JRI DIVISION OF HEALTH’- STANDARD CERTIFICATE OF DEATH =4 _ ' 64
FILED VS DEC 7 1959 3983(?90417

NDED Registration District No, ..____________________.Primary Registration District No. ._______________Registrar's No. .. /%
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before
a. COUNTY 8. STATE b. COUNTY admission)
Mo. St. Louls
b. Cé'FRY (If ovtside corporate limits, give TOWNSHIF only) Length of stay in 1b c. CITY Inside Limits
OR
TOWN - TOWN .
St. Louis DOA o Belrides Yes B No [
c. FULL NAME OF (If NOT in haspital, give location} Inside Limits d, STREET = (if cutside, give location) Resido on Farm
HOSPITAL OR ADDRESS o~
INSHTUTION Mg . Pacific Hosp. Yes B No [ 3228 “grlsbarg Dr Yes [J No (¥
3. NAME OF DECEASED First Middla Last 4. DATE Month Day Yeaar
{¥ype or print) Dg;TH
Alvin George Cordes Oct. 26,1959
5. $EX 6. COLOR OR RACE 7. Morried []  Never Married [] ]8. DATE OF BIRTH | ¥ AGE {last birthday) | IF LINDER ] YEAR IF UNDER 24 HR
. i i Menth D H Min.
Male White Widowsd 8]  PweedD | 10/12/190] 58 B[ g | o] M
s, USUAL OCCUPATION (Give kind of work tone | 10b. KEIND OF BUSINESS QR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if retired} o .
asst, supervisor Mo, Pacific St. Louis, Mo. U,5.A,
13a. FATHER'S NAME 13k, MOTHER'S MAIDEN NAME 14. NAME OF RUSBAND OR WIFE
Henry Cordes Frances Braun Virginia
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
{Yes, no, or unknown)l (If yes, give war or dates of service)
. e 702-14-0416 Audrey Wlodarek 3228 WElsberg
p= §8. CAUSE OF DEATH (Enter only one cause per line for b), and (c). INTERVAL BETWEEN
E PART |. DEATH WAS CAUSED BY: 0 * ONSET AND DEATH
z IMMEDIATE CAUSE (s) alAace A Y /%ébf LA
(W] ~
2 Atk
[a] Conditions, if any, DUE TO {b)
wbhoi:h gave rise t;: -
above couse (a),
vlating the under- WJ & éa Y
lying cause /Iui. DUE TO (¢}
z PART 1). OJHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART lil. If deceased was female was
g sease condition given in PART I (a) there a pregnancy in last 90 days.
§ l O Yes O Neo I O Unknown
E 19. WAS AUTOPSY, 20a. ACCIDENT SUICIDE  HOMICIDE b, DESCRIBE HOW INJURY OCCURRED. (Enter mature of injury in PART | or PART Il of item 18.)
I PERFORMED? (| O =]
U YES [J NO
- .
& | 720, TIME OF  Hou Month, Day, Year
= INJURY am.
g P,
20d. INJURY OCCURRED 20e, PLACE OF INJURY {e.g., in or about home, | 20f CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK [
21, | attended the deceased Irom_—w.fﬂ : and last saw ::Iel':'l alive on
_* Dewh occurred at ‘L on the date stated above, and to the best of my knowledge, from the causes stated.
.
5 / 22b, ADD} 22c. DAJE SIGNED
- / W /0/:7 VAN
2 2. BURIAL, CREMATI 23b. DATE _NAME OF CEMETERY OR CREMATGRY 23d. LOCATION (City, thwn, ar county) 7iStatey 7 /
=] REMOVAL (Specj :
& uria 10/29/59 CAhvary Mo.
b 24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.
3 | OCT 27 AP
Ortmann F. Home 9222 Lackland 1959

{Licensed Embalmer’s Staternent on Reverse Side)




9

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.

working under my personal supervision.

Student Signed [/1/(") EMA«:M:/

Signature of Student Embalmer

Licensed Embalmer No.

P. O. Address____ 9222 Lackl

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failvre to com
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwnhng.

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




