MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFARE

DO NOT WRITE
ON THIS STUB

___Prirary Regittratlon District Nu.l,QOS___-uagim.r'. No. 1_1:836_-

- §63-041846

STATE FILE NUMBER

1. PLACE OF DEATH

VS 300 a. COUNTY

2. USUAL RESIDENCE (Where ‘de«uad fived.
. STATE . TY
a Mo . b. COUN

If [natinytion: Residence befors
sdmission)

Rev. 4/59
TOWN

b. CITY {If ovrside corporate limits, giva TOWNSHIP anly)

St. Louis

Length of stay In 1b

16 Days

c. CITY Inside Limlits

TgsVN St ) Louis Yes L No O

HOSPITAL OR
INSTITUTION

c. FULL NAME QF {If NOT in haspital, give location)

De Paul Hospital

Inside Limits

Yer (£ No ]

d. STREET {If outside, glva locatian)

ADDKESS 5347 Claxton Avenue

Raside on Ferm

Yes O No [T

~YDATE AMENDED

3. NAME OF DECEASED
{Type or print)

First

Albert

Middle

John

Year

1963

Law

Maeller

4. DATE Month

DEATH Nov, —6-

Day

5. SEX

Male

6. COLOR OR RACE

White

7. Matried
Widowsd

Never Married [
Divorced []

9. AGE (lest birthday} |IF UNDER 1 YEAR
Months Days

IF UNDER 24 HR
Hours | Min.

8. DATE OF 8IRTH

10a. USUAL OCCUPATION

S Fl rrlon

Give kind of work done

ork g I(rWE if j'llrud)

Shoe

10b. KIND OF BUSINESS OR INDUSTRY

11. BIRTHPLACE (City and state or country)

Nevada, Mo.

12. CITIZEN OF WHAT COUNIRY

U.S.A,

13a. FATHER S NAME

HermanmMueller

13b. MOTHER'S MAIDEN NAME

Marie Yokel

14, NAME OF HUSBAND QR WIFE

Caroline Mueller

15. WAS DECEASED EVER IN U.S. ARMED FORCES?
(YN, no, or unknown) | (If yes, give war or dates of rervi
(o)

14

SO iAl SECUDITY MOY

17. INFORMANT Address

Kenneth Mueller, 3536 Orchard

PART 1.

DOCUMENT

Conditions, If any,
which gave rise to
above cause (8],
stating the under-
lying cause last,

INSTEAD OF

18, CAUSE OF DEATH (Enter cnly one cause per line for’ (l
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

DUE TO (b).

DUE 10 (q)

], and

INTERVAL BETWEEN

~ QONSET AND DEA

490 N

PART I1.

‘Q

QTHER SIGNIFICANT CONDITI
disasre condition given in PART
i

ONS CONTRIBUTING TC DEATH but not rela) 1o the torminasl
I (a) -

PART 11, If decessed wm femals wes
thare a pregnancy in last $0 days.

I [ Yes ] O No l [J uUnknown

19, WAS AUTOPSY
PERFLRMED?,

YES's, NCW

o Y i 22
20s. ACCIDENT Ul E HOMICIDE
o ACCIDENT /sules0 5}

2})&.’DESCRIBE HOW INJURY OCCURRED. (Enter nature of

njury in PART | or PART 11 of item 18.)

_",

.

- 20c. TIME OF Hour
INJURY a.m.
p.m.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

MEDICAL CERTIFICATION

Month, Day, Yesr

20d, INJURY OCCURRED
WHILE AT WORK [J
NOT WHILE AT WORK O

20e. PLACE OF INJURY (e.g., in or sbout home,
farm, factory, strest, office bidg., etc.)

e

22

20f. CITY, TOWN, OR LOCATION COUNTY STATE

2.

| attended the decessed frnuLM%
Death occurred at.

£

n#é_é;._and last saw hlm alive on_Lé—é%—

P m on the date stated asbove, and to the best of my knowledge, from the causes sated.

USE BLACK INK

URE,
- 4

TYPEWRITER RIBBON

SHOULD READ

23b. DATE

23a. 1AL, CREMA

REMOVAL {3,
remova

N,
ify}

11-9-63

gree or tifle)

22c. DATE SIGNED

ey

22b.§}}2‘% ?

23c. NAME OF CEMETERY OR CREMATORY

Valhalla Cemetery

23d. (State] o~

St. Louls County Mo.

LOCATION (City, town, ar county)

24. FUNERAL DIRECTOR
Drehmann-Harral,

BY AFFIDAVIT OF FM

ITEM NOQ.

1905 Union Blvd.

ADDRESS

25. DATE RECD. BY LOCAL REG.

26. %‘::?IGNAERE_ ; f . /z p-

{Licensed Embalmet’s Statement on Reverse Side)
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STATEMENT. BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision. ’ 7 :
. ) ] -
Student Signede@MA_
Signatura of Student Embalmar : ‘
Licensed Embalmer No -37—5. 5/)’4

P. O. Address

"-‘ -
-yt

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 handwrmng
lf this body is not embalmed fact shou[d be s0 stated above
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