MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH » B63-049652

DEPARTMENT OF PUBLIC HEALTH AND WELFARE

o . ) o 190.0.3 ) 12438 STATE FILE NUMBER
DO NOT WRITE Regisiration District No. __.._® e Primary Registration Districs - ——————=.Registrar’s No, __ ] A

D
ON THIS STUB AMENDE

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera deceased lived. If institution: Reiidence befors
s, COUNTY a. STATE b. COUNTY admisslon)
Ma.

VS 300
Rev. 4/ 5%

b. CI'I';Ir {If ounide corporate limirs, give TOWNSHIP anly) Length of stay in 1b c. CITY
Ol
TOWN

Inside Limits

A .
5t, lLouis ) Town 5t, Louils Yes J No O

c. FULL NAME OF {If NOJ in hospitel, give Jocation) imaide Limits d. SIREET " tai i t i
FULL NAME © 9 1 AnEEL (i cutride, give location) Raside on Form

INSTITUTION St. Anthony Hospital -Venp No ] 5-5‘+9 M Ji E e Yes O N O

3. NAME OF DECEASED First Middle — Last 4, DATE Month
(Type or print} B OF

JOSEPH Ce LAMMERT DEATH Dec, 16 1963
5. SEX 4. COLOR OR RACE 7. Married [J Naver Marrled (] [8. DATE OF BIRTH | ¥- AGE (last birthday) [IF UNDER | YEAR | IF UNDER 24 HR

Male White Widowsd X Diverced [] 8-10_1897 66 Months , Days Hours Min,

10a. USUAL OCCUPAHON (Give kind of work dane | 10b. KIND OF BUSINESS OR INDUSTRY| 1. BIRTHPLACE (City and stete or country) | 12. CITIZEN OF WHAT COUNTRY

WP ived Hpholstarerclelt Employed St. Louis, Mo U.S.A,

] &
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Joseph Lammert Louis

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address (23)

{Yes, no, ﬁ unknown) I(If yes, give war or dates of yervice)
o N Josepj J, Lammert 7830 Apple Valle

18. CAUSE OF DEATH (Enter anly cne cause per line far (a}, (b}, and (c}. INTERVAL BETWEEN
PART |. DEATH WAS CALUSED BY ONSET ANP DEATH

IMMEDIATE CausE () A ag T /4/}{7"5/?[ 0/? .1 AL A IMT/O/V _Q / 5 .
¢
Conditions, If any. OUE TO () IEZZZJQ /V/MF ’/ /#A“ffﬂ SeLEP0S S LK

wblLlch geve riu( r]v
above Ccaule 8l

ating lh: under- %2 0‘/
lying <sule el OUE 1O (<)

PART |, OTHER SIGNIFICANT CDNDITIONS CONTRIBUTING TO DEATH but net related 10 the terminsl PART LI If decessed was female was
there a pregnancy in last 90 days.

y 7fdnlnau condition given in P*"" ! (s} M G d./ I O Yes | 0O Ne I O Unknown

19. WAS AUTOPSY 20a. ACCIDENT SUICIDE HOMICIDE 7 | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART It of item 18.)
PERFORMED? (m] w] O
YES ] NCO[E

20c. TIME OF Hour Month, Day, Year
INJURY am.
p.m.

20d. INJURY GCCURRED 0 PLACE OF INJURY {o.g., in or about home, | 20F. CITY, TOWN, OR LOCATION COUNTY STATE
" WHILE AT WORK [J form, laciory, street, office bldg., e1c.)
NOT WHILE AT WORK [J

21, | stended the decsased from I 2 ""9 9“ 6 ?""’—l—z:L.h&’"d Inst sow :?:"'“" nn—‘LhLé_A'{g——

Death occurred at 3: 20 P, m on the dafe stated abave, and 10 the best of my knowledge, from the causes stated.

na.SIG:Atuns [/ a’e., (Degree of "%z _SL b, AD;!—E;S J‘_/a 4,7 /%‘w % 22:;

23a. BURIAL, CR TION, | 23b. QXTE 23c. NAME OF CEMETERY OR.-CREMATORY 23d. LOCATION (City, tawn, or county) 6rnln)
REMOVAL { ify)

e 1 o]
_ﬂfﬂ—e&ﬁ%ﬁﬁ_ Dec. 1 :;Lnooness 25, DATE RECD. Y LOCAL REG. :?KGISI R'S SIGNATURE
Kriegshauser 4228 S, Kingshighway Blvd, DEC 17 19843 Dd,.j y

Liconsed Embaimer‘s Statement on Reverse Side)

l DATE AMENDED

Day Yaar

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.
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STATEMENT. BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded an Iheﬁverse side of this ;ertfficate was embalmed by me,

or by

working under my personal supervision.

Student

Signature of Student Embalmaer

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.
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