. No.300
. 10.48

S

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

TILED JAN 19 1954

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. 318 PRIMARY REG. DIST. uo1003 Regisirar's No, .. 121 ’51)

43445

State File Neo

{Yen. B0, or unkoowa)

No

{31 ywa, xive war or dates of servioe)

'BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers d d lived. If i K befare
a. COUNTY a. STATE b. COUNTY adinkssion?.
g Missouri
b. CITY (i outcide corpurate Umita, write RURAL and give ¢, LENGTH OF ¢. CITY (If ourdde onrporate limits. writse RURAL and give township)
townghipl} STAY ( placel|} )
ToWN L ToWN  Saimt Louts 2 E 7
d. FULL NAME OF (If not in hoapital or institution, give stract address of loentis d. STREET (It rursl, give location) N
HOSPITAL OR J. }D RESS . Cj
INSTITOTON e L /L 2902 Michigan Avenue
3 éﬂE%AgES%IB a. (First) b. (Middle) ©. (Last) 4, Dgn-: (Maonth)  (Day) (Year)
{ T¥ype or Print) Adelph F. Meyer DEATH Dec. 22, 1953
5. SEX () 6. COLOR OR RACE | 7. Hﬁ)fgggg EIE\YSECESRRIED 8, DATE OF BIRTH ]I 9. AGE (Io yu.r- ” n:.m I YEAR | F oER o omas.
L {Speciiy) -1 Hours | Min
Male Ynite Single ¢l March 30, 188 8" 22 |
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND QF BUSINESS OR IN- | 11. BIRTHPLACE (State or forelgs mntw) 12. CITIZEN OF WHAT
done during most of working life, sven if retired) COUNTRY?
Bus Bey cafetepia Missourli . .
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. MAME OF HUSBAND OR WIFE
Anthony Meyer Mary Kettlehake Nene-
IS. WAS DECEASED EVER IN U.S.ARMED FORCES? 16. SOCIAL SECURHB’ 17. INFORMANT' S SIGNATURE OR NAME ADDRESS

‘IMrs. Clara Gierse,St. Louis, Mo.

18. CAUSE OF DEATH MEDICAL CERTIFICATION IgTER‘v.:ligﬁr.gEm
. Enter anly onecaussper | 1. DISEASE OR CONDITION . NSET TH
Jine for (8), (b, and (¢ | PIRECTLY LEADING TO DEATH®(5) Intestinal Obstruction 10 wrs,
ANTECEDENT CAUSES - ..
*This does not mean . .
the mode of dying, such | Morbid conditions, if any, giving DUE TO (b) Abdominal aneurysm
as heart fetlure, asthenta, | rise o the above couse (a) sating ] .
de. It theana the “dist . the underlying cause lagt.- - . . L, Lo o . _
ease, infury, or complicg- DUE TO (c)
tion which caused death. | V). OTHER SIGNIFICANT. CONDITIONS . .., - %' -
Conditions contributing to the death bul not
related to the disease or condition causing desth. -
19a. DATE OF‘OP.FRAJG 19b.- MAJOR FINDINGS OF OPERATION E 4 v ., L, , | &, ‘AUTOPSY?
12/22)?;-3 P, 0, Adhagiong, i ves ] wo [X
Zla. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (e.g..inorabonms | 21¢. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE boma, farm, fastory, strest, ofioe blds., eve.) e e . . .
HOMICIDE ol NI . L -
21d. TIL]_!E (Meath) (Day} (Year) (Hour) 21e, INJURY OCCURRED Zlf. HOW DID INJURY OCCUR?
WHILEAT NOT WHILE
INJURY m. | "worK AT WORK LI 5- M

2. 1 hereby certifyi

alive on

Dec.22,

I atteﬂdeijﬁte deceased from Dec.19, |

and that death occurred at .&_._pm “from the causes and on the dale stated above.

Iﬁ_ lo ..__D_Q_-_..Z,._ 1953_ that I last saw the deceased

Ba. erN7ﬁ
- " ‘

k\rlz -

BURIAL, CREMA-
(Bpecify)

Hio REMOVZ]
Hem

322'\.“;/6,(1'9 53

{Degroe or m.las

23b. ADDRES§ Zic. DATE SIGNED

L4930 Lindell Blvd. 12/24/53

RY OR CREMATORY

24d. LOCATION (Gity. town, or oounty) (Bpntg)

DATE REC'D BY LOCAL

DEC 24 1957 |

05&

A T

REEISTRAG'S SIGNATURE
(gi i

2

(Licensed Embalmer’'s Statement oo Reverse Sld!) ()

29, FUNEHAI. DIRECTOR'S 81GNATURE ~ ADDRESS .

's City. | Saint Charles, Mo.'



STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or 3 Z——

« Student Embalear No.
working under my personal supervision. g

SEUONT cocosmmrrecatscscarnssnnaninscasane Sm;;ﬁ ; ;L’ “’f e A W

Student Embalmer .
: R - ot Licensed Embalmer No........- 2=
- 2 -

.

P. O. Addressd<frZ

‘“Note:'‘The shove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be so stated above.




