MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH .

~

DEPARTMENT OF PUBLIC HEALTH AND WELFAR -~
Registration District No, l;_y i Registration District Nﬂ Registrar® cw STATE FILE NUMBER
DO NOT WRITE egiiration Lisify e rimary Registration Distric| L Registrar's No. e A N

+ AMENDED PPN
ON THIS STUB ‘ .= =l k1) ULl a1 [JbA L4 -7

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera deceased lived. If institution: Residence befare

8. COUNTY St. Louis a. STATE MiBBOUI'ib' COUNTY St. Louis adminslon)

b. CITY (If outside corparata limits. give TOWNSHIP only} Length of stay in 1b c. CITY

V5 300
Rev. 4/5%9

Inside Limits
vown  Richmond Heights 2 hra, omy Brentwood Yoo ) No DI

c. FULL NAME OF (If NOT in hospital, give location) Inside Limita d. STREET If outsi b i
FULL NamE O AR {If cutsida, give location) Reside on Farm

wstuTion Ste Mary's Hoapital YesXK No O 878L4 Bridgeport Ave, Yo O No D

3. NAME OF DECEASED First Middle Last 4. DATE Month
{Type or prind)

' ehpas]
Hnty

DATE AMENDED

Day Yaor

OF
WILLIEM V. He POSCH ceati  Qct,y 22 1963
5. SEX 6. COLOR OR RACE 7. Marled ] Never Married (] |8. DATE OF BIRTH | - AGE {last birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR
Male white Widowsd ) Divorced O | 12219m1886 76 Wortha ] Days [ Hours | Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and stata or country) | 12. CHIZEN OF WHAT COUNTRY
durg 1 O ing life, even if retired)
hAFm A T8E Own account Festus, Moe USA
132. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Herman Posch Unknown Ethyl Z, Cox Posch

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 17. INFORMANT Address

(Yes, nqNub unknown) I (H yes, give war or dates of rervi Et,hyl Z. Poach-, abfwa

18, CAUSE OF DEATH (Enter only one cause per line Yor (2], {B], & N INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: g . ONSET AND DEATH

IMMEDIATE CAUSE ()

Canditions, if any, DUE 7O [b) ?ﬁmﬂﬁﬂ W\/

which gave rise to
sbove causs (a),
stating the under-
lying cavea laat. DUE TO ([c)

PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related ro the terminal PART 1. (f deceased was femsle was
disease condition given in FARY 1 [y} there a pregnancy in last 90 days.

g h l O Yer | 0 No I O Unknown
19. WASHA*.TOPSY 20a. ACCIDENT  SUICIDE HOMD|C|DE . 20b. DESCRIBE HOW INJURY QCCURRED. (Enfer nafure of injury in PART | or PART 11 of item 1B.)
=] m} |

DOCUMENT

PERFORMED?
YES NGO
20¢. YIME OF Hour Month, Day, Year
1NJURY am.
p.m.

20d. 1NJURY OCCURRED 20e. PLACE OF INJURY {#.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY
" WHILE AT WORK farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK (J

. 1 attended tha detessed from ‘7 Il 1 3 /.3 Q !o_!_a_/lmlnnd last 1aw ﬁuliw an ’ o / Q z‘f/-/ -3

Death occurrad at .’7 3 “ _t‘ m on the date stated above, and to the best of my knowledga, from the :nu:e: stated.
™~

(Degree or title) 22b. ADDRESS B twood Blvd [ 22c, DATE SIGNED
: MD g5 Brentypod,bivle 5 1022363

23a. BURIAL fCRE. 23b. DATE 23c. NAME OF CEMESERY OR CREMATORY 23d. LOCATION [City, town, or county) [Srate}

AT | 10+251963° Valhalla Cemetery Ste Louis Co., Mo
24. FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. WRAR'S SIGNATURE
JAY B. SMITH, Maplewood, Mos J0- A3 43 L %ﬂf@ﬂ

{Licensed Embalmer’s Statement on Reverse Side) [ i

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




CHBockelmen MD
WO 21907

STATEMENT. BY LICENSED EMBALMER

I herei)y certify that the body whose name is recorded on the reverse side of this centificate was embalmed by me,

or by __ . Student Embalmer No.

working under my personal supervision..

Student

Signature of Student Embalmer

-
U

o': - ,’_-‘: N '_, [ X

Nofe:" The above MUSJ' BE SIGNED BY THE' LICENSED EMBALMER in his OWN HANDWRITING. ° (Failure to comply

with the above consmmes grounds for revocation of license).

. It embalmed by, a-STUDENT, he also shall: sngn in h1s OWN handwnhng e
1f this body is not embalmed fact should be so stated above.

Fafe-




