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etc. must use only standard nomenclature in item 18. MNo symptoms will be listed. Al

disaases in Part | must be casually related. Coroner cannot certify to o death due to natural causes.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

ctor, coronar,
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STANDARD CERTIFI

FILED JUL 26 1957

1/

CATE OF DEATH

STATE FILE NUMBER

Registration District No. oL 3 l&rlmnry Registration District Nol 003 ~ommem Registrar’ 96335 .....

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deaceased lived. If institution: Residence bgfore
a. COUNTY a. STATEMissouri b. COUNTY -a?{f-m;
b. CITY {}f outside corporota limits, give TOWNSHIP enly) | Inside Limits ¢. CITY Ingide Limits
oR oR
own St. Louls, Mo YosO NoQ . tow  St. Louls, YesD NoD
c. Egls_é.l_l’lzl:rEooF {If NOTmhospnal, givelecation)|Length of stay in 1b . ,a &REET (H outside, give location) Reside on Form
A/ mstuTion 7101 Minnesota - / oress. 7101 Minnesota Yest NoO
3. ::::l‘:‘rn n Fira Middle Last 4. DATE Month Day Yeor
: OF
(Type or print) Ad.e le ) M Niev.foe hneI‘ DEATH ) ? 19 5?
5. SEX 6. COLOR QR RACE 7. (X B. DATE OF BIRTH 9. AGE (fn years | IF UNDER 1 YEAR hiF LINDER 24 HRS.
/ w MARR‘{D NEVER MARR]EDD /6/1898 ?dggmdﬂﬂ Monibs | Daw Hours | Min.
winoweo (] oivorcep [ 5
-]10a. USUAL OCCUPATION (Gise kind of work done | 105, KIND OF BUSINESS OR INDUSTRY | 11. BIATHPLACE (Ciry and atate or country) P5) 2. CITIZEN OF WHAT COUNTRY?
durmﬁna;t o) warH g e. even if retired)
None Missourl . U.S.A.

I3. FATHER'S NAME

Alois Jullus

14, MOTHER'S MAIDEN NAME

Josephine Bilschoff

15. WAS DECEASED EVER IN U, S, ARMED FORCES?
(Yes, uﬁbnhwn) (IS yes, pive war or dates of serzicy}

16. SOCIAL SECURITY NO,
none

I7. INFORMANT Address

Clem Niewoehner 7101 Minnesota

18. CAUSE OF DEATH [Entcr only one cause per line far (a), (D), and {¢).]
PART I, DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

CoronAty dect ks foA/ /

INTERVAL BETWEEN
ONSET AND DEATH

DUE TO {8) Am VﬂflﬂPMr&

Conditiony, if nny

CATERAL- St 322575

which gape rio(
aboge coute (6),
stating the under-

lying cause losl. DUE TO (¢)

C,g4db4¢ykﬁ3 5f’1§#v&aowﬁ}$F17L
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=] PART 1, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH SUT NOT RELATED TD THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a) 13, WAS AUTOPSY
- . PERF EDT =
g ves ([} wo
= 200. ACCIDENT SUICIBE HOMICIDE | 200. DESCRIBE HOW INJURY OCCURRED, {[Enter nature of injury in Perl T or Parl I of itet 18}
& d O a é
g 350!
20c. TIME OF Hour Month, Day, Year
INJURY a.m.
E pom.
% | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e. ., in or abotit Aome, 20f, CITY. TOWN, OR LOCATION COUNTY STATE
WHILE AT O " NOT WHILE farm, factory, atrect, office bidy., efe.) -
WORK AT WORK

(=d=2f

and jast saw ::n alive on

o

A /'
2. J attended the decoased from ALLle:%L_ to 7-"—) _C)'? r
Death.occurred at 7 1 P on the date stated above; and to the beat of my knowledge, from the causes stated.

étzﬁ:::jLzar%Cﬁ(j;Jffﬁiﬁiaqi\\\, “

22, ADDRESS

7430

Yorijoria,

1/¥/s7

-

23a. BURIAL, CREMATION, | 23b. DATE 23¢c. NAME OF CEMETERY OR CREMATORY 22d. LOCATIO iy, L0, OF totindy} Y (State)
"REMEYEL | 7/9/1957- 5.3. Peter & Paul ~— |"St. is," Missgpri

24, FUNERAL DIRECTOR ADDRESS

Southern Fun. Home 6322 S. Crami

25. DATE RECD. BY LOCAL REG.

GISTRAR'S SIGNATURE

JULB 57

{LIcensed Embalmer's Statement on ,Reverse Side}

/ﬁﬂ/d’
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A _ . STATEMENT BY LICENSED EMBALMER - -

* -
R wi
. N

- . -
I'hereby certify that the body whose name is recorded on the reverse s!de of this certificate was em
- pow

byme, or by .c.oooiiliieinnnann. U A e eteaceeanereeeanenetaaai ety Gtudent Embalmer NO,oerrnnn

working under my personal supervision..-

Student ... e

® : L Lu:ensed Embalmer No.ﬁ‘(i

T - _'- . . p. O Address E‘SJ-PJ‘I

*

to comply with the above constitutes grounds for revocation of license),
. - -

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

|
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (l
If this body is not embalmed, fact should be so stated above. | .. e I

.



