Docter, coroner, efc. must ute only stendard nemenclature in item 1B. No symptoms will be listed.

All diseases in'Part | must bs causally related.*

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If instituti
a. COUNTY a. STATE Missouri b. COUNTY
b, CITY {If outside corporate limits, give TOWNSHIP only) Inside Limits e CITY r nside Limits
OR Y No [ OR ym i~ ¥ Mo []
Tow_ St. Louis ! TOWNSbvLouls - o =@ N
c. FgL{L_ NAIiIlEOOF {If NOT in hospital, give location) Legt]}ff stay in 1b d. STREEES (H outside, give location) Reside on Farm
HOSPITAL OR .ADDRE
INSTITUTION 58 Yrs 27 6101 Margaret Yes [ Ne (]
3. HAME OF DECEASED First Middle T Last 4. DATE Month Day Year
{Type or print} s}
Elsle Goedde DEATH ovember 22,1
I 5. SEX ( 6. COLOR OR RACE| 7. MARRéDx}NEVER warri£d[] 8. DATE OF BIRTH 9. AGE (In years FUNDER 1 YEAR| IF UNDER 24 HRS. '
last birthday) | Menths | Days Heours [ Min.
|_Female White wooweo[]  ovorceo[]| Deg, 11,1898
100, USUAL OCCUPATION (Give kind of work dene | 106, KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country} c 12. CITIZEN OF WHAT COUNTRY?
during mast of warking lifs, even il retired) [NDUSTRY
7 | St. Louig,Missouri - UsSaA

FILED DEC 30 1957

Registration District No

STANDARD CERTIFICATE OF DEATH

THE DIVISION OF HEALTH OF MISSOURI

45845 .

8_Pumury Roglstmnon Dlstncl Ne. 1003

STATE FiLE NUMBER

i 1265

130, FATHER'S NAME

13b. MOTHER'S MAEDEN NAME

14. NAME OF HUSBAND OR WIFE

Edward Kasper Ellen Illberry . Anthony Goedde
15, WAS DECEASED EVER IN U, 5. ARMED FORCES? 18, SOCIAL SECURITY NO.| 17. INFORMANT Address
{Yes, no, unHBm)]{H yu3, give wor or dotes of service) .
sy Rt 8 Charleg o
18. CAUSE OF DEATH (Enter only one cquse per line for (a), (b), and (c).} INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: M—M 0ﬂ$ET D DEATH
IMMEDIATE CAUSE (a) - —'4 Ao
Condi . if any, b Md Ww <2 -
wh?ch":::l rls:n:'u } DUE TO- (1) 0
above couse (a),
stating the under-
g . lylng cause last, DUE TO {c) _
=] . T PARTH. OTHER SIGRIFICANT CO ONS CONTRIBUTING TQ  tarminal dissane condition given in PART I {a) | . 19- wggFAgT Eg;r
Batotio Y22/ L]
= |- 200, ACCIDENT SUICIDE* HOMICIDE ‘Ab. DESCRIBE HOW INJURY OCCURRED. (Enur nature of injury in PART.V or PART U of item 18:)- ¢
u
u O O ]
3| 20c. TIME OF .Hour Monsh, Day, Year R
‘a INJURY  am.
£ p.m.
20d. INJURY. OCCURRED e, PLACE OF INJURY {e.g., inor cbout home, 20!. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATE] NOT WHILE [j - tarm, factory, street, offjce bidg., etc.) .
WORK AT WORK ‘ o
21. | ottended the de:msn& me and last sawL alive on
Death eccurred at ‘m . m on the date stafed above; ond to the best of my knowlodge, from the'couses wtated.
. SIGNATURE egrae or titls & 22b. ADDRESS 22¢. PATE SIGNED
"o aéw 0/~ A" 3131 Gooazerion ave /237
23a. BURIA-L.CREMATION, 23b. DATE ' 23c. NAME OF CEMETERY OR CREMATORY 234, LOCATION (City, town, or ‘county) {State)

(Specify}

REMOY
0

Nov. 25,1957

Laurel Hill Gardens

St. Louis County, Misgsouri

24. FUNERAL DIRECTOR

BEIDERWIEDEN F.H. INC. 1936 St. Louia ]

ADDRESS

25. DATE RECD. BY LOCAL REG.

we NOV 2557

26. REGBéZAR'S SIGNATYRE

-

{Licensed Embalmec"s Stotsment on Raverss Side)




e e . e s e

e

- ma—r—rar;faaa& {el £
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STATEMENT BY LICENSED EMBALMER ™~

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

s et et e e

D M, OF DY oo irn e oeretereetrenreassensrshtrnsarensnssassrassesssrsasstrnsrarrssisinsaranasans , Student Embalmer No..................0

working under my personal supervision.

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

Signature of Student Embalmer

A

P. O. Address. el . e

* ' Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).
-If embalmed by a STUDENT, he also shall sign in his OWN handwrmng
If this-body is not embalmed,,fact should be so stated above.
> * - .




