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All diseases in Part | must be causally related.

USE OMLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

..Primary Registration District No. .. ...

ED MAY 1 2 1959?egmrunon District No. .

59-014955

STATE Fi

e A

1" PLACE UF DEATH —~"7 2. USUAL RESIDERCE (Where deceosed lived. If instisution: Residdnce before
a. COUNTY a. STATE b. COUNTY aghission)
Mo.
b. CIJY (If eutside corporate limits, give TOWNSHIP only) Inside Limits <. ng Inside Limiss
R *
TOWN St. Louils Ves (] Nof ] 0w St. Louis Yes[] Mo []
. FULL NAM%OF {If NOT in hospital, give location) | Length of stay in 1b d. STREET (If ourside, give location} Reside on Farm
HOSPITAL OR ADDRESS
| wstirution 2317a Itaska St} 5317a Itaska S5t. Yes ] Mo [
3. HAME OF DECEASED First Middle Last 4, DATE Month Doy Yeor
{Type or print) QF
CLARENCE W. FERNER oEATH  ADT. 26 195%
5 SEX 6. COLOR OR RACE J'MARRIED[ENEVER warriED ] 8. DATE OF BIRTH 9. AGE (tn years JIF UNDER i YEAR| IF UNDER 24 HRS
. irthday) [ Months | Days Hours Min.
Male © White |j weoweod  oworceoJ|Feb, 2, 1902 i [
10o. USUAL OCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR 1. BIRTHPLACE {City and state or country) ) 12. CITIZEN QF WHAT COUNTRY?
during mast of working life, svan if retired) INDUSTRY - .
Building Contractoxn St. Louis, Mo. U.S.A.

130, FATHER'S NAME

John Ferner

13b. MOTHER"S MAIDEN NAME

Elizabeth Timpe

14. NAME OF HUSBAND OR WIFE
Bernice Ferner

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

{(Yes, n bunl:nown) (If yos, glveroﬁdé-s of garvice)

16, SOCIAL SECURITY NO.| 17. INFORMANT

488-34-7917

Address

Bernice Ferner 5%17a itaska St.

18. CAUSE OF DEATH (Enter onlpone cause per
PART . DEATH WAS o Bey:

line for {a), (b}, and (c).)

Q cetiarcnn

INTERVAL BETWEEN
ONSET AND DEATH

L ffoar~

4201

O DEATH but not relatad to the terminal dissase condition given in PART | ()

NT CONDITIONS CONTRIB

19. waAS AUTOPSY..Z |
PERFORMED?
YES[ ] NO[f

MEDICAL CERTIFICATION

b, DESCRIBE HOW INJURY OCCURRED. (Enter natyre of injury in PART 1ot PART Il of item 18.)
O 3 O

20c. TIMEOF Hour Month, Day, Yeor

INJURY a,m.

p.m.
204. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abouthome,| 206 CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT HOT WHILE farm, factory, street, office bldg., etc.)
] AT WORK ]

21. | attended the decensed from ﬂ"Zé -

59 F2£T7

0

Death occurred

11:30 P, !

m on the

/-

alive on Lf: 2’6‘ ‘_-5_7

and last snwa

date stated obove; and te the best of my hnowledge, from the causes stated.

2Z2a. %NW f : {Degree or !|ﬂ”

22b. ADDRESS

7

<

$6q Aty

22¢. PATE SIGNED

f20-F

BURIAL, CREMATION,
REMOVAL {Spacify)

Remova

23b. DATE

Apr.29,1959

23a.

23c. NAME OF CEMETERY OR CREMATORY

Resurrection Cemetery

23d. LOCATION (City, rtawn, or cownty} {State)

St. Louis Co. Mo,

24. FUNERAL DIRECTOR

ADDRESS

iegshauser 4228 S.Kingshighway

125. DATE RECD. BY LOCAL REG.

APR 2759

LT Rk 0.




STATEMENT BY LICENSED EMBALMER

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

DY M, OF DY oottt ettt e st e een e s ta s s ana ettt naenaarras .» Student Embalmer No. ......cceeunnnens

working under my personal supervision.

Student .ooeviiii s
Signature of Student Embalmer

Licensed Embalmer No:)gﬂ7 ........
. P, O, Address......cc.oovviniiinniinninnnn

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failur
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.
\4.\ -

-



