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WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI
ST ANDARD CERTIFICATE OF DEATH

REG. DIST. NDA_SJ_B_PRJHARY REG. DIST. NO. 1003

FILED NOV 23 1955

State File No.ooiioinasanicmcnnmerssiorn

Regisirer's No, ....9818 o

BIRTH NO.

1. PLACE OF DEATH 2, USUAL RESIDENCE (Whaere decosssd lived. 1f institction: residencs befors
a. COUNTY a. STATE MO b, COUNTY addintmsion).

»
b. CITY (1f outaide eorpurate limits, write RURAL and rive %rAl?ENGlT. pEF c. Cg’F‘{ 4. 1 Residence within iits of
townabip} 113 ce) a city lnoomm:d town?
ToWN  St, Louis Town  St, Louis i °f:r =

d. FULL NAME OF (¢ pot in bospital or institution, give sireot addrem or locaton) o STREET (11 rural, give loeation)

A

HOSPITAL OR DRESS
instimution ~ Firmin Desloge Hos s 54,08 So. Broadway
3. DNE‘?:%ES%FD a. (First) b. (Mifidle) c. (Last) 4. DATE {Month)  (Day) (Year)
(Typeor Print) _ fifa=memeno Ad 0 [/ 100 NVewbaw o DM (1 2 55
5. SEX 7 6. COLOR OR RACE | 7. MARRIE[[)) lglE\yEchElBPEgiED 8. DATE OF BIRTH 5. A?Ehg:’:m;n Nl; u&u Iszu ; UNDER :.;;:
pou ¥ on aye ours N
Female'| White Widowe Jan.16,1873 7 , |
102 UEE:,‘;E&EEPAT,L% ((Ghekiodof work | 10b. KIND OF BUSINESS OR IN; | 11 BIRTHPLACE (00,0 i State or Foraigs &u“"b 12, CITIZEN OF WHAT
Hous ew Home Missouri .S.A,
13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND’/OR WIFE
Jacob Hoffmann Eva Koebel William Hoffmann{Deceased

. Enter only onecuss per

1S. WAS DECEASED EVER IN U.5. ARMED FORCES?

(Yes, no, or unkaowa) | (If yes. xive war or dates of service)

16. SOCIAL SECURITY
NO.

None

7. INFORMANT S SIGNATURE OR NAME

ADDRESS

Irene Brocksmith 553 a Bates

8. CAUSE OF DEATH
I. DISEASE OR CONDITION

line for (8, (b, and (¢} DIRECTLY LEADING TO DEATH® ()

*Phis does nat mean | PNTECEDENT CAUSES

MEDICAL CERTIFICATION

Loseiarosna

INTERVAL BETWEEN
. - NSET AND DEATH
d/ ,f:&_g_-{ma_gu*
[

Morbid conditions, if any, giring OUE TO ()
rise to the abore cause (a) stating
the underlying cauae lagt.

the mode of dying, such
ax heard faflure, asthenia,
etc. It means the diz-

ease, Injury, or complica- - DUE TO (c)

tion whith cauaed death, | 11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but nof x
related to the disease or condition cousing death. l 5 /
19a. DATE OF OP‘IEIRAhi 19b. MAJOR FINDINGS OF OPERATION . 2. AUTOPSY?
//“f"\"d‘ Q ot az'/i wpé& M-»/ag/m 'n:slg/nolj
21a. ACCIDENT (Bpeclty) 21b. PLACEOFIN Y (0.5 morabout | 21¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE h bome, farm, factory. atreat, ofice bldg..eva)
HOMICIDE : .
21d, TIME (Moath} (Day) (Year) {Hour) 21e. INJURY OCCURRED | 21f, HOW DID INJURY OCCUR?
WHILE AT NOT WHILE
INJURY o | “work AT WORK

2] hereby certify that I atlended the deceased from __AL_____. 10658, to /= /2 | 1908, thot I tast saw the deceased

alive on - , 196787, and that death occurred ot é._Lf&—m from the causes and on the date staled above,
23a. ?ﬂ' RE . {Degreo ar titte){) | 23b. ADDRESS 23%. DATE SIGNED
| Clallec A 2},&%{” M0 |\ 203 e sZ el LA P AN
ul?)NBgERMlé\} CREMA- | 24b. DATE . 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Qity, town, or county) {Etate)
. {Bpwcify) R
emova Nov 15,1958 Park Lawn Cemetery |S ounty,Mo,

DATE REC'D BY LOCAL 'S SIGNATURE

NQV 1 4 1956°

25. FUNERAL DIRECTOR" S S| GMATURE

WmB. Schumacher 3013 Meramec¢ St.

ADDRESS

™~

7

2V

ictnsed Embalmer’s Statermeut on Reverse Side)




N m——
e o - e

.

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was eml:J
by me, or by ._......... e e e sa i s easessisadsis e snsniatnmannentaneaanernTeeren P » Student Embalmer No..........

working under my personal supervision..

Student.....comie e rne e
Signature of Student Embalmer

P. O. Address V.7

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 OQOWN handwriting.

T4 this body is not embalmed, fact should be so stated above. t g



