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Doctor, coroner, etc. must use enly standord nomancloture in item 18. No symptoms will be listed. All
diseases in Part | must be casuvally reloted. Coroner cannot certify to a death due to notural causes.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

FILED VS AUG 4 1959

Ragistration District No. ooveem.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

59-027330

STATE FILE NUMBER

Resizfs 6882

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. !f institution: Resifance before
o, COUNTY a STATE M b. COUNTY admission)
O
b. C!TY {If cutside cvorul- limits, give TOWNSHIP only) | Inside Limits €. CIT 3 N Inside Limits’
Y N
7o St, Louis st Moo ¥ St. Louis YesO MoD
c. Egls_é.l_p:‘l-dE '?F (PNOTIH bospital, givelocation)]Length of stay in 1b 4, STREET T ouf:lda give location) Reside on Farm
o wsmtution St. Luke aporess  LO13 Keokuk YasO Noo
1. NAMK OF Firat Middle Laat 4. DATE Month Day Year
DECEASED OF b
(Type or prinf) Carl Je Weber CEATH 7 23 59
5 SEX 6. COLOR OR RACE 7. B. DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR bF UNDER 24 HRS.
MARRIED §e] NEVER MARRIED (] l ook birg-dnv) T Do [
M 0  _wivoweo [ pivorceo [ 2/28/05

10a. USUAL OCCUPATION (Gire kind of work done
during mogt of working life, even if retired)

r readesr

Union

105, KIND OF BUSINESS OR INDUSTRY

Electric

12, CITHEN OF WHAT COUNTRY T

G usaA

1. BIRTHPLACE (City and state ur country)

St. Louis M0

ATHER'S NAME

John

14, MOTHER'S MAIDEN NAME

Hammel

(Yee. no. or unknoen)

15, WAS DECEASED EVER [N U. S. ARMED FORCES?

| r; irjl T war or dales of service)

yes

16. SOCIAL SECURITY NO.

4,93-05-19243

17. INFORMANT Addrexs

Ruth Weber 4013 Keokuk

18. CAUSE OF DEATH [Enter only one cause per line for {a), (b). and {¢}.]
PART 1. DEATH WAS CAUSED BY:

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, if any,
whick garve rise to
above couse (2),
Aating the under-

IMMEDIATE CAUSE (a)}

<]
DUE TO (b) MMLMM%

-2 /o
e

FR2 0.4

= lying caige laxl. DUE TO (¢)

=] PART Il. OTHER SIGNIFICANT CONDITIONS CONTRISUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART {(a) i3 ;\‘E‘:g_ 3:;2;?"’

= 3

oL

] ves el no O /

:—: 20a. ACCIDENT SUICIDE HOMICIDE | 200 DESCRIBE HOW INJURY OCCURRED. (Enler nature of injury in Part Ior Pari 11 of item 18.)

§ d O O

.—“ 20¢. TIME OF Hour  Morth, Day, Year

hi INJURY 4, m.

=] p.om. .

it

X { 20d. INJURY OCCURRED e, PLACE OF INJURY {e. g., in or about hame, | 20f. CITY. TOWN. OR LOCATION COUNTY STATE
WHILE AT NOT WHILE farm, faetory, sreet, office bldg., ete.)
WORK AT WORK " ! 4 L

217 J attended the dec
Death cccurred at

and fast saw

he.

live an

N\ koI

eased from . to
m on the dafp stated above; and to the best of my nowledge, !ror«t.he éuus atated.

220% j ( Degree or title) 22b. ADDRESS 22¢. GATE SIGNED

e Ok D g b Talon V23/5

23a. EE:’J#;S?E""I}’;‘] 2. DATE ¢ 23. NAME OF CEMETERY OR CREMATORY 23d. LOPAKION (City. torrn. or county) / (Stefey
remova 7/25/59 Lake Charles Cem. St. Louis Co. Mo.

24. FUNERAL DIRECTOR

ADDRESS

Sohumacher 3013 Meramec

25. DATE :ﬁit aiuj:lh'sﬂgc

{Licensed Embalmer’s Statement on Reverse Side)

26. REGISTRAR'S SIGNATURE
% .

L
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STATEMENT BY LICENSED EMBALMER

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

, Student Embalmer No..........

by MM, OF By .. Crrererraereaeaaeas

working under my personal supervision,.

Student ... oooiiit i e iiiatia e aieaaan
Signeture of Stodent Enbalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F
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‘:tl':is_bo\dy i?_ ‘nfpt. _err}l?allmed, farip shtj:ulflgbe ﬁso stated above. -

e ks . N .



