IRI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

59-026284

STATE FILE NUMBER
DED Fl 'EDQMSH&HJQMc: #o.l_g_s,a-j._é_e_____}rim.ry Registration District No. ‘ia':.s.jg-_keginur‘i No, -_-__lj.é.---
1. PLACE OF DEATH { 2. USUAL RESIDENCE (Where deceased lived. If institution: Reside before
». COUNTY . staieM1 sgonuris. coony 8§t Charl e ggfiion
b. C(I)LY {If cutside corporate limits, give TOWNSHIP only) Length of stay in 1b <. %LY Tnside Limits
TowN gt,o-“ Ch’.r le Br; MO . @ . TOWN 0 ' FallOIl MO . ves @ No O
¢. FULL NAME OF (If NOT in haspital, give location) Inside Limits d. STREET {If cuiside, give location} Reside on Fon
HOSPITAL OR ADDRESS
mstution St Joseph Hospital Yes X No [l Yes I No O
3. NAME OF DECEASED Firs Mi cg Last 4, DATE Menth f
(Type or print Fre vathew  Meinert o guly %5 959
5. SE 4. CO R RACE 7. Merried J{ Never Married (1 |8..D £ 5. AGE (last birthday) | IF UNDER | YEAR__IF UNDER 24 HR
ﬁale %i‘ee Widowed [] Divarced [ 6/5?&@78 BI Months | Days Hours Min.
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| F1. BIRTHPLACE (City and state or country} | 12. CITIZEM OF WHAT COUNTRY
during most of working life, aven if retired) USA
13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Fred Meinert ©Sr Thersa Schroer Helena Meimert
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address
Yes, no, If yes, gi r o ey of 13 8
(Yes, no urnbown)l( yes, give wal Nﬁ:o service} 487_3 3279 Edmund Meinert St Louiﬂ Mo
[ 18. CAUSE OF DEATH (Enter only one cause per lina for (a}, {b), and (c}. INTERVAL BETWEEN
Z PART I. DEATH WAS CAUSED BY: ONSET AND DEATH
s Cadone. 5
__E_’ IMMECIATE CAUSE (a} 53M -
L
8 (RiToroscbnitie o
o Conditions, if any, DUE 1O {b) Lt e R
which gave rize to
above cause (a),
stating the under-
lying cause last. DUE TO (¢}
z PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted to the terminal PART NI If deceased was female was
F__’ disease condition given in PART | (o) there a pregnancy in laxt 90 days.
Coislical. fompsihon, (Ecectts-Y [ ves [ O o | 0 Unkeems
E 9. ‘};YEAS AUTO!;SY 20a. ACCSENT SUICIJIDE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
o YES (@ NO [J
21726 TIME OF  Hou!  Manth, Day, Year |
o INJURY a8.m.
g p.m.
20d. INJURY OCCURRED 20, PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK (O farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK [
21. | attended the deceased from /2 —,?“'{ g to. 7’ 24 - r? and last saw™ | alive on Vil =l 2ol ?
Desth occurred/ / / 0 m on the date stated abowve, and to the best 3f my knowledge, from the causes stated.
S 22a. slanyV :@os \u ) 22b. ADDRESS T2, DATE SIGNED
c )_M )hmZZ? N, O ‘Pafton. o -27-9
< 238, BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State)
a REMOVAL {Specify g
e Burial | J 28/ 59 | Assumption O'Fallon Mo.
< 24, FUNERAL DlRECTOR . 25. DATE RECD. BY LOCAL REG. REGISTRAR'S SIGNATURE
%| Keithly PFuneral Home 0 Fallon M ».\/!; s 37- 5
{Licensed Embalmer’s Statement on Reverse Side)




(S ]
i
cey

STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

waorking under my persenal supervision.

Student Signed

Signature of Student Embalmer

Licensed Embalmer No jﬁ f/ l/

174
P. Q. Address

Mote: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to cor
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.



