THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

wnmﬁon District No. e

~Primary Registration District Ne.

- 99-006885

STATE FILE

P Registrar’

21501

o g

1. PLACE OF DEATH
0. COUNIY

STATE Mo.

b. COUNTY

3 USUAL RESIDENCE (Wheore deceased lived. |If institution: Ruéd;?{clnu

b. CBTRY {If outside carporate limits, give TOWNSHIP only) Inside Limits €. C‘IJTY Inside Limits
R N
1omd Saint Louis Yes [ Ne[] Town St. Louis Yes[] No[]
c. flgLF';I NAM%SF (H NOT in hospital, g- ° lo:unon) Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
SPITAL ADDRESS H
d _INSTITUTION Ste Louis € pital 431 4344 Tesson St. Yes [J Ne[]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yaar
{Type or print} OF
Ch F. Becker DEATH 2 : 09
5 SEX o 6. COl:OR OR RACE} 7. MARRIEDDNEVER MARR'ED@ ¢8. DATE OF BIRTH 9. AIGE (.i,:';;:;; :::ﬂea;::m 1:‘:::1-95.1 3:“:!:5.
Male White wooweo[]  owvorceo[]| Oct. 18,1885 Vi |
0a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and staote or country) 12. CITIZEN OF WHAT COUNTRY?
dunng st of working |Ife, even il ratir. INDUST .
Truc eiper—omatl [Arms2l.s.Gov't] St. Louis, Mo. o U.S.A,

136 FATHER'S NAME

Henry Becker

13b. MOTHER"S MAIDEN NAME
Minnie Alwes

14. NAME OF BUSBAND OR WIFE

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?

(Yas, nNobunknqwn)l[IF yas, giv-mﬂ a8 of service)

14. SOCIAL SECURITY NO.

494-01-607

17.
P Lena Moon 4344 Tesson St.

INFORMANT

Addrass

£

USE ONLY BLACK INK OR RIBBON TYPEWRITE F POSSIBLE

All diveases in Port | must be causally related.

R BT VITTAy WTRTT TN

PART . DEAT

18. CAUME OF DEATHdEv;IAeSrCo;fﬂsoEns Evu p

IMMEDIATE CAUSE (o}

INTERVAL BETWE
ONSET AND DEAT

Tive for (a), (b), ="dﬁ:) - :&i QMMQ/

(JDM chloe,

MEDICAL CERTIFICATION

C:nd}l‘riom, if any, DUE TO ({b)
| va rh q
:hn\cru ':a:lro l'(;," } % ﬂ
stating the under- ‘;s x\
lylng couse last. DUE TO (¢)
PART Il. OTHER SIGKIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated to the terminal diseass condition given In PART I {a) 19. WAS AUTDPSY
PERFORMED?
i YES$[&- NO[]
9. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter noture of injury in PART | or PART Il of item 18.}
O O O
2c. TIME OF  Hour Month, Day, Yeor
INJURY  am.
p.m.
2d. INJURY OCCURRED 20e. PLACE OF INJURY le.q., ineraboutheme,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
\’IHILE ATD NOT WHILE D farm, uctory, strest, office bldg., etc.)
AT WORK
21. 1 ottended the deceased from 2=3= . to 2.-1‘&59 and last nwt alive on 2-1‘0—59
)qrh occurred at 7 H 4 alle m on the date stoted above; ond to the best of my knowledge, from the causes stated.

<£)

-

22b. ADDRESS

1515 Lafayette

22¢c. PATE SIGNED

2-10-59

23a. BUTAL, §REMATION, | 23b. DATE

CTeHatIbh

23e. NAME OF CEM}TERY CR CREMATORY

Feb.13%,1959 Missouri Crematory

23d. LOCATION {City, town, or county)

St. Louis, Mo.

(State)

24. FUNERAL DIRECTOR

riegshauSer 4228 S.Kingshighway,

ADDRESS

25. DATE RECD. BY LOCAL REG.

FFR 1 258

{Liconsed Embalmer's Stotement on Reverss Side)

EGISTRAR'S N.‘\T?Z
@/tv’ P ”‘ 0‘
o H.42



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 o s s , Student Embalmer No. .........cceeeveet

working under my personal supervision.

Student .oveieniciiii e
Signature of Student Embalmer

: I:icen_s,ed Embalmer No.....cocoveninnotue.

P. O, Address........ccoccovviiiciivnianinses

-oT 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 tln’s:hody is not: embalmed, fact should be so stated above.




