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STANDARD CERTIFICATE OF DEATH

- _1.8_Primory Registration District Nolms_m_ Registrar's NQL22
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1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceosed lived. If institution: Residgﬂt?i)efore

a. COUNTY o. STATE Mo . b. COUNTY ission
b. CloTRY {If outside corporate limits, give TOWNSHIP only) Inside Limits c. C{|)T'Y Inside Limits
. R .
TOWN St .LOlllS ¥ Yes [] Ne [] TOWN St.Louls . Yes[ ] No[]
c. FULL NAME OF (if NOT in hospital, give location) | Length of stay in 1b d. STREET (H outside, give location) Reside on Farm
O/ W haR 4468 Osceola St. _{‘5&5555 4468 Osceola Str. | vea[ n(]
+
3. ?ITAME OF DECEASED First Middle Last 4. DATE Month Day Year
ype or print) OF
ARTHIE VOELKEL pears Jan. 7, 1958
5. SEX 6. COLOR OR RACE| 7. }{ 8. DATE OF BIRTH 9. AGE FUNDER i YEAR| IF UNDER 24 HRS.
MARIED I NEVER MARRIED[ ] . (in years
. jrth Menth o) H Min,
Femal Whlte WIDOWED| | pIvorCED[_] Oct . 28 ) 1895 Iﬂég‘ dar) Wonrhs | Dars o l "

10a. USUAL OCCUPATION (Give kind of work done

ing most of wogkipg Life, even if retira:
Hogsewire e

10b. KIND OF BUSINESS OR
INDUSTRY
HoHe

11. BIRTHPLACE (City and state or country)
Loose Creek,Mo.

12

12. CITIZEN OF WHAT COUNTRY?

U.S.A,

13a. FATHER'S NAME

Alfred Favier

13b. MOTHER'S MAIDEN NAME

Elizabeth Pape

14. NAME OF HUSBAND CR WIF

E

Louis Voelkel

15. WAS DECEASED EVER IN U, §. ARMED FORCES?
{(Yes, n r unknown)| (Il yes, giye wor or dates of service)
No None

16, SOCIAL SECURITY NO.
NOne

17. INFORMANT

Address

Louis Voelkel-4468 QOsceola Str.

PART k. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o}

18. CAUSE OF DEATH (Enter only one ¢ouse per line for {a), (b}, and

W‘

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, if ony,
which gava rize to
above cause (d),
stating the undar-

} DUE TO {k}

‘(c)-) jfl%

-

)

2,%‘-?
Py

&
DUE TO (c} ) 3

z lylng causa last,
g PART Il. OTHER $iGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted 1o the terminal diseass condition given in PART | {q) 19. WAS AUTOPSY 2
PERFORMED?

S ?
2 . HH 25 YES[] NORE
21 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noturs of injury in PART 1 or PART Il of Ttemi 18.}
w AL
5 o o 0O ‘
S| 20c. TIME OF Hewr Month, Day, Year !
z INJURY  am.
" p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor ocbouthome,| 20/, CITY, TOWN, OR LOCATION COUNTY STATE

WHILE ATD NOT WHILE D farm, foctory, street, office bldg., etc.} i

WORK AT WORK

S— >
21. 1 antended the deceased from /7 ?J [« , to ,/ & -5_-? ond last saw :fr:. alive o
Death occurred at 9 :_45 am m on r{e date stated above; and to the bast of my kegvledge, from th ses stated.

2%0. SIGNATURE : M [
_ %“

22b. ADDRESS

7

Lo

22c. DATE SIGNED

3*\%JZ¢QZ

23b. DATE

Jan.10,1958

%umls., C?A{m
REMDV_AL cify)}
Buria

23c. NAME OF CEMETERY OR CREMA?&!Y

Calvary Cemetery

23d. LOCATION {City, town, or county)

St.Louis,

7 sy

. Mo.

24. FUNERAL DIRECTOR ADDRESS

Kriegshauser-4228 S.Kingshighway

25. DATE RECD. BY LOCAL REG.

JANB '5g

+4 Embalmer’s 5

Li

t on Raverse Side)

26.f HEGISTRAR'S SIGNATURE i: i :

/™= S gé




STATEMENT BY LICENSED EMBALMER

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

DY M@, OF BY otiiiirinirrnnireeincresiesesrenrrereraserassrasrsesrssssnssnnnsnsassssansnnssassnanss .» Student Embalmer No. .............ec...

working under my personal supervision.

Studer_lt ........................................................ Signed Wﬁé{/ .

Signature of Student Embalmer :
Licensed Embalmer No}-n/c:'tﬁ/
P. 0. Address 345 s -

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failurey
to comply with the above constitutes grounds for revocation of license).
+ 7 If embalmed by a STUDENT, he also shall sign in his OWN handwriting. r- -
If this body is not embaimed, fact should be so stated above.




