pt. Mealth,
. & Welfare
$_ Public
Ith Sarvice

Coroner connot certify to o death due to natursl causes.

Doctor, caroner, etc. must use only standard nomenclature in item 18. No symptoms will be listed. All
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

diseases in Part .| must be casually related.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

_318 Primary Registration District N1003 .................

FILED DEC 1.9 1957

Reagistration District No, ...

.................... 45769 .

STATE FILE NUMBER

e A A510.

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers deceossed lived. |f institution: Residance before
a. COUNTY a. STATE MiSSOHI‘i b. COUNTY admission}
b. CITY {If outside corporate limits, give TOWNSHIP only} | Inside Limits e. CITY Inside Limits
OR
TOWN St Louis YesO NeD T%T\’N St- LOl.liS YesO NoO
<., FULL NAME OF {If NOT inhospira), givelocation)[Langth of stoy in 1b l‘[ o p
HOSPITAL OR . d! /STREET outside, give location) Reside on Farm
3¢ wstitution Enroute to City| Hospital Eé ooress 5321 North and YesD NoD
KN 3:&:‘% First Middle Laxt & DATE Month Day Year
OF
{Type of print) EUGENE JOHN DRUSCH DEATH 11 30 57
5. SEX (| 6. COLOR OR RACE 7. 8. DATE OF BIRTH 9. AGE (fn enrs | IF UNDER | YEAR IF UNDER 24 HRS.
< 1t MARR){D K] never marrigo O | tost tirtbday) [romiva | Dam | o e
Male White wipoweo (] oworeen [ 1=14=23 l
10g. USUAL OCCUPATION (Gire kind of work done | 106. KIND OF BUSINESS OR IRDUSTRY [11. BIRTHPLACE (City and atato or country) £112. CMIEN OF WHAT COUNTRY?
during most of working life, eoen if retired) .
Die Cast Operator Unemployed St, Louls, Missouri U.S.A.

13. FATHER'S NAME

August Drusch

14. MOTMER'S MAIDEN NAME

Mary Ottens

15, WAS DECEASED EVER IN U, 5, ARMED FORCES? 16. SOCIAL SECURITY NO,

———-

{Yea. nNor unknown) § (IS pra, pive war or daier of ssrvice)
0

I7. INFORMANT Address

Virginia Drusch, 5321 Northland

18. CAUST OF DEATH [Enter only one caure per,
PART |. DEATH WAS CAUSED BY:
IMMECIATE CAUSE (a)

Jor (a}, (b). and (c}.]

Ot b (Tt

INTERVAL BETWEEN
QNSET AND DEATH

Crmduiom. if any, DUE TO (B}
whick gace risg fo
ohove couse :‘) .
slating the under-
> lying  cause loat. } OUE TO () V4
9 PART 1l. OTHER SIGNIFICANT CONDSTIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(n) . 19-.:’5‘}15!7‘ E!;?V
=1
= B
b %2 P. ) vée i no )
E 20a. ACCIDENT SUICIDE HOMICIDE | 206, DESCRIBE HOW INJURY OCCURRED. ({Ewfer nature of injurp in Part Ior Pert Il of ifem 18.)
3 0 0
o | 2. TIME OF  Hour  Month, Dey, Yeor
e NIYRY a. m.
E pom.
E [ 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e. 0., in or about home, 2. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE farm, factory, sirect, office bidg., ele.}
WORK AT WORK
2!. J attended the deceased from and Jaat saw :‘.::; alive on

Death occurred at

7.!0 /Q m on the date stated above; and to the

best of my knowiedge, from the causes stated.

- ‘Zz:;./ﬂqrurun . /(Degm or title)- _3 225. ADDRESS 22c. DATE SIGNED
- < & il yoE o Cr o o LSS
23g. BURIAL, c?gm\non‘ 23 BATE 23¢. NAME OF CEMETERY OR CREMATORY PN 23d. LOCATION (Cify, lowrn. or county) (Statey ‘
EMOVAL . .
emoval | 12-2-57 Lakewood Park Cem. St. Louis Co., Missouri

24. FUNERAL DIRECTOR ADDRESS

McLAUGHLIN'S, 2301 Lafayette

25. DATE RECD. BY LOCAL REG.

prc2 87 mﬁisgmmw il

{Licensed Embolmer’s Statement on Raverse Side)

174
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STATEMENT BY LICENSED EMBALMER o

I hereby certify that the body whose name is recorded on the reverse side of this certificate wa's

working under my personal supervision..

Student

Signature of Student Embalmer o ) )
. . P. O. AddresaGl7. Yk

The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F
to comply with the above constitutes grounds for revocation of license}.

If embalmed by a STUDENT, he also shall sign in his OWN handwntmg
If this body is not embalmed, fact should be so stated above,

Note:

-

o ot

t
e



