_ THE DIVISION OF HEALTH OF MISSOURI ) ’ Yy T
S, CFLEDNOV 19 1957 STANDARD CERTIFICATE OF DEATH i F.Lpﬂ%%%sg‘“
,::::::. Registration District Ne. ________3_18 —nwnnPrimary Registration Distrizt No. -1-@@3 -------- Registrar'sNow oo ___..

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: ‘Residence before
5. 300 a. COUNTY oo STATE M3 gsouri b. COUNTY admission)
. 1=57 b. CIOTY {1 outside corporate limits, give TOWNSHIP only) Inside Limits c. C!JY Inside Limits
R R
TOWN St. Louls Yes [] No[]  TOWN St. Louis Yes[ ] Ne[]
€. Fngl:] NA&"(E)'?F (1f HOT in hospital, give locotion) | Length of stay in 1b 7( STREEE'IS's (i outsida, give location) Reside on Farm
HOSPITA - ) DR -
9 ) henrotion. 1626 Semple foé &0 1626 Sempls Yes (] No[]
3. NAME OF PECEASED First Middle Last 4. DATE Month Day Year
{Type or priny) Albert Miller oF  Nov. 7, 1987
DEATH °
5. SEX ¢l 4. COLOR OR RACE 7'MARRIEDI:| NEVER MARRIED[] 8. DATE OF BIRTH 9. AIGE' L.{,:':::;; ::;E:ER g::AR I::::DER 2;:RS.
a8 -
. Male White oo oworceod| July 3, 1868 | 88 | |
.:-: 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or country) a 12. CITIZEN OF WHAT COUNTRY?
= dwmg n{ rking life, aven if retired) R DUSTRY
2 aysr ci Of St. Lounls St. Louls U.5.A.
?}- 13a. FATHER'S NAME 135. MOTHER'S MAIDEN NAME 14. NAME OF H_USBAND_ OR WIFE
¢ PDavid Miller Mery Nellie
o T
.é..' Ej: 15. WAS DECEASED EVER IN L. §. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. |N_FORMANT Address
= N (Yor unkngwn)| {If yes, give war or dates of service) =
= gfoens e 400-12-8490| Archibald Kastman 1626 Sample
z a 18. CAUSE OF DEATH (Enter only one couse line for (o}f (), and (c).) INTERVAL BETWEEN
o w PART I. DEATH WAS CAUSED BY: @ ONSET AND DEATH
T IMMEDIATE CAUSE (c) . 2
LI .
f w Candltions, If ony, DUE TO {b) - O A P L% ”
5 > which gave rise 1o
5 Ld above cavse (a),
] 4 stoting tha under-
g g g lying cowse lost, DUE TO (:) [ 4
E"’ =8 Hi b PART 1. OTHER SIGNIFICANT CONDITIONS TBUTIN FATH but nat ghlated to the tarmingl diasfef condition given i PART 1'(a). 19. WAS AUTOPSY
-2 Sk ' 20-0 PERFORMED?
2 Sl . . YES[ ] NO
-E - ¥ 5| 200. 'ACCIDENT  SUICIDE  HQMICIDE 20b. DESCRIBE HOW INJPRY OCCURRED. (Enter nature of injury in PART | or PART 1l of item 18.} -
2= ZQfu
3:ff o o o
E E j U1l 20c. TIME OF . Heowur Month, Day, Year
2.3 @ ga INJURY  am.
- 7:' : % pm. - .
g E % .20d. INJURY OCCURRED .| 20e. PLACE OF INJURY (0.g., inor abouthoms,| 20k CITY, TOWN, OR LOCATION COUNTY , STATE
g T w WHILE ATD NOT WHILE O form, fagtory, street, office bidg., etc.) . : oot b *
2 3 WORK AT WORK } /. Y. S PP i#?——-
£ f ' 21. | sttended the deceased from - - Jl l i 1‘_’ 7 . N—"m:md last Saw jhs!m! alive on IOI‘
% 4 Death occurred K O 20 . B mon the date stated above; and to the best of my I:rnwl-dqo, from the causes stated.
3 £ )? J& 4 (Degren or titls) w{ M 72k, ADDRESS . ,. Ip ﬁwm
22 3T
230. BURIAL, EREMTION, 2] TE :| 23s. HAME OF CEMETERY OR CREMATORY | 34, LOCATIDN {Clty, m-n, or cenmy) &m)
ify} ) Coee o
Buv Ll 11/9/57 _-|.Calvary Cemetery . St, ‘Louls, Mo, .o

24. FUMERAL DIRECTOR ’ ADDRESS . 25. DATE RECD. BY LOCAL REG,_ 2‘6- REGISTRAR'S SIGNATURE
Chas. F. Stuart 1225 Union NOV 8 57 gél / E % )71-@"

{Licensed Embaimer’s Stctement on Reverse Side) [74 g ﬂ




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body v&hoée name is recorded on the reverse side of this certificate was embalimed

by me, or by ...... reeseaeanen Cererneeceians Vereeereresarenies eesemereeeiaitetarnrayaan reevenraaaes .» Student Embalmer No. ..........ccooevee:

working under my personal supervision.

........................................................

Signature of Student Embalmer

. Licensed Embalmer o..z ...............
‘ - .. 'p.O. Addreﬁﬂ.ﬁ?fmm.. 2
.. Note: The above MUST-BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR[TING (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. ‘

L] AT o~ -

. . -



