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Coroner cannot certify to a death due to natural couses.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
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diseases in Part | must be casually related.

IRE DIVISIUN UOF REAL TH UF MiasUUK]
STANDARD CERTIFICATE OF DEATH

PILED OCT 1 6 1957

Ragistration District No. ..

318 i

e o LT
ary Registration D.su.c,loos '9083

.- Registrar’s

1. PLACE OF DEATH
o. COUNTY

2. USUAL RESIDENCE [Where doceased lived. il institution: Residence befora d
o STATE b. COUNTY """’i““y
St. Louis

b. CITY (if outside corporate limits, give TOWNSHIP only)

St, Louls

Inside Limits

OR
TOWN Yesjg Noll

[
Inside Limits

. Yesd NoO

Mo,
HEE T
o Webs ter Groves

<. CITY
o

FULL NAME OF {If NOT inhospital, give location)|Length of stay in 1b

(Hf outside, give location) Reside on Farm

_CZHDSPITAL OR STREET
WSTITUTION Deaconess 3 days 7 ADDRESS . qq Plant Ave. Yes Mo
3. NAME OF First Middle 4 Lest |4. DATE Month Day Year
DECEASED 2. oF
(Type or print} JOHN ALBERT SIEPKER e Sept, 28, 1957
O onon i [T mdan B e ameo ] 5% 7 BN [7 e et e
M W wioowen [] oworceo (AMayr, 31, 1885 72 r

J10¢. USUAL OCCUPATION {Give kind afwork dane

[73 FATHER'S NAME

10b. KIND OF BUSINESS OR INDUSTRY |1
during most of working life, even if retired)

Manager

1. BIRTHPLACE (City and sioto or country) 12, CI7IZER OF WHAT COUNTRY?

Theatre Corp.

Jo0hn A, Siepker

14. MOTHER'S MAIDéh NAME

Jessie

Bauer

18, CAUSE OF DEATH [Enter only one cauge per line for (a), (b), and (¢).]
PART . DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a}

Cerebral Hemorrhage-

15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO.|17. INFORMANT s Addresy
(¥ex, no, or unknawn) (If yex, oive war or dalea of service) . '
Yes We Wo 1 492-05-8294 Marian Siepker 33 Plant Ave.

INTERVAL BETWEEN
ONSET AND DEATH

3 days

Condidlons. if any. } buE T0 (b) Hnertmive Cardio Vascular Disease
cil gare risg fo
abore cause (0),
stating the under- . W‘ 3
- tying cause last. OUE TO (¢)
o PART i, QTHER SIGNIFICANT CONDITIONS CONTRISUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART [{) 19. WaS auTopsY
P : PERFORMED?
3 ves [ noke)
E 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enler nafure of infury in Part I 6r Part i1 of item 18.)
& a O O None
< | 20c. TIME OF  Hour “Moenth, Day, Year
] IURY @ m, [ . -
E p.m.
E | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e. g, in or ahout home, | 20f. CITY. TOWN, OR LOCATION COUNTY STATE
WHILE AT (] NOT WHILE farm, factory, street, office bidy., ete.}
WORK | AT WORK - o = -

9-25-57 . to

2t. I attended the deceased from

9-28-57 and last saw Wm‘we on 9-27-57

Death occurred at

&_gm on the date stated above; and to the best of iy knowledgde, from the causes atated.

Z2a. $1IGNATURE { Degree or jitle) R (&)

22¢. DATE SIGNED

- wooress 19 B, Lockwood Aves,

24. FUNERAL DIRECTOR ADDRESS

Parker-Aldrich Webster Groves

25. DATE RECD. BY LOCAL REG.

" b7, 1D Webster Groves, Mo. 9-30-57
. Zhv_:unm..crgyn?r&‘. . - .23¢c. NAME OF CEMETERY OR CREMATORY. _ _ _]23d. LOCATION.(Cily, lotrn, of county) - AState}y __ _  __
EMOVAL {. clfy .
Remova 9-30-57 Oz2k Hil]l Cemetery EKir Mo.

26, REGISTRAR'S SIGNATURE

SEP30%7 | 4 g

{Licensed Embalmer’s Statemant on Reverse Side)

| 4




_ STATEMENT'BY LICENSED' EMBALMER

cv R BT AR T e

I hereby certify that the body whose name is recorded on the reverse smde of this certificate was em

L3720 + o LT 3 S -3 RN P , Student Embalmer No..........

working under my personal supervision,. S ) )

Signature of Student Embalmer

Lmensed Embalm r No.. ’ \?

Y - IALERN "“...'( - .=
v ; Tt P. G. Addrem.

. r
. [

LN
Note:, The.above. MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (.F
" e-t0 comply wkth the abovelconstitutes grounds for, revocation of license), - N
If embalmed by a STUDENT, he also shall sign in his OWN handwrltmg )
 If this bodv is not embalmed fact should be- so stated above. - - : P -
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