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All diseases in Part | must be causally related.
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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

18 -Primary Registration District No. I 0 3

?é:%%‘m -
e DGR

1. PLACE OF DEATH
o COUNIY

2. USUAL RESIDENCE (Whete deceosed lived.

@ STATE 111inois

If institution: Residence before
b. COUNTY admi ssigh)

b. CITRY (If outside corporate limits, give TOWNSHIP only) Inside Limirs c. ClTY y } # o Inside Limirs
town 8t. Louils Yes il No L] rown Alton Yos {1 No[]
I Eg%h'?Ar%ng (If NOT in hospital, give location) | Length of stay in 1b STREETS (It outside, give location) Reside on Farm
A ADDRES
Ol /Ao or Jewioh Hospital| © days || 3 2°°800 Milton Road | Ye[l M)
3. NAME OF DECEASED Firsy Middle Last 4. DATE Month Day Year
{Type or print) OF
HERMAN B, ALBERS peathJune 3, 19858
5. SEX b 6. COLOR OR RACE 7'MARRIED@NEVER marrieo[] 8. DATE OF BiRTH ¢, AGE {in yuors FUNDER 1 YEAR] IF UNDER 24 HRS.
last birthgdgy) | Moptha Hours Min.
male white wooweol] _|onorceol)|aprdl 16, 1903 B4 J
10a. USUAL OCCUPATION (Give kind of work done | LOb. KIND OF BUSINéSS OR 11. BIRTHPLACE {City and stois ar country} D 12, CITIZEN OF WHAT COUNTRY?
INDUSTRY

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

mec

dul’lﬁ moui working lite, even if retirad)

St.

Louls,

Missouri

USA

13a. FATHER'S NAME

Henry Albers

13b. MOTHER'S MAIDEN NAME

Catherine Maurer

14. NAME CF HUSBAMD OR WIFE

i Eula Stinnett

15. WAS DECEASED EVER IN U, 5. ARMED FORCES?
% 5, no, ar unhnqun)‘(lf yos, give war or datay of servica)

16. SOCIAL SECURITY KO,

17.
Mrs,

INFORMANT

Eula Albers

Address

Alton,

111,

PART I.

18. CAUSE OF DEATH (Enter only one cause
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

per line for EE), {b

5 SFhtive _acute co%&??ﬁ@%?aﬁLLéuAfn4e€

INTERVAL BETWEEN
ONSET AND DEATH

D A s

anoplastic arhinoma~of 1
S;:\d‘i‘ﬁnnu, i any, o DUE TO (b) U]‘Cﬂ—%gn&@)!— et BanG (%764,. " t}{ '7LL,_°‘)
Tk e e } J
ating the under-

% l‘;l-r:g gt::A.lu last. DUE TO {c) ‘]é 7)*
- IF DITIONS NG TO DEATH but not related to the terminal diseass condltion given in PART | (a) 19. WAS AUTORSY
< ‘glﬂﬁdhéﬁ‘ﬂw yhefen LTy ﬁwﬁ;ﬂ g é-/ 5 / et PERFORMED? [
i AAAAAI U O AL Ay > YES[J7NO
=1 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE H?\v INJURY OCGURRED. {Enter ncture offinjury in PART | or PART Il of item 18.)
w
u O ] O
S| 20c. TIMEOF Hour Month, Day, Year
a INJURY  a.m.
X p.m.

204. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabourhome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE ATD NOT WHILE ] farm, _ctory, street, office bldg., en:g__

WORK AT WORK 5-27-58 358 £-3-C8

21. | attended the deceased lrom \5 5‘5) . o 6’ / 3 / yf? ond last mw? alive on /2 / 5-“-?

Deoth occusred at 13 el 7&’, m on lh- dqu stated gbave; Oﬂd to the best of my Imowlrdoe,’lmm tKe couses stared.
22e. slcw%in Ber {Degree or title} 6 M., | 22t ADDRESS ubUU Olive St. 22. DATE s:cns::
RAAA_Eanne. FT) ¥ soo e ¢ / 5/ s

230. BURIAL, CREMATION, | 23b. DATE U | 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, or county} {S1ote}

REMOY AL {Spacily}
buris June 6 1958 Calvary Cemetery St. Louis, Missouri

24. FUNERAL DIRECTOR

Bromschwig and Son/ W Flor%ssant

ADDRESS

25. DATE RECD. BY LOCAL REG.

JUN 3

'58

26. REGISTRAR'S SIGNAT

{Licenssd Embalmaer’s Stotemen? on Revarss Side)




r ‘ - .‘ , .
N ' T :
STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
by ME, OF DY Loiiitiiiiiiiiiir st e , Student Embalmer No. ..............ee.0

working under my personal supervision. |

SHUdENt  coeeeenir s
Signature of Student Embalmer - D e e

. .. - Licensed Eml:/lw |
T . - P. O. Address-%.7J ﬂﬁ'?/‘-"':‘f’-w

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to.comply with the above constituies grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwntmg .

If this body is not embaimed, fact should be so stated above, .




