MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH i B63-~045415
PEFARTMENT oF puaL':ag:::I:nT:m:: :o“_ff_r_fisa nm::ry Regintration District No. l_O_Q__a._-_-__Reguhar ‘s No. _114.72_ STATE FILE NUMBER

PO NOT WRITE
ON THIS STUB AMENDED

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whure docened {fved. f institution: Residence before

a, COUNTY St . Louis _a. STATE Mi as ouri COI.INTVSt - Louis admission)
b. CCI)LY (lfmigmtéi?n, giniﬁwgﬁﬁgry)Ho .1Bngth of stay in 1b X CITY Inside Limirs
TowN 6200 S, Broadwsy oW gt Eeule- 25 YoO N DO

. FULL NAME QF (i NOT jn hospital, give location) laside Limits d. STREET {1f cutside, give lotation) Reside on Farm
HOSPITAL OR ADDRESS

INSTITUTION Yes [ No [ 221 Tﬁcoma - S t._ Yes [J No [J
. NAME OF DECEASED First i 4. DATE Month Day Year

(Type or print} OF
OTTO . FRZER DEAH November 20, 1963
5. SEX 6. COLOR OR RACE 7. Married [J  Never Married [] |8. DATE OF BIRTH | - AGE {last birthday) | IF UNDER IDYEAR IF UNDER 24 HR
idow ivor: H ] Hour: Min.
Male white woowed @ DvocedD Igapn, 15,|1891 72 ["¥B| °g [ | M

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY( 11. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY
during mast of working life, even if retired)

arming Farm Beaufort, Missourl UeS.A.
Y3a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

John Erzer Mary Lottmann Anna Erger

15. WAS DECEASED EVER IN U.S. ARMED FORC L —SACILAL_SoELDLTY N, 17. INFORMANT Address
(Yes, no, or unknown) | {If yes, giva war or dates b !
| ve @ Tﬂ 11 | Albert Je. Schaefer, 221 Tacoma St,.

Vs 300
Rev. 4/59

]

2ndp |

ATE AMENDED

18. CAUSE OF DEATH (Enter only one cause per line for {a), (b), and {c). INTERVAL BETWEEN
PART I. DEATH WYAS CAU;ED BY. st b Louis 25; M 18 8 o‘u'ri QNSET AND DEATH

: 3 A
IMMEDIATE CAUSE {3) &"—%_«::m.a%&zbﬁé é Iy,

DOCUMENT

Condirions, If any, DUE TO (b}
which gave rise 1o

above cause (s,

stating the under- . 7 x

lying cause last. DUE TQ ()

PARYT 1). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bu'l not related to the terminal PART 11, If decested was famale wo
disaase condition given in PART | (a) thera a pregnanty in last 90 days

] 0O Yes l [ Ne | O Unknow
19. WAS AUTOPSY ’72°i. ACCIDENT Sul%DE HOMD|C|DE 20b. DESCRIBE HOW INJURY OCCURRED. (Enrer npeture of injury in PART | or PART I of item 18.)
O

PERFORMED?
YES] NOR

20¢. TIME OF ‘Hour Month, Day, Yeasr
INJURY a.m,
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK [] farm, tactory, street, office bidg., etc.)
NOT WRILE AT WORK ]

2. | attended the d d from lt'- / "f L% 10&""—;L‘l‘_’$ié_und last saw :ﬁ,rnalive o

Death occurred ot Zz A A m on the date stated above, and to the best of my knowledge, from the causes stated.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

.MEDICAL CERTIFICATION

! (-}
22a. 51 TURE &"’L(Degf“ or title) Y 22b. ADDRESS 22c. DATE SIGNED
‘ ﬁ’j'l‘; Z) ?: ,i; - .1? % d J:—oa i T LAJ“.-., /I—}ﬂ-éj,
23a. BURIAL, CREMATION, | 23b. DATE 22e. NAME OF CEMETERY OR CREMATORY . LOCATION (City, townf or county) [Stata}
REMOVAL (Specify)

: Beauf‘ort Nier. Missouri
34. FUNERAL DIRECTOR D. _ Wsns URE /7'9
Oltmann Funersl Home, Union, Miss : e IV

{Licensed Embaimsr’s Statemant on Reverse Side)

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOQULD READ

BY AFFIDAVIT OF

ITEM NO.




PRI

LA LI ety T
R DR LA A
b Nnd i

STATEMENT BY LICENSED EMBALMER

| hereby certify 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

~Licensed Embalmer No j ﬂ/
i =

P.,O. Address, : /C \

Note: The above MUST BE SIGNED BY THE UCENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). ’ -7
-If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
= * If this body is not embalmed, fact should be 50 stated above. :
R . e g e PP T . g
- : . . N TN e - 4

-

\1s

~




