ISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

~61=004437

AMEIELLE? V‘}egnm tion Dﬁrrlﬂ? ____3 4___ f . ..Primary Registration District No. ﬁé_aegumrs No. ls_ﬁ_z-_“ STATE FILE NUMBER

1. PLACE OF DEATH 2, USUAL RESIDENCE (Where decessed lived. If institution: Residence before
fa a. COUNTY a. STATE . COUNTY sdmissio
2 St.Louis Missourt sion)
z b. Ccl)'LY (I outside corporata limits, give TOWNSHIP anly) Length of sray in ib €. CCI'LY Inside Limits
w
s w8 yalley Park 2NS . W 3t ,Louls YRl No D)
< <. FULL NAME OF (if NOT In hospital, give location) Inside Limits d. STREET {If outside, give location) Reside on Farm
.'-'_-' HOSPITAL OR ADDRESS
|5 INSTIUTION V@] ley Park Nurs. Yes}) No 3hly; Chippews St. |[Y=0 wX
‘ r Honia
7 3. (E':AME OF DE)CEASED First Middle Last 4, DSFTE Month Day Yaar
ype or print
Jules Wacker oA Jane. 1, 1961
5. SEX 6. COLOR OR RACE 7. Married [ Never Married [ |8. DATE OF BIRTH | 9 AGE (last birthday) | IF UNhDER 'DVEAR IF UNDER 24 HR
Widowed Di ed Menths ays Hours Min.
Male White dowed | Owrsd D |9 /29 /75 | 85 | !
10a. USUAL OCCUPATION (Give klnd of work done | 10b. KIND OF BUSINESS OR INDUSTRY[ 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
) most a orhnq n jf retired)
= ‘B85 (e ti#8y) | Masonic Temple [Collinsville, I1l. UeS A
3 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
J
) Christian Wacker Katherine Spiles Theresa
y 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14 SOCTAT SECNETY MO [T7. INFORMANT Address
L {Yes, no, or unknown) | {If yes, give war or dates of service)
, Jooy Elmer Wacker - 3438 Maimi St.
- [ 18. CAUSE OF DEATH (Enter only one cause per line for (e}, (b}, and [cL INTERVAL BETWEEN
g z PART I. DEATH WAS CAUSED BY: é . é/}_{ , ONSET AND DEATH
) = IMMEDIATE CAUSE (a) { kg i'/{fl/tbé /4"' Tt X AL, i
o g !
1 [9]
3 ﬁ a Conditions, if any, DUE TO {b)
y ';, which gave rise to
: |2 sbove cause (a),
- 1= stating the under-
lying cause last. DUE TO (&)
5 z PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART Iil. If deceased was female was
g disease condition given in PART § (a) there a pregnancy in last 90 days.
y
: § l[:lYesl 1 No I {J Unknown
; E 19. WAS AUTOPSY 208, ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.,)
i [ PERFORMED? a a 0
] v YES(] NO ]
3 | 20c. TIME OF  Hour _ Month, Day, Year
: a INJURY am.
. uz.u p-m,
20d. INJURY QCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK farm, factory, streaet, office bidg., etc.)
NOT WHILE AT WORK [}
[a] ey s .
F 1 -
é 21, | sttended the decessed fromMLﬁ'q_, t%‘-’._n_%nd last saw mnliw o s / é' /!
Fay urred at. . / Z ry £ m on the date stated above, and to the best of my owledga, from the causes stated.
—t
3 & TURE {Degreo of mto)S 276, Aooaess f 2Zc, DATE SIGNED
xI
% u %"‘Z«/‘Id sémé/w _ 7 A 140 2 C%g0 A L J-14 Lt
3 23af BURIAL, CREMATION, | 23b. DATE T3c. NAME OF CEMETERY OR CREMATORY [ 23d. LOCATION (City, town, or county) {Stata)
) = REMOVAL {Specify)
2 z| _Burial Jen,1 StyLouts, Missouri
L
= < | "24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. ?G TURE m
w b »
£ % | WACKER~HELDERIE-363)y Gravois Aved| /—/7-(s/

[Licensed Embalmer’s S!namln(on Reversa gde)




Y
.

I

STATEMENT BY LICENSED EMBALMER

1 hereby ceriify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

e
Licujg:_q"?balme #&_

P. diress a3l

Nofe:" The aé{ove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If -embalmed:by a STUDENT, he aiso shall sign ip his OWN handwrmng . . .
ot el I£ 1h15 body is not embalmed fact should be so stated above.

-~ A - A, . - —






