MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH , B63-041791 .
DERPARTMENT OF PU Ll:eg:'::;fbn:“;:a:owsl.r.\m 8  prteery Regiamaton Disyie plooa_-_-__‘_neg-smr Mo, _-LOEH_S STATE FILE NUMBER

DO NOT WRITE AMENDED -~ T — T ommmmememm—mmT —

ON THIS STUB =1 = AT O 1 4nno
F e or oy 311963 2 USUAT RESIDENCE (Where” deceated If imlitution. Reyidence before
a. COUNTY - a. STATE Mo. b. COUNTY 2.4 * / sdmission)

VS 300
Rev. 4/59

+

b. C(I)'I: {If ourside corporate limits, give TOWNSHIP only} Length of stay in 1b . COILY Insida Limita
TOWN 6 Week TOWN enn Mo v
Q ST, IOUIS. MO, 8 J 1."83, e [ Ne O

e. FULL NA.ME OF {If NOT in Rospital, give location) Inside Limits o, STREET (If cwtiide, give tocation) Retide on Farm
HOSPI ADDRESS

Wstution ST, 10UIS CITY HOSP. I Vel Mo D 2330 Fairy Bell Drive |veD rg
. NAME OF DECEASED First Middle 4. DA,;IE Month Day Year

{Type or print) [»]
FRED MAYER DEATH 10 2l 63
. SEX 6. COLOR OR RACE 7. Married [ Never Married [] |8. DATE OF BIRTH | 9- AGE (les birthday) | IF UNDER 1 YEAR IF UNDER 24 HR
Male White Widowed [ Divorced O | 1261889 [ 73 Months | Days | Hours | Min.

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

RetiPed fool "k "bye Maker | st. lLouis Car Co.,| St. Louis, Mo., U.S.A.,
12a. FATHER'S NAME 13b- MOTHER'S MAIDEN NAME 14, NAME QF HUSBAND OR WIFE
Fred Mayer Dorothy Heckel rn Deceased
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 14 SOCIAL SECURITY NO 17. INFORMANT Addrass
(Yes,Mn:), or unknnwn), {If yes, give war or dates of serv Hr F I‘ed E. }[ er Jl‘. 2330 Fairy Bell Dr,

18. CAUSE OF DEATH (Enter only one tause per line taf (4], (B], 8nd ic). INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: D O ONSET AND DEATH

IMMEDIATE CAUSE (s} _S-ALKS_
Conditiom, if any, OUE TO (b) fec ’4 L VOL U',/L u _g gwk g

wbhoich gave rite( 'f

shove cause {a),

sating the under- i 3
lying cause laa), OVE TQ {c) - 5-70

PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 1O DEATH but nor related ro the terminal PART I1l. If deceased was  femzle wa
disease condition given in PART I (a} there a pregnngfy in last 90 days.

[D Yes I E’No | O Unknown
. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMD|C|DE 20b. DESCRIBE HOW INJURY OCCURRED, {Enter natyre of injury in PART | or PART Il of item 18.)
O O

7TOATE AMENDED

DOCUMENT

i 0|= Month, Day, Year |
INJURY n m
p.m.

. INJURY OCCURRED 20e. PLACE OF INJURY [e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ farrn, factory, street, offica bidg., etc.)
NOT WHILE AT WORK 3

h -
. | attended the deceased from 9-11-63 10_1&2‘#:63__md last saw hﬁ:‘ alive OHM———

Daath occurrad at. =30 anm, m on the date stated above, and 1o the best of my knowledge, from the causes stated.:
22c. DATE SIGNED

22a. SIG e or 1lf|¢] 22b. ADDRESS .
W% gf 2,47 | 1515 LAFAYETTE AVE. _ 0-211-63

23a. BURIALCREMATION, | 23b. DATE 3. NAME QF CEMETERY OR CREMATORY . 23d. LOCATION (City, tawn, or county) (State]

e 10-26-1963 Zion, Cemetery St. Lou

24. FUNERAL DIRECTOR DORESS 25. DAYE RECD. BY LOCAL REG. | 28, REG

Math. Hermann & Son Inc, 2161 E. Fair ave. OCT 25 4863

{Licansed Embaimer's Statement on Reverse Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD QF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

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

or by 4. Student Embalmer No.
working under my personal supervision.

Student . ‘ Signed

Sigrnature of Studant Embalmer hd Il F
Licensed Embalmer No. ‘3 Zﬂ 7 .

T ’ . . P. O. Address &%‘L"’“‘\ A}'Q .

Note: The asbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fai(L}lo 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.




