JRI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH _60_021931
E"'ED y%eo u Hon Dignc’lago.-_-_jz_?_-__i'nmory Registration District No. _ﬂ!--_kwunar *s No. _/ 7 STATE FILE NUMBER

NDED
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where d&:nsed lived. If institution: Residence before
. COUNTY . STATE . UNTY 11
* St . LOU.lS L Hl Ssour:b <o admission)
b. CCI)LY (If outside corporate timity, give TOWNSHIP only} length of stay in 1b ¢. CITY Inside Limits
. OR .
TOWN Koch’ Mlssourl 189 days TOWN St. LOUlS P Yes [ No [J
c. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET .S.Z 2 MM’ Reside on Farm
Wi Robt. Koch H g N s> 28 '
N nobt. Kocnh Hosp. ey NeO St. Louis Chr, Hosp, |[Y=O Mg
3. NAME OF DECEASED First Middla Last 4, DATE Manth Day Year
{Type or prin) OF
Walterl __Raymendlter Iuensbeink °-T 5-  13-60
5. SEx 6. COLOR OR RACE 7. Marriad Never Married [] [8. DATE OF BIRTH | 7; AGE (last birthday) ¢ IF UNhDER 1 YEAR IF UNDER 24 HR
. i i . Months ] Days Hours Min.
I‘Iale Whlte Widowed Divorced {J LI' 62 yr. s y
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 worlung life, even if retired) s
&) General CableCe, St. Louis, Me, U.5.A.
1327 FATHER'S NAME 13b. MOTHER'S MAIDEN NAME T4. NAME OF HUSBAND OR WIFE

Hem:;t Inenshzinkgﬂa: ) lemelia Miller {(Dec.) Florence Lpgnebg‘lnk
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14. SOCIAL SECURITY NO. 17. INFORMANT Address A Tl

e g N ana o ,92-10~7994 | Robt.Koch Hosp. Record, Koch, Mo.

[ 18. CAUSE OF DEATH (Enter only one cause per line for (), [k}, and {(c). INTERV AL BETWEEN
E PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
= IMMEDIATE CAUSE (a) a/
]
(% I 4 J
o]
Q Conditions, if sny, BUE TO (b)
which gave rise to
above cause (a),
stating the under-
lying cause last. DUE TO {¢)
z PART 1i. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted 1o the terminak PART 111 If deceared war female was
g disease condition given in PART | (a) there a pregnancy in last 90 days.
§ ’El Yas l O No l [0 Unknown
E 19. WAS AUTOPSY a. ACCIDENT  SUICIDE  HOMICIDE 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Ii of item 18.)
[ PERFORMED? 0 O O
s YESE NO
- .
&} T20c. TIME OF  Houl Month, Day, Year
& INJURY a.m.
g p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY [e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, sireet, coffice bidg., etc.)
NOT WHILE AT WORK [J .
21. | attended the deceased fro";——-l-l—-g--sg———. to S—LB "60 and last zaw ::‘r', alive on, 5-13 —60
Death occurred st L": l 5 P ] m on the date stated shove, and to the best of my knowledge, from the causer stated,
5 22a. SIGNATURE {Qegree or titls) 22b. ADDRESS 22¢c. DATE SIGNED
. -
= ﬁM &M at ? Robt. Koch Hosp. Koch,Mo. | 5-13-60
Z | “F eurIAL, CREMATION, [ 236. DATE [#5c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) {State)
9 REMOVAL (Specify}
i
'Y
< 24, FUNERAL DIRECTOR - 25. DATE.RECD. BY l.OCil REG. .
>~ .
alFendler Und, Ce \ £~ fF-Co ?

{Licensed Embalmer's Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER {

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

or by Student Embalmer No.

working under my personal supervision. .

y .
Student Signed1 A ALl A d A

Signafure of Student Embaimer
Licensed Embalmer NO-__—,Z

' ' P. O. Address KO Sl LA

’ - Note: The above MUST BE SIGNED BY THE LI\CENSED EMBALMER in his OWN HANDWRITING. (Failure to con
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. ' ¢ ' T

.
H - . » -



