THE DIVISION OF HEALTH OF MISSOURI 59—00'7064

| ealth

Welfare STANDARD CERTIFICATE OF DEATH . E Fi -
wbli P
.:m:. LEB MAR 1 0 19&immion Bistrict Now oot e e Primary Registration Diu'iclN_O-.............___ [EOO | gulima, _________________
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where doceased lived. If institution: Residence before
300 a. COUNTY o. STATE I"IO b. COUNTY odmission)
. /4
=57 . CBTRY (if outside corporate limits, give TOWNSHIP only} Inside Limits c- C(I]TRY Inside Limits
toown  St. Louis Yes [J Mo [ roon St. Louis Yea] No[J]
3 ¢. FULL NAME QOF (If NOT in hospital, give location) | Length of stay in 1b d. STREET (If outside, give location) Retide on Form
RS a 4522 Loughborough Ave. ADDRESS 522 Loughborough | ve[d ne
3. (NTAME OF I?E)CEASED First Middle Lasy 4, Ds';ﬁ Month Day Yeor
ype or print
WILLIAM A EBERT oeatH  Feb. 20 1959
5. SEX 6. COLOR OR RACE T'MAﬁmEDENEvER MARRIEDD 8. DATE OF BIRTH 9. AGE {In yeors JF UNDER i YEAR| IF UNDER 24 HRS.
» 14 L] onths ays Hours in,
Male ol White wicoweo[] s orvorcen[]] Qct. 6, 1875 IB‘;M ) | Momth I o l e
10a. USUAL OCCUPATION [Give hind of wark done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or couniry) b 12. CITIZEN OF WHAT COUNTRY?
duting most of working life, sven if retired) INDUSTRY s
Maintenance Man-SfS Peter&Paul Cemetery St. Louis,Mo. U.S.A.
130. FATHER*S NAME 13b. MOTHER'S MAIDEN NAME I 14. NAME OF HU'SBAND OR WIFE
Martin Ebert Elizabeth Holderman | Frances B. Ebert
15. WAS DECEASED EVER IN L. S. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yos, anunknqwn)I(“ yes, glqubnrféu of service) 488_09_1676 Mari on Eb eI‘t 4522 Loughborough Ave .

INTERVAL BETWEEN

18. CAUSE OF DEATH (Enter enly one couse per line for {u), {b), and {(c).)
ONSET AND DEATH

PART |. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

obove couse (o),
stating the under-

Condltians, if any, } DUE TO (b)

which gava rise o
DUE TO {c) / 5 7)(

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

rd Vs
N
21. | attended the deceasad from ’ / ) .‘-l-g >0 ‘ o ? and last saw t‘ﬂal‘m on &/)O /l) 7
Death sccurred ot {5 L] m on the dote sta¥ed above; and to the best of my imwledye, from the caus{s tated.

1 ¥ 2

22a. SI@E :5 z '(oegree__or title) O | 22b. ADDRESS E SIGN

230. BURLAL, CREMA*UN. 23b. DATE 23c. NMEB'F CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (S101e)

Burial™™"” Feb.23,1959 |S/S Peter & Paul Cem. St. Louis, Mo.

24. FUNERAL DIRECTOR ADDRE_SS . 25. DATE RECD. BY LOCAL REG. 2 GISTABR'S SIGRATUR

Kriegshguser 4228 S.Kingshighway FEB 20 59 /@EMZM /‘/ .
. ‘j 6/,

z lying tsuse loat.

s .E. PART Il, OTHER si ICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseass condition given in PART | {g) 19, WAS AUTOPSY o
3 X § -Z . PERFORMED?
- i YES[] NO D/
- = | 200. ACCIDENT SUICIDE HOMICIDE 207 DESCRIBE HOW INJURY OQCCURRED. {Enter nature of injury in PART | ot PART Il of item 18.)
= W

H Q d O O

2 2

v Ul 2c. TIME OF Hour Month, Day, Yeor
£ 8 INJURY  a.m.

‘g X p.m.
f 20d. INJURY OCCURRED 2e. PLACE OF INJURY {e.g., inorabour home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
% WHILE AT[:] NOT WHILE 0 farm, uclory, street, office bldg., etc.}
Ry WORK AT WORK f _ 4

g

"

a

g

"
2
<

{Licansad Emboimar’s Siatement 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, or by .cviiiiiiiiiiiiiinnens b ediisasenshsinsssensimaseintaryhsinsansntntrarearriroiarts ., Student Embalmer No. ........coninnanns

working under my personel supervision.

Signed .M f&((/,m ...............

Licensed Embalmer No.LeraRae ..
) Lt R, ~
P. O. Address 3 oty

SHUABNL cvveeieciiiiiiiiiriaiiererrarairransera et araarrans
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).

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.

R D .

"\ .




