Ith,
eifare

B |
Coroner cannot certify to o death due to natural causes.

i

USE ONLY BLACK INK OR RIEBON TYPEWRITE |F POSSIBLE

’

diseases in Part | must be cosually related.

FILED NOV 16 7956 -

Registration District Na. e 31 8lmury Registration District No. . OO 3s

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

TATE F|§§g§2 """"""""""

. regrnors e JOBO

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceated lived.

il institution: Residence before
admissian)

. COUNTY a. STATE b. COUNTY
° : Missouri
b. C‘IJL'I’ {If outside corporate limits, give TOWNSHIP only)| Inside Limits c. C(IJ':;Y Inside Limits
Tom  Saint Lonia Ye2!iX Mo town  St. Louis Yesg NoO
& sgkh':{:#EgF {It NOT inhospital, give location)|Length of stay in 1b 4 STREET {lf outside, give location) Ruaside on Farm
INsTITUTION St .John's Hogpitall 36 yre. 4~ ABO0RESSAIID N.22nd St. YesO MNag
v -
3. NAME OF First Afiddle Lost 4. DATE Month Day Year
DECELASKD i OF
{Type or print) Alexand Rird DEATH Qct. 3 1856
5. SEX 6. COLOR OR RACE 7. B. DATE OF BIRTH 9. AGE {/n years | IF UNDER | YEAR JiF UNDER 24 HRs.
) mnmg (% wever marmizo [ N | ta3t birthday) [Riontha | Daw | Hours | Min,
White winoweo [ ovorcen ()] MOV °9 1898 _grse

[ 10a. USUAL OCCUPATION (Gice kind of work done

during most of working life, even if retired)

106, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Ciry and atatc or country]

12. CITIZEN OF WHAT COUNTRYT

Corporal Mat. Polipce Tant Mt. Olive, Illinois USA
13. FATHER'S NAME - * 14, MOTHER'S MAIDEN NAME
James Bird Ema EKarch
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 6. SOCIAL SECURITY NO.|17. INFORMANT Address
(Fes. no. or unknown} | (If pre. give war or dales of service)
. No - . Mrs. F, Bi d 5%, 7
IB CAU“ OF DEATH [Enter ou.lv GRE cause per llm Jor (@), (), and (c). l INTERVAL BETWEEN
. ONSET AND DEATH
PART 1. DEATH WAS CAUSED BY: . f :f
IMMEDIATE CAUSE (a) _~ M oy, o b loa ks Al . P .
“—‘“# M il J_‘..j
Conditions, if any, | puE TO (8) ,.. e ; ot 7_Ytad
which gare risg lo . . . . - a
nibou ‘:u" :' o PP . . U B . .
stating the under- .
= lying cause lasl. OUE TO (¢} 2
O] 77 PART ), OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO-DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (1) B 1D F\"gﬁ_ {;:;CEIBS‘;Y
s !
S : ﬁ 2 X . ves [ wo
E 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I or Part 11 of itém 18) " 77
] O O () “
[¥] e
3 2c. TIME OF ' Hour  Month, Day, Year, \ . '
+ INJURY .- e.m, h . \ - -
a ' p. m. f oy W WA Iy
ad
X § 20d. INJURY OCCURRED .| 2De. PLACE OF INJURY (e. ¢., in or about home, }20f. CITY. TOWN. OR LOCATION COUNTY STATE
‘| WHILE AT, NOT WHILE D form, factory, atreet, office dy., eic.)
WORK AT WORK —-— - - -
. .2-1 . y . . 7 ore ..
- I attended the deceased from fro and last saw him alive on
Death occurrod at 4: 30 P m on the date stated above; and to ¢ha best of my Jmowledde from the causes arated.
2a. SIGNATURE ” {Degree or fitle) - " ]2z, ADDRESS A 22c, DATE SIGNED
6M_ -~ /<C< e o) : - I AT O&.v.n h 1 4 40-&4.-—(9/3& td/Vi‘S(

234, LOCATION (Cily. forrn; or connliy)

St

(State)

24. FUNERAL DIRECTOR ADDRESS

CALVIN F.FEUTZ,4828 NAT'L.BRIDGE BLVD.

23a. BURIAL, CREMATION. 23, DATE 23¢. NAME OF CEMETERY OR CREMATORY
REMOVAL (% gﬂ]v\ _ .
emoval-Motoy Oct. 6, 19 City Cemete

. DATE RECO. BY LOCAL REG,

mton T111hﬂ“§..
26./JEGISTRAR'S SIGNAT

OCT &4 1956

{L.icensed Embalmer’s Statemont on Reverse 5ide)




- STATEMENT BY LICENSED EMBALMER

1 hereby' certify that the body whose name is recorded on the reverse side of this certificate was er
DY e, OF By ittt ittt it rie it arartansa e anssmitessasennonerannseesiasannns , Student Embalmer No,.......

. working under my personal supervision..

Student......civiiimiiiiiiinie et i,
Signature of Student Exbalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. |
to comply with-the above constitutes grounds for revocation of license), ) . |
If embalmed by a STUDENT, he also shall sign in his OWN handwriting. I
If this body is not embalmed, fact should be so stated above,




