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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.

I}“-EU APR 2 0 1959_ginmtion_ District No.

t

e I=014740

STATE FILE NUMBER

Regisnar' s 330D

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |If institution: Residence befer,
a. COUNTY - S5TATE b, COUNTY a m'“'“"y
Miasonrd
b. CITY (lf outside corporate limits, give TOWNSHIP only} Inside Limits c. CITY Inside fimits
OR
TOWN St,Louls Yes ] No[] Tom  St.Louls YosX] No[]
<. Fgl—[l;l NAIP_JEOROF (If NOT in hospital, give locarion) | Length of stay in 1b d. STREET (if outside, give location) Reside on Farm
HOSPITA| ADDRESS g
O nstifution Marian Hospiltal 929 A.Utah St Yos [ no (K
3. NAME OF DECEASED First Middle Lost 4, DATE Month Doy Yeor
{Type or print) QP
ALBERT BOESCH DEATH 4-1-1959
5. SEX 6. COLOR OR RACE 7.MARR1EDD@EVER MARRIEDD 8. DATE OF BIRTH 9. AF’E. ¢|;. :;,,; ;::;RERI;LEAR l::x:osn ztﬁrrilns.
ast hirthday )
Male o] White wooveo[] ; orvorceo(19-17-1874 84 l I
10a. USUAL UCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
1 of king life, even If ratired) INDUSTRY
Re¥Yred Austris ¢ | U.S.A.

13a. FATHER'S RAME

Urban_Bossch

13b. MOTHER'S MAIDEN NAME

Rosina Hammerle

14. NAME OF HUSBAND OR WIFE

Agnes Boesch

15. WAS DECEASED EVER [N U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.

{¥ onn, or unkmwn)tlf yes, give wor or dates of service)

Address

829 A,TJtah St

17. INFORMANTK

18. CAUSE OF DEATH (Enter only one cause per
PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o)

INTERVAL BETWEEN

ONSET AND DE&TH
2 »60044

Conditions, if any, DUE TO (b) /0 ‘-M
which gave rise to } 0
above couse (a), » X
! h der-
z bying - cavas. losr. 3 DUE TO (<) 3 3 /
= PART Il. OTHER SIGNIFICANT CONPATIONS CONTRIBUTI o the terminal diseoxs condition given in PART | (a) 19. WAS AUTOPSYCJ
5 V’" _ . PERFORMER?
: LA YES[] NO
1 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURMED. (Enter nature of injury in PART t or PART 1l of item 18.}
L
: o O O
§ 2c. TIME GF Hour Manth, Day, Yeor
a INJURY a.m.
¥ p-m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor obouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE farm, foctory, street, office bldg., etc.)
WORK AT WORK D
21. | attended the deceased from 3'— l7 : ‘i ) {r - { ~ .r? and last luwmllve an Lr - { yf
Death occurred ot 4:30 P‘. m on the date stated cbove. and 1o the best of my knowiedge. from the causes stated.
22a. SIGNATUREO {Degree or title) o 22b. ADDRESS 22c. PATE SIGNED
a0 %1344 Y-3- &9
23a. BURIAL, CREMATION, | 215, DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LocGJJn (City, town, of county) (State)
REMOYAL {Seecify} .
4-4 959 Sunset Burial Park- 10160 Gravois Road Mo

. FUNERAL DIRECTOR ADDRESS

2o G409 Gp

25. DATE RECD. BY LOCAL REG.

PR3 59
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STATEMENT BY LICENSED EMBALMER

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

DY M, OF DY 1oieiii it ee et ettt ettt et e tt e s e st b et e et e b ar e rareen .» Student Embalmer No. ..........c........

working under my personal supervision.

L]
SEUAENL  covivniiiiiiii it e ea e aeaaanas Slgﬂﬁ%%:% % o SR

Signature of Student Embalmer
Licensed EmbalmesN 4‘3?[‘3

.: "\S‘:
P. 0. Addressy¥ 7t %ﬂ

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 embalméd By a STUDENT, he als® shall sigrn‘in his OWN handwritingt ==

If this body is not embalmed, fact should be so stated above.
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