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THE DIVISION OF HEALTH OF MISSOUR|

STANDARD CERTIFICATE OF DEATH

e 28=045608
100 TATE FILE NUMBER614““

Registrar's

AN 1 2 1gﬁis|m:ioq District No. _._-_.._,.,.“,,___,3,.1.8Primury Registration District No.

| |
1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceosed lived. i

before

natibupian: Residence v
o. COUNTY a. STATE Mo . b. COUNTY y-‘ admi gfio :
b. CITY (If ousside corperate limits, give TOWNSHIP only) Inside Limits 13 &5 CITY lnside Limit,
OR Yos [ No [J S %R Yos (]
o St. Touis o o Town  Japan o
c. FBLII’-I'IN:SEOROF {If NOT in hospital, give location} | Lengsh of stay in 1b d. STR%ET (If outside, give location) Reside on Farm
HOS! b ADDRESS
. _3uwsoution St. John's Hospital 3/ Yos (] No[J
3. NAME OF DECEASED First Middle Last 4. DATE Maonth Day Year
(Type or print} OF
REV.ROBERT P, EIKE DEATH  Degc, 26 1958
5. SEX & COLOR OR RACE| 7. MARRIEO ] NEVER MARRIEDE] 8. DATE OF BIRTH -3 A'GE' “.,.'m.,; :‘:JI:II?’ER;::AR I::::DER 2;.HRS.
a irthday " in.
Male ¢ | White wooweo] ¢ oworceod| Aug, 21, 1919} '4¢ I

100, USLUAL OCCUPATION (Give kind of work done

g_‘%‘ﬁbﬂ w{lucng tifq, wven If r-%-d)

10b. KIND OF BUSINESS OR
INDUSTRY

St. Liouis,

11. BIRTHPLACE (City ond state or country)

12. CITIZEN OF WHAT COUNTRY?

Mo. o U.S.A.

Irlies
135 FATHER’S NAME

John Bike

13b. MOTHER'S MAIDEN NAME

Anna Blattner

14. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN U, 5. ARMED FORCES?
{Yau, no, unlv.nqwn)l(ll yos, QN war of dates of service)
No one

16. SOCIAL SECURITY NO.| 17. INFORMANT

None

Address |

Anng Eike 28343 Pennsvlvania Ave.

PART 1. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE ({a)

Conditions, if any, DUE TO (b)

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

Heoure

INTERVAL BETWEEN
ONSET AND DEATH

EpesmA RS

Puemgmwanry
Myoerrdin

DEcoMPEASAT G

which gove rive
above cause

a__ﬂ.ﬂ?l [}

ESﬁrfﬁrF

TIFICATTON\

o

D

: LI:?RJ,:} st | DUE TO (g) MKTEA/Si VEA Vﬂ fICuULAR
. THER SIGNIF

*ANT CONDITIONS CONTRIBUTING TC DEATH but not raloted to the terminal diseose cendition given in PART { {a)

19. WAS AUTOPSY
PERFORMED? /

eath occurred at

1:00 P,

- YES NO[]
NT lbt\ HOMICIDE. | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I of item 18.)
. = L2 R
b EOF , Hobr Month, Day, Yeor .
8 JURY | a.m. .
E ) " pum.
20 WNJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor obouthome,] 20f. CITY, TOWN, OR LOCATION COUNTY STATE
ILE ATD NOT WHILE Ol farm, factory, street, office bldg., etc.)
R AT WORK i
, 21\4u!1mded the deceased from //?' Jé - ('\7. Xﬂ , 1o /D’ "‘,; 6 "‘;ﬁﬁf ond last 3ow ::’r:,' alive on ———

m on the date stated above; and to the best of my knowledge, from 111: causes stated.

REMDY Al

ify)
Buria

/ ec.30,195

S/5 Peter & Paul Cem.

22a. SIGNATURE ‘ ? agroe or title) Q 22b. ADDRES; 27’ 22¢. PATE SIGNED
“Jooepl. [ Vitrct, }Z(,@. s~ jiéa earcle /%27 122 A3
230. BURIAL, CREMATION, | 2. DaTE 23c. NAME OF CEMETERY OR CREMATORY 234. LOCATION (City, town, or county) {State)

St, Louis, Mo. .

24. FUNERAL OIRECTOR

ADDRESS

iegshauser 4228 S.Kingshighway

25. GATE RECD. BY LOCAL REG.

NEC 2958

EGISTRAR'S SIGNATURE

Embal S
d v 5t

(Li

on Reverse Side)




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 BY revenrieieieiereemerenraraeriossisreesanassnss st assseniaa s bbb st an e s ., Student Embalmer No. ..........cceeeeen.

working under my personal supervision.

LRI Ts =) 1| PO PP Signed .
Signature of Student Embalmer . .

P. O, Address........ccoviimnninniinninesnns

&
Licensed Embalmer No.......0..00..70...

a

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

If embalmed by a STUDENT, he alsd shall sign in his OWN handwriting.
If thie body is not embalmed, fact should be so stated above. ]




