XC-326 173

SL-AB2T fiED MAR 11957

Registrotion Distriet No. ...

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

--.Primary Ragistration Distriet lOOB

6270
STATE FILE NLIMBER 1237

- Registrar's No. 2.0t

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceassd lived. If institution: Residence bafors
dmission)
= COUNTY o STATE MISSQURI * “°UNT'ST,LOULS
b. CITY (If outside corporate limits, give TOWNSHIP only) | Inside Limits e. CITY /)//45 Inside Limits
ok i Yesg NoD S JENNINGS 0 *
Town 915 N,Grand,St.Louis,Mol % TOWN Yesty NoD
e. FULL NAME QF {lf NOT inhospital, give lecation)|Length of stay in 1b I ; . . Resid
. HOSPITAL OR 4. STREET eutside, give location) eside on Farm
leST;TUTlDN VA HOSPITAL 16 days 7 ADDRESS 728 JAﬁE‘f YesO Na
3 :::ﬂ or First Afiddle Last" 4, DATE MontA Day Year
EASKD OF
(Type or print) TOBIAS J& EPH HAUCK DEATH 2=6=57
5. SEX 6. COLOR OR RACE 7. ¥ 8. DATE OF BIRTH 9. AGE (In years | IF UKDER | YEAR fiF unDER 24 RS,
fa) MARRIED [ NEVER MardiED (] . | fg.r birthday) [agomive | Dase | fonce T 2 ox
MALE WHITE wioowep [] oworcen [  8-23-91 é N
-1 10a. USUAL OCCUPATION (Give kind of work done | 100. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (City and afato or country) 12. CITIZEN QF WHAT COUNTRY?
during most of working life, even if retired) - /
LOUISVILLE, KENTUCKY USA

13. FATHER'S NAME

TOBIAS HAUCK

14, MOTHER'S MAIDEN NAME

ANNA TOOMEY

i5. WAS DECEASED EVER IN U. S, ARMED FORCES?
(If wes, pive war or dates of serviech

(¥ea, no, or unknown? l

YES W=

UNKNOWN

16, SOCIAL SECURITY NO, |17,

VA HOSP.RECORDS,915 N.GRAND,ST.LOUIS,MO.

INFORMANT Address

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

QIG., MIUaT Uag Jiiny aliuiiaur

18, CAUSE OF DEATH [Enier only one couse per line for (g}, (), and {c} }

INTERVAL BETWEEM

cbove cause Bh

. WAS CAUS| BY: NSET AND DEATH
AT A ot et @ CARCINOMATOSIS thdetermined
Condic : _CARCINGMA_OF STOMA
e oma: s ] ouE TO @) _ . CH

stating the under- .
- lying cause losl. DUE TO (¢} . =
[=] PART N, OTHER SIGNIFICANT COMDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{1} 15 was AuToPsY [-
= ]Q PERFORMED?
g . ) /S/ ves (B no O
E 20a. ACCIDENT SUICIDE HOMICIDE | 204. DESCRIBE HOW INJURY OCCURRED. (Enter noture of infury in Part I or Part 11 of item 18.)
§ g O Q
2 e, TIME OF  Hour  Monlh, Day, Yeer
] INJURY 2. m, .
Bl o m
E | 20d. INJIURY OCCURRED e PLACE OF INJURY (e. g.. in or about home, 20f. CITY. TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE farm, factary, tireet, office bldg., ete.}
WORK AT WORK '
2t. /a! nAndad' the dacnged’ Ersm 2] . to 2=6~57 and last scw},ﬁﬂ’, alive on 2—6—57
.

liseases in Part | must be casually related. Coronar cannot certify to a death due to notural couses.

WULTOF, COTener,

e curred at _. m on the d_'ara tated above; and ta the hast of my knowledge, from the causes stated.
2. WITEE orgitle) » O /2. sooress F1o N, Grami: BIvde: 22¢, DATE SIGNED
P e PAD] VA Hosp., St.Louis, Mo, ~ ' - |2=6=57
AT !N) 235, DA 23c. NAME OF ETERY OR CHEMATORY 23d. LOCATION (Cify. towcn, or county) (Sta’e)
ify
B@ﬁ@lﬁﬂ 2/9/57 | Memorial Park Cemetery St. Louis County Mo, |
24, FUNERAL DIRECTOR . 25. DATE RECD. 8Y LOCAL REG. |26, REGISTRAR'S SIGNATURE :
Buchholz Mortuary Florissant eeny 657 | L Bl R
v

can

Embalmer®s Statement on Raverse Side
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STATEMENT BY LICENSED EMBALMER : e

I hereby certify that the body whose name is recorded on the ‘reverse side of this certificate was en

by me, OF By oot et e a s s . Student Embalmer No........

working under my personal supervision..

Student ... .. it ccaaaans Signe AR e

Signeture of Student Echalmer o
' I ) Licensed Embalmer No....z. <

P T ' T oL T o - E;O A}idress% ."_.:.:

: . Note: The.dbove MUST BE SIGNED BY THE LICENSED EMBALMER in hlS OWN HANDWRITING {
ta comply with the above constitutgs grounds’ Ior révocation of., hcense) Fen :

-If embalmed by a STUDENT, he also shall sign in his OWN handwntmg.

If thls bodv is not embalmed_} fa.ct shou.ld be so st.ated above - MUE

.- .-.& L4




