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THE DIVISION OF HEALTH OF MISSOUR|

STANDARD CERTIFICATE OF DEATH
“_ED n FC q 1ggagls0mhon Diswrict Mo, __-__-_______,.3_1.8 Primary Registration District No. lma_

s, weovsoormamorwsom 58042315

STATE FILE

- Registrar’ sN:jiBj}.QG“ 5

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. [{ institution: Residgnce, b;!fora
. COUNTY . STATE b, COUNTY admi ssién
o Cou ° Mi ssowrd
b, CITY (H outside carporate limits, give TOWNSHIP only) Inside Limits c. cllfJTRY Inside Limits
TOWN ST .LOVLIS ,ID. Yes [ ] Ne[] TOWN St.lauis Yes[] No[}
¢. FULL NAME QF (If i spj ive jsg) | Length of stay in 1b d. 5TREET (If outside, give location) Reside on Farm
DSPITAL O f_& g’ ‘ﬁfﬁ ﬁﬁg? 1 ADDRESS -
|2 NSTITUTION r'[“ w o ‘ 7/é§ 3643 Arkansas Yes (] No[]
3 ?TAME OF DECEASED First Middle %s: 4. DATE Month Year
ype or print} OF
AUGUST Je STOLL oor  DEC.1, 195 8
5. SEX & COLOR OR RACE[ 7. MARRIED&QVER wARRIED[] 8. DATE OF BIRTH 9. AGE (In yaars JIf UNDER 1 YEAR| IF UNDER 24 HRS.
0 1 irthday) [ Months | Days Houts Min.
Male White wooweo[ ] prvorceo[]|Novl 18,1881 Vi |
1¢a. USUAL QCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN QF WHAT COUNTRY?
gl 0g1 of warking lifs, ven if retired}
"Ra¥ired SaleSman St,Llouls,Missouri ¢ | U.S.A.
13e. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H_U.SBAND OR WIFE
August E,.Stoll Mary Peters Elizabeth Groeninger

15. WAS DECEASED EVER IN U, 5. ARMED FORCES?
(Yes, rnu unknqwn)] (If yes, give war or dates of service)

16. SOCIAL SECURITY NO.

497-18.9087

17. INFORMANT

Address

Elizabeth Stoll 3643 Arkansas

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be causally related.

PART 1. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (q)

Cenditions, if any,

DUE TO (b)
whith gave rise to }

above cause {a),
stating the under-

18. CAUSE OF DEATH (Enter only one cause per line for {a), {b), and (c).)

INTERVAL BETWEEN
ONSET AND DEATH

Decth occurred ot

ITe25 HM"

% lying couse last.
f 19. WAS AUTOPSY
h . PE RMED?
L ! YE$ No[[]
= ™ 18.)
G O
2
Y| 2c. TIMEOF Hour Month, Doy, Year
a INJURY a.m,
k3 p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, street, office bldg., etc.}
21. | attended the deceased from J-L/ du7b° 1 /1/56 and last suw: alive on "'2/']'/56

m on the date stated cbove; and to the bast of my knowledge, from the causes stated.

20 p=-SIGNATURE () e or title) 22b. ADDRESS ATE SIGNED
9’, ¢ | 1515 LAFAYETTE AVE 12/1/58
23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {Srare)
"Buridl™ 12458 Calvary Cemstery St.loulis Missourl
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. : RAE S SIG ATUR —
Wingbermuehle 3819 S.CGrand Blvd, DEC 3 58 Ve v vy !/ /5
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STATEMENT BY LICENSED EMBALMER

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

, Student Embalmer No. ......coccoiieees

T T3 2+ O AR

working under my personal supervision.

LT T ey £ AP PPRP PP
Signature of Student Embalmer

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). - i

If embaimed by a STUDENT, he also shall sign in his OWN handwriting,. - T

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

. - - .



