Health,
L Welfare
Public

Service

1.

. COUNTY

PLACE OF DEATH

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

egistration Diskict No, ..

34—7________Primuty Registration District No.

09-023716

STATE FILE

NUMBER

74@

/’ a.

St. Louke

2. USUAL RESIDENCE (Where deceased lived
STATE Mjggouri

. [f institution: Residence befdTe
b COUNTYgY " Loutl™es

. CITY {If outside corporate limits, give TOWNSHIP only)

Ol
TOWN Normandy

CITyY

Inside Limits

Ynsx:l Ne{ )

c.

21

OR
TowN Normandy

417/

Inside Limits

Ya:@ No [}

. FULL NAME OF (If NOT in hespital, give location}
HOSPITAL OR
INSTITUTION

Length of stay in 1b . STREET

50 Years

7705 Ratural Brid

{H outside, give location)

ADDRESSPR05 Natural Bridge Bl

Reside on F
" Yes [} Nng

3. NAME OF DECEASED

(Type or print}

Last

GOERE, JR.

Middle

WILLIAM

Firs

FRETERICK

Month

June 7th,

4, DATE
DEATH

Day

1959

Year

- 5. SEX

Male

o

§. COLOR OR RACE

White

T‘MARRIED@ NEYER MARRIEDD 8. DATE OF BIRTH

/ wboweo[) pivorcen[”]

9. AGE (In years

F UNDER 1 YEAR|

IF UNDER 24 HRS.

éﬁ: birthday)

Manthg | Days

Hours J Min.

10a. USUAL OCCUPATION (Give kind of work dona

Ret Tred Tt & Mt E er

May 22nd, 1878

10b. KIND OF BUSINESS OR

PItiYing

11. BIRTHPLACE (City and state or country}

St. Louis, Mlissouri

o

12. CITIZEN OF WHAT COUNTRY?

USA

13a. FATHER'S NAME

Frederick

13b. MOTHER'S MAIDEN NAME

Wm. Goels Anna Riecke

14, NAME OF HUSBAND OR WIFE

lizabeth Goels

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

(Y-.,nnoer l.lﬁl:rnwn)l{ll ytﬁdﬂdw or dates of service)

16. SOCIAL SECURITY NO.| 17, [NFORMANT

485-.10-8001

Elizabeth Goekes, 7705 Na.tura.l Bridge Bl.,

ND FYmprom3s wils Dg 113T€d.

18. CAUSE OF
PART I

Conditions, if any,
which gove rise to
obove cause (a),
stating the undesr-
lying eause lost.

DEATH (Enter only one cause per line for {a), (b}, and ().}
DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a) __,@4“

INTERVAL BETWEEN
ONSET AND DEATH

&,

} M4444

DUE TO (¢}

DUETO(b),_M %"'W W//

/2~F-8TF

PART Il, OTHER 5IGNIFICANT CONDITIDNS CONTRIBUTING TO DEATH but nat r-la'o(}é"ha hrmlnul dissase :oudiﬂo‘ﬁ';i:.n in PART | {a}

A 2¢/H

19. WAS AUTOPSY
PERFORME
YES [] NO L

200. ACCI
O

iDE_ HQMICIDE
(|

R

B

—

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)

TIME OF
INJURY

Ae.

MEDICAL CERTIFICATION

.Hour

—

Month, Day, Y ear
a.m.
p.m.

TR w3 UM S IR PR T s O,

20d

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

. INJURY OC £D
WHILE A 0T WHILE
WOR AT WORK

20e. PLACE OF [INJURY (e.g., inor cbouthome,
farm, foctory, street, office bldg., etc.}

O

20f. CITY, TOWN, OR LOCATION

—

21,

| attended the deceased from
Death occurred of

2/ 3 752 .
1

and last "“"t

alive on

Pkl /75

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

—— iy wTITTIMI Wi

All diseases in Part | must be causally related.

WM

27b. ADDRESS

73,5 (o

D or titl
(Degree or title) o

2.

yi7nso

23a. BURIAL, CREMATION,
REMOY wcify)
Cremat{8h

23b. DATE 23c. NAME OF CEMETERY OR CREMATORY

6=11-59 Valhalla Grematory

23d. LOCATION (City, town, ar county}

t Sv_oroi

§t. Louis County, Missouri '

dhiﬁﬁ‘ﬁ"“?ﬁhrz
HOME,

4828 Na¥iral Bri B4 PATERECO: BY LocAL REG.
st. dee

Louis, 15, Missouri. é"?"ﬁ

Lt d Embalmer’s Stat t on Reverss Side)

ISTR§R"S SIGRATURE
%, éf :/- ;k‘wg +
7 r v




*UOW

Lyunon Ul OTIL
eIng
KL 00 03 WIOOIE BIMOH

STATEMENT BY LICENSED EMBALMER

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

L] =T O O g S RLLLIS AT ., Student Embalmer No. .............c...

working under my personal supervision.

StudEnt cieiiiii e rss s s e Signed ...} Jﬂ-«{&f{}(—k—amoﬁ-‘—x.@ .........

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.




