Rl DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

FILERYS.JUNZ 21980 318, . couuioncoione 1003 (.6

ar's No.
DED -
1. PLACE OF DEATH 2. USUAL RESIDEMCE (Where deceased lived. If institution: Rasidence before
a. COUNTY a. STATE MSSOURI b. COUNTY J p /o(//.s admisslon)
b. CéLY (If ourside corporate limits, give TOWNSHIP anly) Length of stay in 1b <. %LY Inside Limits
ows ST, LOUIS, MISSOURI 177 DAYS own BRENTWOCD veli N
< l;‘lg.é. NI_AAAI?E OF (If NOT In heospital, give location) Inside Limits d. :I.;%%EEES {If cutside, give location) Roside on Farm
INSTITUTION VAH, 915 NO. GRAND AVE. Yea [ No[3 2331 ARMALEE Yes O No (X
3. l_l;p'll\i\i OF DE)CEASED First Middle Last 4, DékgE Month Day Yeor
Ype or print,
EDWARD C.  REIFSTECK DEATH 5/19/60
! 5. SEX 6. COLOR OR RACE 7. Married)l] Never Married [J (8. DATE OF BIRTH | 9 AGE {last birthday) { IF UNhDER 1 YEAR ': UNDER 24 HR
i H i Months Days ours Min,
| WHITE Widowed [ Divorced [ 7/16/95 61} i
[ 10a. OCCUPATION (Give kind of work done | 10h. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country} { 12. CITIZEN OF WHAT COUNTRY
| S el U SRl KIRKWOOD, MISSOURI U.S.A
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
HENRY REIFSTECK ELIZABETH SCHULZ WILLA REIFSTECK
15. WAS DECEASED EVER IN UL.5. ARMED FORCES? 4. SOCIAL SECURITY NO. 17. INFORMANT Address
{Yes, no,%knawn] {If yes, gi\i war or dates of service) I-IA REEFSTECK, 2331 ARMALEE, BREHTWwD Mo
| 18. CAIJSE OF DEATH {Enter only one ceu:e per line for (a}, {b), and {c}. INTERVAL BETWEEN
E PART |. DEATH WAS CAUSED ng ﬁR
g IMMEDIATE CAUSE (s) BRONCHOPNEUMONIA =
(v
o]
8 Conditions, i any,]  0UE To oy CEREBROVASCUIAR HEMORRHAGE 6 DAYS
wbhich gave rise‘ r)n
above couse (a),
fitno fetndir [ GENERALIZED ATHEROSCLEROSIS 23/~ 12 YEARS

LA

N
L

]

BY AFFIDAVIT OF

.- MEDICAL CERTIFICATION

-

lying cause last.

PART It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEAIﬂmmmm«minal PART MI. 1f decessed waes female was
disease condition given in PART 1 (a} there a pregnancy in last 90 days,
BENIGN PROSTATIC HYPERPIASIA WITH CYSTITIS, FYELONEPHRITIS | O ves | O N | OO Unknown
19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of infury in PART | or PART Il of item 18.}
PERFQRMED? (m] ] a
YES NO O . .
20¢. TIMé\OF -Hou Manth, Dayy: Year
' INJUEY\ F. . Tl t
- R 2T TR Y h,,'-:\l\‘

12:30 P

20d. INJURY OCCURRED | 20a. PLACE OF INJURY {e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK D farm, factory, sireer, office bidg., etc.)
NOT WHILE AT WORK [J
the decea from___llL?:bLSL—. to. 5/19/60 and {ast saw Firalive on 5/19/60

m on the date stated sbove, and to the best of my knowledge, from tha causes stated.

[Degree or title)

M.D,

22b. ADDRESS

VAH, ST. LOUIS, MO.

22c. DATE SIGNED

5/19/60

24.

WMes 77

Z3a. BURIAL, c?-nou
pegi

UNERAL DIRECTOR

Z3c. NAME OF CEMETERY OR CREMATORY 73d, LOCATION (City, fown, or county)
52 29-79bp | Morionns Comerery | TerrersonN /C'LWPAC'
7 ADDRESS 25. DATE RECD. BY LOCAL REG.

MAY 20 1960

28, R%AR S ﬂGNAT

(State)

AP

{Licensed Embelmer’s Statement on Reverse Side)

RZZF /)




‘c

TN
|
|
- t --- -
STATEMENT BY LICENSED EMBALMER
| hereby certify that the body _whose name is recorded on the reverse side of this certificate was embalmed b
or by ' ' - - - Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

icensed Embalimer

. iP. O. Address .

Note:, The above MUST BE SIGNED BY THE LICENSED-EMBALMER in his OWN HANDWRITING. (Failure to cd
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.




