MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF FPUBLIC HEALTH AND WELFAR

DO NOT WRITE
ON THIS STUB

AMENDED

Registration District No.

%_/ 7 Primary R

ation District No. -_‘%aniﬂrar'l Na. _53_&5#

STATE FILE NUMBER

VS 300

DATE AMENDED

1. PLACE OF DEATH
a. COUNTY

St. Louis.

2. USUAL RESIDENCE (Wheare deceaased lived.

St, Louig,

If institution: Residence before

edmistlon}

—_— -TO N _—

b. CITY [t nmeémbwtwwe BEN?P n%s_

Length of stay in Ib

. STATE b. COUNTY
i Missouri,
c. CI‘I"!Y

oW ) ayton.

_Inside Limirs

Yo [B No|:]- )

¢. FULL NAME OF {If NOT in hospiral, give location)
R

HOSPITAL O
Marvy's Hogpitel.

INSTITUTION

Inside Eimih

Yea[gk Ne O

d. STREET {If ourtide, give lecation)

Reside on Farm

ADDRESS
25 Dartford Ave. (63105)

Yes [] Na g

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

INSTEAD OF

-
4
w
=
>
v
Q
=]

3. NAME OF DECEASED
{Type ar print)

Firat

FESTEILE

Middle

B

Lan

KELLAR

4. DAJE
OF
DEATH NOV

Month Day

b

5. SEX 6. COLOR OR RACE 7. Married [

Widowed OF

Never Married [] [B. DATE OF BIRTH | ®- AGE (last birthday) | IF UNDER 1 YEAR

Yoor

IF UNDER ;4 HR

Divorced [ Months | Days

Fa e
10a. USUAL OCCUPATION (Give kind of work done
during most of waorking life, aven if retired)

10h. KIND OF BUSINESS OR INDUSTRY

Houra Min.

11. BIRTHPLACE (City and stata or country) 12, CiTIZEN OF W

13a. FATHER'S NAME

O

J o mE

13h. MOTHER'S MAIDEN NAME

E 7. NAME OF H

VHAT COUNTRY

USBAND OR WIF

Winifred Lee,

Clyde B. Kellar,

15. WAS DECEASEE LJE% iﬁ hg !ﬁﬂé %Ei&g?

16. SOCIAL SECURITY NO.

17.

INFORMANT

Address

{Yes, no, or unknown)l(lf yai, give war or dates of service)
no

18. CAUSE OF DEATH (Enter only one caura por line

Janzv W. Kctepn- 25 -Dmrrﬁa

v

INTERVAL BETWEEN

PART |.

DEATH WAS CAUSED BY:

IMMEDIATE CAUSE {a)

ONSET AND DEATH

Conditions, If sny,
which gave rise 10
above cawnse (a},
stating the under-
lying causa lamt.

DUE TO (b)

(coreY

DUE TO {c)

7 o

PARY 1I.

diseasa condition given in PART | (8}

OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted to tha terminal

PART |

1. If deceased was  femals was
thare a preqnarpﬂn_ last 90 days.

l O Yes ' m/No l O Unknown

YES

19. WAS AUTOPSY |
PERFORMED?

20a. ACCIDENT
0

SUICIDE  HOMICIDE
a m)

20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of

njury in

PART | or PART Il of item 18.)

20c, TIME OF
INJURY

Hour
am.
p.m.

Monith, Day, Year

MEDICAL CERTIFICATION

COUNTY

20d. 'NJURY OCCURRED

20e. PLACE OF INJURY (e.g..

in or about hame,

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

ITEM NO,

BY AFFIDAVIT OF

WHILE AT WORK

farm, faclary, street, office bldg., etc.)

204, CITY, TOWN, OR LOCATION

1
NOT WHILE AT WORK [

Ceath otcurred at.

21. 1| attended the deceased ﬁom%m, 1a
- iy 2 I PP 2

///g- 7/Qilmdlnfsawmallwun ///2’7/‘

m=an |ho date stated above, and 1o the best of my knowledge, from the causes stated.

Z (Dngreo or tirle} % ,9__

22b. ADDRESS

240/ Q/'zrw/ /4/‘4’

22c. DATE IGNED

7/ Z‘/‘/(.g

23b. DATE

12-2=63.

238, BURIAL, CREMATION,
REMOVAL [Specify)

removal

[ Z3c. NAME OF CEMETERY OR CR

MATORY 23d/ LOCATION {City, town, or county}

St. L

24. FUNERAL DIRECTOR

ADDRESS 1M orissant

25. DATE RECD. BY LOCAL REG.

11~ 29 b3

Buchholz Martnary,Inc. 5957 West

{Licensed Embalmer’s Statenvent on Reverse Side)

(Stdte} i




‘,r|-n Y

G i 11 e

STATEMENT. BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this _ceriificme was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student,

Signature of Student Embalmer

Licensed Embalmer No

9:'2 S
P. O. Address /-)W

Noie: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure fo comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwrlhng

TIf Ahis body is not embalmed fact shouldibe. so siated above.

HaJRL Ll
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