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WRITE PLAINLY--USING TUNFADING BLACK INKE—MAEKE A PERMANENT RECORD

' LTH OF MISSOURI -
THE DIVISION OF HEA 1”688

FILED MAR 2 2 1956 STANDARD CERTIFICATE OF DEATH L State File Nouw e e
BIRTH NO. REG. DIST. NO. 31 8 PRtl;;ﬁ; REG. DIST. NO. 1003 Registrar's No,wwa.. 2050
1. PLACE OF DEATH . 2. USUAL RESIDENCE (Where deconsed lived, 1f inatituticn: residence before
a, COUNTY e . . a..STATE . b. COUNTY adinimion).
Mi ssouri -

b. CITY (If outside corpurate limits, wtita RURAL and girve ¢. LENGTH OF c. CITY d. Is Residenee withln 1imits of
township)

OR AY (ln this nlltel OR a city of incorporated fown?
oM St Lpuis  _pa Iy TowN St, Louis b =

d. FHE'SEPN'FME OF (I not mE-AﬂnlEgho}mqsﬁlléxjjr lowl-lnn) ’ :f%TSREET‘"ﬁ (If rural, glve location) - }‘ 1/’ TD

msrounora .
cl;qg"}:héi 5%'::) 8- (First) b, (Middle) /e (Last) ’ ' 4. DS-P.; {Month) (Da—n (Year)
(ypeorPrint), (A Kp | e FAH RN DERTH A RS -5Z

IF VKDER 1 YEAR | (F UMDER 24 ws,

5. 5EX ! 6. COCLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (In yesrs
F Monthl’ Days Hounl Min.

. WIDOWED, DIVORCED (Bpecit: 1nat birthday)
white MEVER mARRIES  \june 10 /&8 T | CCT
10a. USUAL CCCUPATION (Gmnindohml; _I(_)b. KIND OF BUSINESSD({JJI;TEJY— 11. BIRTHPLACE (City sad State or Foreign ,_-“",,,[' C IZtg{R_f_%b‘:?FWHAT.

. doneduring most of workiag life, even if retl

3 Dr, Louis T. Byverd _ California, Mo. J.S.A.
132, FATHER'S NAME _ [13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE ’
Charles Karl Fahrnd IFlizebeth Tubi___ | Never married
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes, 00, o7 unknown) | (1f yea. sive war or dates of sorvice) NO.
No Rosalina Fahrni 3924 Flora Ave.

18. CAUSE OF DEATH MEDICAL CERTIFICATION ‘3‘355}",‘.%.3‘;'&‘&“

: 1. DISEASE OR CONDITION :
- Enter only onscsuseper | T e 7Y | FADING TO DEATH® () Car el ho m a 'fo $/S

Iine for (8}, (b), and {(¢)

*Phis does nol mean ANTECEDENT CAUSES . ' @
the mode of dving, such | Morbid conditions, if any, giring PUE TO (B) _A_it'_O_ﬂ -carcipoma | _,I UNd i %m
aa heard faflure, asthenta, | rise {0 the above cause (o) stating
ete. It means. the dis- b the underlying cauze last. )
_ease,Infury, or compliza- DUE TO {c)
tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS

B T

- Conditions contributing to the death but not - - . - .
related Lo the disease or condition causing death,

19a. DATE OF OPERA. 195, MAJOR FINDINGS OF OPERATION ) ‘ 2. AUTOPSY?
/5. 2 X ves L] wo
21a, ACCIDENT {Bpecify) 21b. PLACE OF INJURY (e.g. incrabout | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE homa, Iarm, Eastory, strest, office bldg.. et0.)
HOMICIDE A .
214. TIME {Month) (Day) (Year) {(Hour) 2le. INJURY OCCURRED | 231. HOW DID INJURY OCCUR? -
INJURY o | AT ) N
2. I hereby cert:iy that 1 _aliended the deceased from ot 3o, 1858, 1o _i&é_li 195 L, that 1 last saw the deceased
alive on =R S _ 1950, and thot death occurred at M m., from the causes and on the date siated above.
23a. SIGNATURE - [‘!ﬁegree or th.lc)\1 23b. ADDRESS 23¢. DATE SIGNED
-D. BARNES HOSPITAL vive/sb
%‘Il BU R |AL CREMA- | 24b. DATE 24c. NAME OF CEMETERY QR CREMATORY 24d. LOCATION (Oity, town, or county) ) (S'mte)
(Epaclty) N -
Rt ‘?L' Feb. 28, 19584 California, Mo.
DATE REC'D BY LWAL ISTRARS SIGNATURE F RECT R'S 51 GNATURE - ADDRESS
%{} z?Iof'i‘me ] olonial Mortuary
FFR27 m Chi nnm St St —Msz

{Licensed Embalmer's Sulemcm on Reverse Side)
e LW




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was en
BY IME, OF BY oot ririiiiniiiieiiirireretiree s srarenas s ressrnanaas eeaeeens PR . Student Embalmer No.........

working under my personal supervision..

Licensed Embalmer No.-.? .y

p. 0. Assrens 2L A

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 handwr:tmg.

< this body is not embalmed, fact should be so stated above. - |




