IRI DIVISION OF HEALTH — STANDARD CERTIFICAT
FILED VS SEP 21960318

Registration District No.

OF DEATH
- Primary Registration District Nu.1_--_____3_-___Rngllrrlr‘l Ne. _.._7.8.18.-

—60~-032740

STATE FILE NUMBER

NDED
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decosied lived. If institution: Residence befors
a. COUNTY a, STATE b. COUNTY sdmissian}
. : Missourl St.Louds
b. CII;Y (If ourside corporate limits, give TOWNSHIP only) Length of stay in 1 c. C(;TRY inside Limits '
TowN ST. IOUIS, MISSOURI TOWN Sapvington Yes O No[]
[ 'I:{UO%P'I!I'?\TEO‘I%F (!fﬁ(ﬁln hbofirg niiiclc):céﬁf’nll Inside Limits dAS;%EREE\;s (It cutsicde, give location) Reside on Farm
. INSTIT TAL h( N
; STITUTION es[] No[O _#2 Clovgrly Lane Yer O No O
I 3. NAME OF DECEASED Firsy Middle Last 4. DATE Month Day Year
| {Type or print) DEATH .
| CHARIES A POSTEL amnsm__é_lg&o_ ;
| 5. SEX 6. COLOR OR RACE 7. Morried ¥  Never Married [J [8. DATE OF BIRTH | 9- AGE (last birthday) | IF UN:ER 1 YEAR IF UNDER 24 HR :
Widowed Divorced Months | Days Hours Min.
Male White dowsd 0 Overewd O | G Baflly
10a. USUAL OCCUPATION {Give kind of work dona [ 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) { 12, CITIZEN OF WHAT COUNTRY
dyring t of working life, aven jf r ir-d
Retited q.ém: cyee of n| Biscuit Co. St.Loui
132, FATHER'S NAME 13b. MO'IHER‘S MAIDEN NAME 14. NAME OF RUSBAND OR WIFE
Jacob Postel Frieds Vogt Minnie Postel
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14, SOCIAL SECURITY NO. 17. INFORMANT Address
{Yes, no, or unknown) [ (If yes, give war or dates of service) .
no none Minnie Postel #2 Cloverly L%gg
[ 18, CAUSE OF DEAﬂ‘I (Enter only one cause per line for (a}, (b), and (c). INTERVAL BETWEEN .
E PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
z immepiate cause o} _RIGHT PIEURAL EFFUSION 2 TIAYS
U
<
P Conditions, if any,]  DUE 1o ) CONGESTIVE HEART FAILURE 10 YEARS
which gave rise to
nb-o?u :‘:uundll).
atat| the or-
o . out 10 ARTERIOSCLEROTIC HEART DISEASE 10 YEARS
= PART 1f. OTHER SIGNIFICANY CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART Il If deceased was female waes
g disease condition given in PART | (a) there s pregnancy in last 90 days.
S| MUCOCELE OF GALLBLADIER FRo.0 [0 e [ O |0 koown
E 19. WAS AUTOPSY 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW [INJURY OCCURRED, (Enter nature of injury in PART | or PART It of item 18.)
[ PERFORMED? [} a (]
] YES (Y NO D3
6 20c. TIME OF Hou Month, Day, Year
b= INJURY am,
g p.m.
20d. INJURY OCCURRED 20a. PLACE OF INJURY {e.g.. in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, factory, street, office bidg., #1c.)
NOT WHILE AT WORK [
21. | attended the deceased from_1 JUIE 19!‘3 fo_é_ms.u._lmm last saw :::, alive m_Auﬂm_ﬁ._]S_ﬁQ__
Death occurrad at f 12: 15 POHO m on the date stated sbove, and to the best of my knowledge, from the causes stated. i
Ll 320, 5 Degree or mlc] 22b. ADD 22c. DATE SIGNED
5 2 BARNES HOSPITAL /
§ . ’ _ ! HO D- & &
-4 23a. BURIAL, CREMATION, | 23b. DA?E 23c NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) 77 (State)
o REMOVAL [Specity)
T oval 8-9-1960 S S
Ce 24, FUNERAL DIRECTOR ADDRESS 25. DAIJE RECD. BY Loiglgﬁ
>-
»§ Eriegshauser 4228 S.EKingshighway Blw AUG 8 o / 7 L.




. 4

L
. a

STATEMENT BY LICENSED EMBALMER

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

ot by

Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embatmer

o ‘\
rdret TAG v Musr BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure 1o ¢o

with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shali sign in his OWN handwrmng
o . If this body is not embalmed fact should'bé so stated above.

PR ) . P

Signedﬂ@

o> = )

Licensed Embalmer No.

P. O. Address




