MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND ws|.9318

Primary: Registration Oistrict lO.Q& ________ Regisirar's No.

62—040607

STATE FILE NUMBER

10044

Registration District No.
DO NOT WRITE AMENDED .
ON THIS STUB —H’EEB‘GET‘H‘ 1962 -
1. PLACE OF DEATH 2, USUAL RESIDENCE (Where decessed lived. If institution: Residence before
VS 300 8 a, COUNTY a. STATE Miss Ourf COUNTY ; admission)
Rev. 4/59 2 B CITY (I cufiids corperata limits, give TOWNSHIP only) Langth of stay n 16 . CITY Tnside Limits
: % TOWN St, Louis , Mo, 185m St. Louis Yes ] No [
o . ;%éPrI‘I‘I'AATEOgF (M NQT in hospltal, give location) Inside Limits d. STREET (1f cutside, give location} Reside on Ferm
2 ﬁ z INSTTUTION A exian Bros Ho sp Yes [J No[J ADDRESS }4,2}_;,6 Bates St Yes [0 No (O
201K : . . =0 N
3 3. H:;:Eorogri?‘ﬁCEAsED First Middle Last 4, DOATE Menth Day Year
F
p Charles_ J. Ries pea  Oct, 18, 1962
D 5. SEX & COLOR OR RACE 7. Married X} Never Married [] % DATE OF BIRTH | - AGfsl'“' birthday} | IF UNDER | YEAR IF UNDER 24 HR
i ed [} Divorced (3 t 2 1 2 Menths | Days Hours Min.
5 male white Widow ept. 2919 37 .
o “ 10a, ;JSUAL OCCU:ATIC:‘N (G||ve kind of{worke::ne 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY
uri, most L} rking li e. ever\ [ T
3 etter Carr UeS. |Govh Affton, Mo USA
2 ) ] -
7 0 g lSa FATHER" S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
8——9 Julian BHies Theresa Trupka Catherine Rles
2 Wy 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SCCIAI SECURITY NG, 7. INFORMANT Address
< g{es, po, of unknown)l (Wesﬂe wewr dates g servic LOU.& Mo, -
9 w e W dI ] ,atherine Ries 246 Bates St,,
nter only one cause
10 < z PART t. DEATH WAS CAUSEDp;‘; ne IONP:.E)E¥TQLNIB)EB\Q’.E$#
2 ¥ A CHOGEN [l
ol G E3 IMMEDIATE CAUSE () ﬂo A C L TAN ~ L Mos
11 4
Cla b
e o
o {14} G Conditions, if any, DUE TO (b)
1 250 Q w ’J) which gave rise to g
z|z above cause (a), é) /
13 = = stating the under- !
lying cause last. DUE TO (¢}
= .
O ‘é PART 1. O_THER SIGN!FICANI COMNDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal PART [1l. If deceased was female was
-5.—0 o 2 disease condition given in PART | {a) there a pregnancy in [ast 90 days.
— <
5 g l[] Yes | ] Neo ] 3 Unknown
g 5 9. ;\éﬁ?oilﬂ%PSY 20a. ACCBENT SUICEl:IDE HOMDICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART I or PART |1 of item 18.)
] o -
o YES [J NO
Zz -
z |= < | Z0c.TIME OF  Houl  Monih, Day, Year |
w 0 < a INJURY a.m.
Z a £ e
— E 20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
v o nIOHILE AT WORK %I KO farm, factory, street, office bldg., atc.)
T WHILE AT WOR
O (a] .
w =y - s :
g o l: g 21. I attended the & d from /Jf)‘ i~ /9 o 1o, /d /JJ 4 Ea and last saw malivu on /o /f-c' ’!\
w g 9 Death occurred a2 1 1 1 O P L1, m on the date stated sbove, and to 1|'!e best of my knowledge, from the causes stated.
W 3 & 272, SIENA - {Degree or firle) 22b. ADDRESS > 73 DATE SIGNED
I - -
t 5 E - F 75 Lo -/ Gy
- 2 | 3 BURIAL, CREMAMON, [ 23b. DATE Zac. NAME OF CEMETERY OR CREMATORY 23d. LOCA (City, town, or county) State
o Pa REMOVAL (Spedify) [ )
e T removal 10-22-62 National Cem, Jeff, Br'ks. LMo,
5 < 24. FUNERA_I.hDIRECTORF ADDRESS 25. DATE RECD. BY LOCAL REG. GISTRAR'S 51 ATUR
Fod ! rn_purnera
s
— € g?é% Grpmg hf’Hoﬁunni 8 Mo OCT 19 1962 ” p




STATEMENT BY LICENSED EMBALMER

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

e — ]

or by Student Embalmer No.

working under my personal supervision. %0/ / .
— Z 2o
Student Signed — /

Signature of Student Embalmer
.z
Licensed Embaimer No %ng/

Thw 7 xﬂ/& . 0. Address_ 8. B 22 %M

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 QOWN handwriting.

If this body is not embalmed, fact should be so stated above.

- . . -




