H OF MISSOUR)
. XC-2046 98 16 THE DIVISION OF HEALT 59_0231713
Yalfore Reg 120 532 STANDARD CERT"'(A"! OF DEATH STATE FILE NUMBER
bl *
rrvi:. "]' pln JUL 3 1‘qqq:gistra1ion_ D'lsii_ci No. onanns.) L; ..j...,?.“.._,Primary Reg-illmﬁion District Ne. ___\ e R°9i"'°"s_ﬂ&.-z_78.a._ -
Y —— .
1. PLACE OF DEATH N 2. USUAL RESIDENCE (Where deceased lived. If institution: Raudenca b)efo
. mis gion
00 a. COUNTY 8T. LOUIS a. STATE TLLINOIS b. COUNTY MADISO ﬁ s
-57 b. CgRY {If autside corporate limits, give TOWNSHIP only) Inside Limits c. CgRY Inside Limits
10w JEFFERSON BARRACKS, Mo, [vell~[@ Town  GRANITE CITY Yes¥) NoOJ
¢. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STDT)IIE?EEE {If outside, give location) Reside on Farm
o POSTNaR VET.ADM. HOSPITAL | 465 DAYS ADDRES$1 38 STATE STREET Yos (] Nodg]
3. MAME OF DECEASED First Middle Last 4. DATE Month Day Yeor
{Type or print} OF
ANDREW FRANCIS EILER DEATH  6«26-59
5. SEX 6. COLOR OR RACE T'MARRIEDDNEVER areie kK] 8. DATE OF BIRTH 9. AGE Ei,:':;:;; ;‘:‘r:aens;f:mi I::::DER 2;:3?5.
MALE < WHITE s woowes[] pivorceo[ )|  5-26-1889 l'?(b | ]

10a. USUAL OCCUPATION

gw. "(‘ﬁﬂﬁﬁ"" avan if ratired}

(Giva kind of wark dene

10b. KIND OF BUSINESS OR

PAINY "% WALLPAPER

1.

ST.LOUIS, MO.

BIRTHPLACE (City and stote or country)

o

12. CITIZEN OF WHAT COUNTRY?

USA

13a. FATHER'S NAME

ANDREW F. EILER

MARY HOFFMAN

13k. MOTHER'S MAIDEN NAME

14. NAME CF HUSBAND QR WIFE

15. WAS DECEASED EVER

IN L. 5. ARMED FORCES?

(Y.YES" mkmwn)l(" yes, thur dates of servics)

16. SOCIAL SECURITY HO.

17.

INFORMANT

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Fart | must be cousally related,

MEDLCAL CERTIFICATION

PART t. DE

which gave ris.
above couse
stating the un
lying cousa |

IMMEDIATE CAUSE (a)

Conditions, if any,

ATH WAS CALISED BY:

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

CORONARY THROMBOSIS

VA HOSP, RECORDS, JEFFERSON BARR

Address

INTERVAL BETWEEN
ONSET AND DEATH

Min.

ARTERIOSCLEROSIS

DUE TO (b)
& to
{a),
der-
LIIN

}

DUE TO (c)

PART M. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disense condition given in PART I (a)

ARTERICSCILEROSIS, GENERAL AND CEREBRAL

Hae ]

19. WAS AUTOPSY

PERFORMEE 2
YES[[] NO

0

200. ACCIDENT SUICIDE HOMICIDE
&

O

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In PART | or PART If of i.!_gn:.la.)

. ‘TIME OF

NJURY

a.m.
p.m.

Haur

Month, Day, Year

20d. INJURY OCCUR

WHILE AT
WORK O]

HOT WHILE
AT WORK

RED 20e. PLACE OF

farm, factor

a

INJURY {e.g., inor about heme,
y, street, office bldg., etc.}

20 CITY, TOWN, OR LOCATION

COUNTY

STATE

Dw!h,occurr-d o

21. /cnended the deceased frun 3- 18-58

5 p.m.

o_6-06-50  andl

m on the date stated above; and 1o the best of my knowledge, from the causes stated.

220 SIGNA 15(// (Degrae or title) a 22b. ADDRESS 27¢. PATE SIGNED
FI irector Professional . _M.D. VA HOSP.JEFFERSON BARRACKS,MO.
23a. BURIAL, cnsnnmu‘} Fiv., DATE 23¢. NAME OF CEMETERY OR CREMATORY 23d_ERCAT ION (City, towp, o1 county w)-
REMOVAL (Specify)
. L-27-55 2

ADDRESS

/ Las. DATE RECD. BY LOCAL REG

q
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STATEMENT BY LICENSED EMBALMER

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

by me, or by

working under my personal supervision.

Student ..ccoviiii e s
Signature of Student Embalmer

- - -Licerised_Embalmer No.
P.O. Address........cooeeeeeeeereeeeeraerens

"Note: The above MUST BE S[GNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failur
to comply with the above constitutes grounds for revocation of hcense)

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.




