k. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

line for {a}, (b}, and {c).}

C v gapebbisBle: Nt (0o sare
(oo 10 cborpars

ONSET AND DEATE

INTERVAL BETWEEN

é,%w

Wm/zz /</ 2M

D

22b ADDRESS /

Conditions, if any, DUE TO (b)
which gove rlse to \ N
above caouse ({a),
stoting the under- } W
z lying cavie last. DUE TO {c)
E PART Il, OTHER SIGMIFICANT CONDITIONS CONTRIBUTING TO DEATI-/buf not raloted to the tarminal diswass condition glven in PART i (a) 19. gAS ACL)JTOPSY =
ERFORMED?
& Lo O YES[] NOL#"|
5| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART |l of item 18.}
w
v O & O
O 20c. TIME OF Hour Manth, Day, Year
2 INJURY a.m.
3 p.m. .
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.q., inor abouthome,[ 204. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NQOT WHILE D farm, foctory, siraet, office bidg,, etc.)
WORK O AT WORK o PR
21. 1 attended the decoated Fron Ha . /? 56, %«X & /Z,?na last saw £¥" clive an &-~7-7
Death occurred at =LY a the dote stated ubmé, ond 1o the bas: of my knowledge, from the cuu/ci stated.
22a.SIGNATURE title) 22c. PATE SIGNED

(-

~

23b DATE

6/8/59

234 BURIAL, C MATION,
“Hpigr

23c. NAME OF CEMETERY OR CREMATOR\’

Lanrel Hil

s Garden

234 LGCATION {City, town, or county)

3t Louis County Mo,

{Stote} /

24, FURERAL DIRECTOR

John L Ziegenhein & Sons 7027 Gravois

25. DATE RECD. BY LOCAL R

-2

2. R

TRAR'S SIGNATURE

/%””

{Licenswd Embaimet's Statement on Reverse Side)

R
[




“

STATEMENT BY LICENSED EMBALMER

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

by me, 0r By .o s , Student Embalmer No. ...................

m@é,ﬂ7 ..............

Licensed Embalm No..% ....... \.?
P. O. Addresﬂ.. o A

working under my personal supervision,

YT =] 1 SO Signed ... /.,
Signature of Student Embalmer

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.



