FILED JAN 281959 .

. THE DIVISION OF HEALTH OF MISSOUR}

——

salth, ER -2 Sr Lo § L B P T P T
W;llhian XC~20 L34 L4, STANDARD CERTIFICATE OF DEATH e T FILE éjMBER 3233
vblic
ervice SL 16382 Registration District Na. Primary Registration District No. Reglslrar ___________ ﬁg_.._
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
300 a. COUNTY a. STATE MISSOUHT b. COUNTY admisgion
-57 b CgRY (If cutside corporate limits, give TOWNSHIP only} Inside Limits c. C:)TRY Intide Limits
b | Town 915 N.GRAND,ST.LOUIS, MO, [Ye:[®@ MO rown ST. LOUIS Yosffi No (]
5 # ¢. FULL NAME OF (If NOT in hospital, give location) | Length of stay in ib EI-Z sd STREET (If outside, give location) Reside ¢n Farm
HOSPITAL OR FADDRESS
o iNsTITUTIon VET.ADM. HOSPITAL 5 days 407 LUCAS AVENUE Yes [ ] No [K]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) OF
ALBERT H. STAMM peaTH JANUARY 13, 1959
5. SEX 6. COLOR OR RACE - warRtED[ JNEVER MARRIEDm 8. DATE OF BIRTH 9. AFE (b|r. ;;m ;uu::.sn gYEAR I: UNDER Q;HRS.
Ert ant owr: in.
MAIE | WHITE wooweo[] , owvorceo[d|  6/5/90 i R "
10a. USUAL CCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 1t- BIRTHPLACE {City and state er country} 12. CITIZEN OF WHAT COUNTRY?
%61) mast of working life, avan if retirad) INDUSTRY
WORK ODUCE ST. LOUDS, MO 0 USA
13a. FATHER'S NAME 13k, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
AUGUST H. STAMM MARY SICKING - = - -
15. WAS DECEASED EVER N U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
{Yus, unknﬂwn]l(!l yus, aket dates of service)
YRS =1 L90-01-6422 | VA HOSP, RECORDS, ST. LOUIS, MO,

PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE {a)

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

GASTRO-INTESTINAL HEMORRHAGE FRQM

INTERVAL BETWEEN
ONSETB\ND DEATH

ESOPHAGEAL VARICES

w
-l
o
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-8
w
w
E
o
=
& Conditions, if any, DUE TO (b)
t wll:ch gave ri l; r)e
2 e e IAENNEC'S CIRRECSIS SENH -
g g Iying couss last. DUE TO {c)
- s = PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related fo the terminal dixease condition givan in PART 1 {a) 19. WAS AUTOPSY
LI B CARCLIOMA OF TUNG, LIVER, SUSPECTED ves ) ol %
s Ogr
- % 2| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QOCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
= = [
- O O Newed
5 j Q 20c. TIME OF Hour Month, Day, Year
£ mgb INJURY  am.
zu : % p.m.
E 5 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
T W WHILE ATD NOT WHILE 0 farm, factory, street, office bldg., etc.)
5 2 WORK 175 ' AT WORK
. L'F1Y
E 2. ded the d d from 1/8/59 . to 1/13/59 and last ’suu}ﬁ, alive on 1/13/59
g Death occurred at 5:30 AM, m on the date stoted gbove; and to the best of my knowledge, from the causes stated.
g g NATURE {Degroe or title) O 22b. ADDRESS 22¢. QATE SIGNED
-
3 7. Vit /. _M.D. VAH, ST. LOUIS, MO. 1/13/59
23a. BURIAL, CREMATION, | 235 DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State)
REMOVAL ($pecify) ]‘_?8 qNEU, % M.Dl.
Remova 1-1T6-195 Nat,fopal Cemetery Jefferson Bargacks, Mo.

24. FUNERAL DIRECTOR

ADDRESS

Kriegshauser 4228 S.Kingshighway

25. DATE RECD, BY LOCAL REG,

459

RAR'S SIGNATURE

d Embal b €

] on Reverss Side)

{Li

#




STATEMENT BY LICENSED EMBALMER

t

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

BY ME, OF BY 1iirriiieiii et e ettt e vt e e e s e eenseetesenresaarasssrennrasrsnnsrnnn ., Student Embalmer No. ........ccoveennnn.

working under my personal supervision.

STUAEAL ceeererreererereieiiitcreeveereeerneseeeneiereaeesan SJgned%‘,é%/’V,ﬁ”gjﬁﬁ/

Signature of Student Embalmer
Licensed Embalmer Noéo/]

TP 0. AdGIESS ..o

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 lis OWN handwriting.

I this body is not embhalmed, fact should be so stated above.



