“-‘

SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

Registration District No. ____-___318__Jrnmury Registration District Nlma______hgmrar ‘s No. -.4.307.---

—61~-018965. |

STATE FILE NUMBER

1. PLACE QF DEATH

a. COUNTY

2. USUAL RESIDENCE (Whern decessed lived.
o s51are Mo, b. COUNTY - .

If institution: Residence before

~ . admission)

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

185m St. Louis

Length of stay in b

c. CITY
own St.Louis

¢ FULL NAME OF {If NOT in hospital, give location)

HOSPITA

werution Christian Ho spital

Inside Limits

Yes X No [J

d. STREET (If cutside, giva location)

AOOREB669 Oriole Ave,

Reside on Farm

Yes 0 No Q:

INSTEAD OF

SHOULD READ

ITEM NO.,

DOCUMENT

BY AFFIDAVIT OF

3. NAME OF DECEASED Firs?

(Type or print} ADALINE

Middie

FALLERT

Last 4. DATE

oA May 23

Month Day

Year

1961

5. SEX 6“ COLOR OR RALE
Female hite

7. Marriec)d]  Never Married [J
Widowed [J Divorced OJ

B. DATE OF BIRTH | 9. AGE (last birthday)

IF_ UNDER 1 YEAR

IF UNDER 24 HR

Months

1-18-1897 64

Days

i
Inside Limirs
Yn& Ne [

!

!

|

i

!

Hours Min.

10a. USUAL OCCUPATION {Giva kind of work done
#mg most of wo :ng lite, even if ratired)
usewil

10b. KIND OF BUSINESS OR INDUSTRY| 11.

None

BIRTHPLACE (City and state or country)

St. Louis Mo.

12. CITIZEN OF WHAT COUNTRY

Ua S.A.

13s. FATHER'S NAME

R

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

{Yes, no or un%:mw*) PI& yes, giv;v;l:“or*d‘t;: ;f‘ervi;uzk

136, MOTHER'S MAIDEN NAME
Theresa Rosso

14, NAME OF HUSBAND OR WIFE

Clifford D, Fallert

16. SOCLAL SECURITY NO.

None

17. INFORMANT Address

Clifford Fallert 8669 Oriole Ave.

PART I. DEATH WAS CAUSED BY

I 1ATE CALISE (a)

g

DUE TO [¢)

N

18. CAUSE OF DEATH (Enter only one tause pur line for {a), (b), and ().

zq(:lftf& Cowes{ws HG:UT r [ore

INTERVAL BETWEEN
ONSEF-AND DEATH

P -

/ H, rieolay F brillat.

¥331

ﬁvb’tlé Mos.

PART It

disease condition given in

OTHER SIGNIFICANT CONDINOP:S) CONTRIBUTING TCO DEATH but not related to the terminal

PART

Peobc ble Cetr Ermbol e Phenomene. ¢sheeats & lepod fu

PART 1M If

deceazsd was
there a pregnancy in last 90 days. .

female wns]

iDYes |

-

I R Unir.nowng_
L

19. WAS AUTOPSY
PERFQ D?
YES NO (O

20a. ACCIDENT  SUICIDE
(8] ]

HOMEI!CIDE 20b. DESCRIB

HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1l of item 18.)

70c. TIME OF  Houl  Manth, Day, Year |
INJURY  a.m.

p.m,

MEDICAL CERTIFICATION

20d. FMJURY QCCURRED
WHILE AT WORK [J
NOT WHILE AT WORK [J

20e. PLACE OF INJURY [e.g., in or about home,
farm, factory, street, office bidg., e1c.}

= Y

201. CITY, TOWN, OR LOCATION COUNTY

STATE

-
g
21. | attended the deceased fro =

Aret 3=

3-23-(/¢

and fast saw ::;I'iﬂ on

F-23-Cr

3 I*

Death occurred at

m on the date stated above, and to the best of my knowledge, from the couses stated,

[Degree or title}

ug

22h. ADDRESS,

0y 9% (et Flon ssal fe

22c. DATE SIGNED

D-23-(/

22a, SIGNA‘IUR% : Z :
235, BURIAL, CREMATION, | 23b. DATE
REMOVAL (Specify)

Burig 5/26/1961

Calvary Cemet

23c. NAME OF CEMETERY OR CREMATORY

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

St, Louis

er

(State}

MO.

ibﬁ‘r’a”?ﬁ&ﬁif‘ﬁ“sou — 5541 RIVERVIEW BLVD.

25. DATE R

MAY 24 1961

D. BY LOCAL REG.




.t LT

LRI
> Y
v . "t _':a
e
LR AN ” n"" .[ :"l"":‘.‘."-"z B ’
STATEMENT BY LICENSED EMlBA].ME_R\‘ -
Toa ! IR
t o may

N i B 4
| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by : Student Embalmer No.

weorking under my personal supervision.

Student.

Signature of Student Embalmer

Licensed Embalimer No. &jfﬁd

P. O. Addressm

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 stdted above.

R




