JR1 DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —026855
'.iu‘;ﬂqil#lu’!\-m;iZhﬁgg ______________ ___Primary Registration District No. ________________| Regiltrnr'la ___6367___ STATE FILE NUMBER

NDED
Z
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoased lived. |f innimtion:kfﬁeme before
a. COUNTY a. STATE b. COUNTY asdmission)
Missouri
b. c(.!)? (1f outside corporate limits, give TOWHNSHILP only) Length of stay in 1b €. CCI)TRV Inside Limits
TOWN St. Louis 35 minutés owN St, Louis You (X No [
<, FULL NAME OF (if NOT in hospital, give location} Inside Limits d. STREET (If qutside, give location) Reside on Farm
HOSPITAL O ADDRESS
INsTTUTioN. De Paul Hospital Yes [ Ne O 4338a John Avenue Yes [1 No 3
3. (P_:AME OF DECEASED First Middle Last 4, Dék":l'E Month Day Year
ype or print)
Clarence W, Kohring, Sr. pEATH  July 4 1959
5. SEX 6, COLOR OR RACE 7. Married [ Never Married (1 |8, DATE OF BIRTH | ¥. AGE (lawt birthday} | IF UNhDER ] YEAR IF UNDER 24 HR
Widowed 3 Divorced [ Months Days Hours Min.
Male White 1-27-1897 62

10a. USUAL OCCUPATION (Give kind of work done { 10b. KIND OF BUSINESS OR INDUSTRY} 11. BIRTHPLACE {City and state or country) | 12, CITIZEN OF WHAT COUNTRY

during most of workipg life, even if getired) KOhring Market’ N
Meat. Cutter (fﬁet 3 redi St., Louis, Missouri U,S,A,
—Sefwmioyac * 174 NAME OF HUSBAND OR Wite

13a. FATHER'S NAME N NAME
: Minnie Joost Clara E, Kohring
15. WAS DECEASED EVER IN U.5, FORCES? 16. SOCIAL SECURITY NO, 17. INFORMANT Address
(Yes, no, or unkpown)[ {If yes, give war or dates of rervice) _ -
O [ 4,93-03-0864 rs. Clm_E._KohJ:ing,_l.gsﬁa_.L:h.n_AW_
= 18. CAUSE OF DEATH (Enter only one cause per line for {b), and (c}. INTERVAL BET
E PART I. DEATH WAS CAUSED BY: / iET AE DEATH
—_§~, IMMEDIATE CAUSE (a)
[
2 A T Y
a1 Conditions, if any, DUE TO (B) W
which gave rise to [ 4
above cause (a},
stating the under-
lying cause last. DUE TO {c)
F4 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 1O DEATH but not related ro the terminal PART HI, 1f deceased was female was
g disease condition given in PART | (e) there & pregnancy in last 90 days.
§ [D Yes | O MNe | [ Unknewn
E 19. WAS AUTOPSY 20s. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED, (En:er nature of injury in PART | or PART i of item 18.)
x PERFORMED? ]
o YES[J NOQE
- -
&t T20c. TIME OF  How Month, Day, Year
o INJURY a.m,
g p.m.
3 20d. INJURY OCCURRED 20e. PLACE OF INJURY {8.g., in or about homel 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J —JMWW
NOT WHILE AT WORK [J e
-
21. | attended the decessed frnm_M_/ul. 1u_;ﬁ£7_'é‘_d%_.nd last saw p ., alive o
Death occurred at 2 =l}5 AM m on the date stated above, and to the best »f my kitbwledge, from the causes stated.
) 22..s|cnuu% {Degran or Lse) 22b. ADDRE ] 22c. DATE SIGNED
2 L 717 74 S9
2 23a. BURIAL, CREMATION, | 23b. DATE 23¢c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION [City, town, or courgh) (State)
o REMOVAL (Specify)
e July 7, 1959| Friedens Cemgtery
< 24. FUNERAL DIRECTOR - ADDRESS 25, "DATP RECD. BY LOCAL REG.
%| Math Hermann & Son, Inc., 2161 E. Fair JiL 6 '58~
(Lic‘e_n.ud Embalmer‘s Statement on Reverse Side}
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STATEMENT BY LICENSED EMBALMER
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! hereby certify. thai*thesbady. Whose .hame,-iquacgrc_f‘aﬁt! on the reverse side of this certificate was embalmed by

Student Embalmer No.

working under my personal supervision.

Student

*

Signature of Student Embalmer

Lo Licensed Embalmer Noéz J Z
e -5~£~4'-‘°‘.’- P. Q. Address__%mad'_

Note The above MUST BE SIGNED BY THE LICENSED EMBALMER ln hIS OWN HANDWRITING. {Failure to cos
. .with therabove consmutes groun Aor revocahon of Lcense) B W) '\j

If-€mbaimed b by a STUDENT, he 3lso shall’ sngn i his OWN-handWri’hngS-. ,
If this body is not embalmed, fact should be so stated above.




