k! DIVISION OF HEAI.TH STANDARD CERTIFICATE OF DEATH

. —60-048377

l|E_DED \ gﬁbLB’NHon asm:t & __________..7.-----...anary Registration Distrigt No, __gg.é.__keolunr ‘s Mo. -__éﬂg_ STATE FILE NUMBER
1. PLACE OF DEATH 2, USUAL RESIDENCE (thra deceased lived. If institution: Residence before
. 4o . . sert
8. COUNTY St . Lou_j_s a. STATE Mlssoul-‘li ngz“’ iy Ga l admizsion)
b. Cél;’ (I¥ outside corporate limits, give TOWNSHIP only) Length of stay in 1b <. CATRY “nside Limifs
T .
oW h, Mo £23 davs TowN St, Louis Yeld NeD
¢. FULL NAME OF (f NOT in hospital, glive location) “Inside Lithits d. STREET (If cutside, give location) Reside on Farm
HOSP%‘I‘A}’}' OR K . v N ADDRESS
INSTITUTION Robert och HOSplta esBl No ] 2609 South CGrand Yes [ NnQ
a gAME OF .DE)CEASED First Middle Last 4. D(.;":I'E Month Day Yaar
ype or pring
Albert (none) Stett DEATH 12 22 60
5. SEX 6. COLOR OR RACE 7. Married [  Never Married [1 8. DATE OF BIRTH | 9- AGE (fest birthday} | IF UNDER | YEAR 1F UNDER 24 HR
Male White Widowed J Divorndﬁ 3 -1 8__71+ 86 Yrs. Months | Days Hours Min.
10a. USUAL QCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INCUSTRY| 11, BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
| dyring most ofgw‘;.r:.:]n;;irt, aven if retired) Farmlng St R Louis , MO . U . S . A. .
| 13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
i Charles Stett Marie Saunders Gertrude Meek
‘} 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
(Yes, no, of punknown) | (If yes, give war or dates of wervice) p
Ko™ (2) Koch Hosp. Records, Koch, Mo.
= 18. CAUSE OF DEATH (Enter only ons cause per line for (a), {b}, afd (c]. " INTERVAL BETWEEN
E PART t. DEATH WAS CAUSED . ONSET AND DEATH
= IMMEDIATE CAUSE (a) CerEbral ThI‘O]’ﬂbOSlS 2 monthS
>
Q
8] . -
a Conditions, if any,]  DUE TO (b) Cerebral Arteriosclerosis {(?) Years
which gave rise to
above c':uu dt:z'} .
the un - » - *
bing” couse. lewr. ] DUE TO {e) Generalized Arterijosclerosis (2) Years
z PART tl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal PART Iil, 1f decessed was female was
.9_ disease condition given in PART | (a) thers a pregnancy in last 90 days.
g Pulmonary Tuberculosis [Over [ O 8 | O unknown
= 19, WAS AUTOPSY [ 20s. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART 1 or PART |l of item 18.)
& PERFORMED? [m} 0O a
o YES [ Noﬂ
& | 20c.TIME OF  Fouf  Month, Day, Year |
3 INJURY am.
; p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.9., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, street, office bidg., ete))
NOT WHILE AT WORK [0
21. 1 attended the d d from. 7-'1 ?‘- SQ :n.12:22=6.0_and 125t uw}gxahvn on 12 ??-60
Death occurred at— & }' m p #——m on the dale stated sbove, and to the best of my knowledge, from the causes stated.
S 22s. sncnmune;} 45 Mpeﬁn or title) 226, ADDRESS 22c. DATE SIGNED
£ H,A,Harris MD Rob!T Koch Hosp, Koch, Mo {12-23-60
< s, BUR'AVLAEREMA!ION‘ [23b. DATE 23¢c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, of county) State)
S| ZATREY | 1z-2d-1%0 | Sr Pereas Cemereny | Sr Lovrs Cownry o-
2 24. FUNERAL DIRECTOR - ADDRESS 25. DATE RECD. BY LOC, REG 26. ISTRAR'S SIGNATURE
@ (Iﬁ(pr‘w\/ /JdMs 7233 DeL AR /02_4-7 & P fz;‘

U

{Licensed Embalmer’s Statement on Reverse Side)




I

" STATEMENT BY LICENSED EMBALMER
- . : . . v -
| 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
. . | . Licensed Embalmer Po._Z & /7
- - . - o - . L= = - [
. . b0 AddresIF [ Ete -
T 5 Note: The ab?ve MUST BE $IGNED BY THE LICENSED EMBALMER |n hls OWN HANDWRITIN (Failure to c
) with the ‘above tonstitutes grounds for revocation of - license), '

if embalmed by a STUDENT, he also shall sign in his OWN hand\._vrmng.
If this body is not embalmed, fact should be so stated above.




