. MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —62-012980
) PEPARTMENT oF Pu BL':eg:::i:nT:im:: :oiﬂ ELrant 3 ] 8 Primary Registration District No. _.1Q_Q_3___Reqisrrar‘l No. __-.23258- STATE FILE NUMBER

DO NOT WRITE Iy
ON THIS 5TUB AMENDED
1. PLACE OF DEATH bl 2. USUAL RESIDENCE (Where deceased lived. 1f institution: Residence before
VS 300 8 a. COUNTY a. STATEMO/ b. COUNTY admission}
Rev. 4/59 % b. cgkv (If outside carporate limits, give TOWNSHIP only} Length of stay in 1b <. %EY Inside Limifs
w ™ - .
E TOWN St o Louis . MO. TOWN St . Loui g Yes 0 Ne O
1 c. FULL NAME OF (H NOT in haspital, give location) Insicde Limits d. STREET {If cutside, give location) Reside on Farm
—_— & HOSPITAL OR ADDRESS
2 Z 444: INSTIUTION T utheran Hospital Yei O No[J 36414— Ohlo Yos 1 No O
3 - 3. NAME OF DECEASED First Middle Last 14, DATE Month Day Year
{Type or print} OF
7 Auvgust Mayer A Mar, 9, 1962
Ja. 5. SEX 6. COLOR OR RACE 7. Married Nover Married [ |8. DATE OF BIRTH | % AGE (last birthday) | IF UNhDER IDVEAR ::UNDER 2': HR
Widowed Diverced Months ays ours | in.
5 male white ' J[0ct,28,1891 70
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDPUSTRY| 11. BIRTHPLACE {City and state or country} | 12. CITIZEN OF WHAT COUNTRY
& W during most of working life, even if refired} '
% Ret Haorsman J"Iv Walllrar St. Louls Mo, USA
7 ~ 13a. FA'IHER"S NAME e 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
oI5
e Unk Mayer Unknown Julia Hittler HMayer
8 f vy 15. WAS DECEASED EVER LN U.5. ARMED FORCES? 14 SOCIAL COOLIDITY RIS 17. INFORMANT St L 1gddre:
< (Yes, no, or unknown) | (If yes, give war or dates of |en1i£‘ ou
9 w y ar _ rs. Julia Maver 3644 Oh1 o
- 18. CAUSE OF DEATH {Enter only cne cause per line INTERY,
10 < Z PART | DEATH WAS CAUSED BY: grAL DETWEEN
2l = - MMEDIATE CAUSE (a} mcﬁ%;,r\/\ ‘Qn.
010 2
" s a\
g g 3 . ] W
12 = a " UE 1O () Wﬂéz(ﬂ—ﬁe— * o
é i -3 I - f () Lovd
zE Lo (£ W / /- 6@4@ )
I|Z2 .
13 = 3 DUE 10 &) Wea /= f
(Z) z PART 11, OTHER SI IFICANT CONDITlONS CONTRIBUTING TO DEATH,but not related to the terminal PART IlI. i  decessed was female was
{ g " disease cgpflition given in P. “Z& thare a pregnancy in last 90 days.
Z v
E § ] [J Yes | O No l O Unknown
E E 19. WAS AUTOPSY a. ACCIDENT SUICIDE HOMICIDE ) 20b. DESCRIBE HOW INJURY QOCCURRED. (Enter nature of injury in PART | or PART 11 of item 18.)
5 i PEREQRMED?
z u msﬁl NO O L’ﬁa 0 0
z 5 20¢. TIME OF Hour Month, Day, Year
5 B INJURY  a.m.
L¥ g % p.m.
Z E 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.Q., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
o WHILE AT WORK (O3 farm, fagtory, strget, offica bldg., etc.) )
» NOT WHILE AT WORK [ f ] /
U o fa) <> frid (‘9'2,/ 2 - L]
J A - '
é o g é 21. | attended the d s d from. a/ / ‘O_KWM last uv'\'rmve on b,/g/ 6 7/
w ; 9 Death occufred at_" n the dete stated gbove, and to the best of my knowledge, from the couser siated.
ri
g a 8 o Zia. SIGNATURE title} 22b. ADDRESS 22c. DATE SIGNED
> | |Z o o
z | = 4 12 1962
< 23a. BURIAL, CREMATION, | 23b. DATE [ Z3c. NAMEAF CEMETERY OR CREMATORY 23d. LOCATION (City Jdown, or county) {State)
o o REMOVAL (Specify}
z | _removal 3=13-62 National Cem, Jeff, Brks.,Mo.
= s 2:‘?.’ FUN%R?]L DIEECTOf‘_‘ l H ADDRESS 25. DATE RECD. BY LOCAL REG. |26, REGI R'S SPENAT
= > ou errn unera ome y
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- STATEMENT. BY LICENSED EMBALMER oo T

.

1 M
[ ¢

- *
| hereby cerfify that the body whose name-is reco’rgled on the reverse side1 of 'this_certificate was embalmed by me,

-

or by Student Embalmer No._____

working under my personal supervision. Z M
Student Signe

Signature of Student Embalmer
) Licensed Embalmer No. 44?4//
o . P. 0. Address {_5/‘,2

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 stated above.




