Heolth, THE DiVISION OF HEALTH OF MISSQUR| 58_038414

5 Welfare STANDARD CER""CAT! OF DEATH - STATE FILE NUMBER
Public
Service J- egistration District No. "3//7 Primary Registration District No. —r‘/p_' Registrar's No. _é}.é_é:j_--_-
'R . PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If instjtution: Residence befor(
. 300 a. COUNTY St. Louis o STATEM] ssourd b. COUNTY $t. Lcﬂﬁeswy
=57 b. CITY (H owsside cor imits, gi ide Limi -
. i porate limits, give TOWNSHIP only) Inside Limits ¢ CITY Inside Limits
7 R Yogi ] Mo ] OR 00 o |, No [
Y. TowN_Ferguson p Town Ferguson o osi] No
c. FgLPL NAME OF (lf NOT in hespital, give location) | Length of stay in b d. STREET {If cutside, give location) Reside on Farm
HOSFITAL OR ADDRESS .
R iNsTITUTIon Oak Knoll Mursing H, L& Months 1016 S, Florissant R.Yes{J] nK]
3. MAME OF DECEASED First Middle Last 4. DATE Month Day Yeor,
(Type or print) op ;
Bertha Louise Deare DEATH  10-12-58
5. SEX &. COLOR OR RACE T'MARRIEDDNEVER MARRIED[]] 8. DATE OF BIRTH 9, AGE' si,.':;,,; I::‘:J'I:)EQQLEAR I:ouuNDER z:‘_ﬂns.
it 2 a8 r ay, t ] £ ] rs .
ﬁ Female ,| Vhite wooweoK] g oivorcen[]|  7-1-82 76
42 e, USUAL DCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City end stote or country) 12. CITIZEN OF WHAT COUNTRY?
= duting most of werking life, aven if retirad) INDUSTRY . .
8 Service Station Owner 5t. Louis, Missouri USA
E 13a. FATHER'S NAME 13b. MOTHER"S MAIDEN NAME 4. NAME OF H’U.SBAN[? QR WIFE
£ Fred Weihe Louise ¥William T. Deare
:Ed 15. WAS DECEASED EVER IN U, $, ARMED FORCES? 16. SOCIAL SECURITY NO.[ 17. INFORMANT Address
= (Yus, no, or unknawn)] {If yes, give wor or dotes of smrvice} - - N
. o None None A. G, Schreiher Ferguson, Mo,

18, CAUSE OF DEATH (Enter only ons couse per line for {a), (b}, and (c INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (a) wl;@wtﬂ/!l:z:f, éd’ L; 0&4»@0-4/\

— Z
21. 1 attended the decoased from __ 2 /)/7/57 to ,:éfz 27/5 F and last s I& glive on /0/9//? 7+
_6:15 AM 7 M

Death occurred at on the dote stated above; ond to the bast of my knowledge, “from l{u couses stalted.

El;:nuaz F— Z {Degroe or title) Mﬁ'f; ?An){feﬂss Z(j .ﬂ; b; zz; p/} 5;1:/
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w C.nnd’i:ion;, if any, DUE TO (1) 4
> whi rize to :
E oLty } (L Z0R
r stating tha under-
8 g lying eause last. DUE TO (CL
< 2gF PART Il. OTHER SIGNLEICANT CONDITIONS CONTRIBUTING TO DEATH but not re}@led 16 the termingd disease condition given In PART | {0} 9. WAS AUTOPSY 2
3 «l< PERFORMED
2 Sf: YES[] NO
- X & | 200. ACCIDENT BSUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCL#RED. (Enter noture of injury in PART | or PART 1l of item 18.)
= = guw ‘
Ca—Y a O O
] F
¥ QY] 2c. TIME OF ,Howr .Month, Day, Year
£ =8 INJURY  a.m.
‘g‘ : E] p.m.
E % 20d. INJURY OCCURRED 2e. PLACE OF INJURY {a.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
T w WHILE ATD NOT WHILE D farm, fcelnry, sfreet office bldg., et}
& 3 WORK AT WORK /
£
L]
e
]
L]
-
2
<

23a. B(.IR(AL :?AATION 23b. DATE 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Cl A mm. or esunty) (sm-)
REMOV AL (Specify)
Remov. " lO—lh—SB St. Peters Cemetery Washington, Missouri
24. FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. :5 REGISTRAR'S SIGNATURE
White-lfullen 118 N. Florissant Rd. /o~ /3 - ﬁ M )77 (9
. ) i d Embalmer’s Stat on Reveraa Sidu)
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STATEMENT BY LICENSED EMBALMER ~—
L I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed ;
. BY ME, OF DY 11reeeieiiiiiitiin i ieiunrret e e mne ot , Student Embalmer No. .....ccoooiiiinnn. |
working under my personal supervision.
Student

Signature of Student Embalmer

Licensed Embalmer io/,&d@
£
A . P. O. Address<=FF et

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




