THE DIVISION OF HEALTH OF MiSSOURI

29-007565

1ealth,
Wetfore STANDARD CERTIFICATE OF DEATH Sikie Fice ugscey § )
*ublic E
Service #oistrotion District Ne. Primary Regishation DistrictNo. ... .. Registror’ B NO i
HERFER 171950 ! — _
1. PLACE OF BEATH 2. USUAL RESIDENCE (Where deceosed lived. |F institution: Residency’bafore
300 a COUNIY o STATE Migoonp b COUNTY admi sion)
|-57 b, CITY {lf svtside corporate limits, give TOWNSHIP only} Inside Limits c. CITY Inside Limits
OR QR
owy Ste Louls Yesggd No[] Town  Ste Louis Yes[3 No{])
/ c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. §TR {11 outside, gwe location) Reside on Farm
2 3 HosPTALOR Imtheran Hospital | DOA ADDRESS 3754 Dunnica Ave, Yos [ Ne (X
:?3 3 NTAME OF DECEASED First Middle Last 4, DATE Month Day Year
{Type or print} OF
0 FERN NMI REIFENSTEIN peatn  Jane 28, 1959
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE 0 FUNDER 1 YEAR| IF UNDER 24 HRS.
I MAHRIED@ P{EVER MARRIEDD last Li:l:::;; Manths | Days Hours Min,
F W wiooweo[] pivorceo[]] 2ml2ml520 38 I

. USUAL OCCUPATION {Give kind of work dona

uunq most a{fmklng life, sven il retized)

10b. KIND OF BUSINESS OR

& hame

11. BIRTHPLACE {City ond state or country)

St. Louis, Mo,

&

12. CITIZEN QF WHAT COUNTRY?

UsA

13a

FATHER'S NAME

Joseph Koerner

13b. MOTHER'S MAIDEN NAME

Mathilda Turner

14. NAME OF HUSBAND CR WIFE

Charles Heifenstein

15, WAS DECEASED EVER IN U. 5, ARMED FORCES?
(Ynnno, or unltmwn)l(ll yos, give wor or dates of service}

16. SOCIAL SECURITY NO.

17.

INFORMANT

Charles Reifenstein,

Address
above

18. CAUSE OF DEATH (Enter only one cause per e} for (a), (b}, ond {£).)
PART |. DEATH WAS CAUSED BY:
! o

IMMEDIATE CAUSE (o)

Conditions, If any, DUE TO (b)
which gave rise to }
obove coauss (a),
i h der-
Tying cavae. lasr. | DUE TO {c) 23/*

INTERVAL BETWEEN
ONSET AND DEATH

[

PART Il. DTHER SIGNIFICANT CONDITHONS CONTRIBUTING TO DEATH but not reloted to the terminal dissass cendltion glven in PART | {a)

19. WAS AUTOPSY

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be cavsally related.

! PERF@PRMED?
YES NO[]
200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | oc PART Il of item 18.)
a O O -
20c. TIME OF Hour  Month, Dey, Year
INJURY a.m.
p.m.
204. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor obouthome,{| 2. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD MOT WHILE 0 form, _ctory, streot, office bidg., etc.)
WORK AT WORK
1. | anended the deceased from , to and last mw: alive on

m on the date ﬂo!od above; and to the best of my knowledge, from the couses stared.

7 J-O‘I('anulan.l:)‘\/ 3

. ADERESS %

22c. PATE SIGNED

434/

23a. BURIAL, CREMATION, | 23b. DATE

2-2-59

ﬂEMOVAvl;ﬂocify)

MJF CEMETERY OR CREMATORY

New St, Marcus Cemet

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

St. Louis, Moe

.

FUNERAL DIRECTOR

ADDRESS

JAY B, SMITH, Maplewood, Mo,

ﬂﬁ"ii By

2. s%zycnn:s. :[{ ' /y p.

i

4 Embal

on Reverae Side)

G.."'\o




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 Lo e e , Student Embalmer No. .........cc..ouuve

working under my personal supervision.

1] Q1T L= 1| PPN Signed ... /... St 0t Gl A L M e
Signature of Student Embalmer

P. O. Address . /[,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply wnth the above constltu;es grounds for revocahon 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.

» * .




