. THE DIVISION OF HEALTH OF MISSOURI
. Health, CT .

& Welfare HLED 0 CT 4_ 1957 STANDARD (fRTlflCATI OF DEATH STATE FILE NUMBER
. Public
h Service I &agisnusion_ District No _-_.-______ -, ,1,8 ———Primary Raglsrrunon Dlslrlcl Na_ OO3 ........... Reglsrrur 3 Nq%m _______
=
i 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Ruéde_rgc_o before
S. 300 a. COUNTY a. STATE Missouri b. COUNTY ?smn)
[‘ |“57} b. Cg‘! {If outside corporate limits, give TOWNSHIP only) Inside Limits c. C{lJTRY Inside Limits
| TOWN St.louis Yes K Mo [ _TOWN St.Louis Yesf} o [
c. FgL#I NA{:\E OF (If NOT in hospital, give location) | Length of stay in 1b d. REET (If cutside, give location) Reside on Farm
H TA . N
3 ¢ i idhroute City Hospitall  DOA H2 298 1hh9 Chouteau Ave. Yos [ No [X
3. ?TAME OF DE)CEASED First Middle Last 4. DATE Month Doy Year
ype or print ) oFr
Maude Sawyer DEATH Sept. 25, 1957
5. SEX / 6. COLGR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (In years §F UNDER 1 Y EAR] IF UNDER 24 HRS.
MARRIED[ JNEVER MARR1EDD . (In yu
3 ] hd Month D H Min.
. Female Whl‘be WDQWEDD Dwomoﬂ Nov.29, 1886 wln ay) nths ays ours | n.
'E 109. USUAL OCCUPATION (Give kind of work dons | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond stats or country) a 12. CITIZEN OF WHAT COUNTRY?
= durin st of workipgJife, sven if retirad) INOQUSTRY .
3 HOUSEN 1T 6 At Home Perryville,Mo. U.S.
— 130, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H_U'.;)BAND OR WIFE
H -
: Bud Hoffman Mary Reed Eber Sawyer
a
é 2 [] 15- WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY NO.[ 17. INFORMANT Address
> 2 (Yes, no, orrakmwnllﬂl yos, give war or dotes of service) Mgwn .R Hoffm, hléo Schiner P]..
Z a 18. CAUSE OF DEATH (Enter only one cause per line for {g), {b}, ond INTERVAL BETWEEN
® & PART |. OEATH WAS CAUSED BY: -1 { . 2 m ONS% AND DEATH
£ g IMMEDIATE CAUSE ()
= [
- E
o w Conditions, if any, DUE TO (b} e e .- : s
H > which gove rize to : T e BN
-2 | o above cause (a), } }W'CMM — M / -‘/ﬂ
] z stating the under-
S 8 g lying couss lost. DUE TO (c)
.5:_2., .. E_ 'E . PART Il. OTHER SIGNIFICANT CONDITIONS cou'rmau-rms TO DEATH but not ralated ta the terminal disaase condition given in PART,1 (a) 19 gésgpggggg;(
2 .
= o
E< ofc Staa.f ves[] No B
g _; ¥ | 20a. ACCIDENT "~ BUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. _(Enter nature of injury in PART 1 or PART Il of item 18} .
™ & ] O 3]
>3 U« n
538 =2 § Me. TIME OF .Hour Month, Day, Year T teiar Ll e e ol ”
5 Do INJURY  a.m.
: E 3 3 p-m.
2E 3 20d. INJURY OCCURRED 200 PLACE OF INJURY (e.g., inor about home,} 20f. CITY, TOWN, OR LOCATION COUNTY STATE
it w WHILE ATD NOT WHILE o't - farm, foctory, straet, office bldg., stc.} | . e . . . Y e
$ 5 2] |womk AT WORK 0 , - G e . vl o L=
E- 3 21. | attended tha de:eased from / 2 {ro ; ﬁl last iuw: alive on é‘
2 % Dnuth occurred ot _ v # P m offthe date stated cbove; and to the bast of my knowledge, om the couses stated.
i
N ‘B .| 220; SIGNATURE . {Degraa or mle) 22b. ADDRE 22¢. PATE SIGNED .
£ "N“ar Wigon S Y G ATAE]
< - s T e i et
23a. BURIAL, CREMATION, | 235. DATE . | 2. NAME OF CEMETERY OR CREMATORY e Y ORI gl
if . s r ' -~ -
BB | 9-26-57 [ *. ' YorkzChapel b
24. FUNERAL DIRECTOR ’ ADDRESS 25. DATE RECD. BY LOCAL REG.

Albert H.Hoppe, 700 Washington Blvd. _SEP 27 57
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STATEMENT BY LICENSED EMBALMER
I hereby-certify that the Body whose name is recorded on the reverse side of this certificate was embalmed
by ME, OF DY iieiiiiiniiii i i et ere s e sea remeemn st nsaaa s ss s ar e vrnnra s .3 Student Embalmer No............cceeueee
‘working under my personal supervision. ; ; :
Student .cceorniiiii e e = igned e TSN b/(D— ...................
Pl Signature of Student Embalmer . i .
L \ } - . -
: . . - o Licensed EmbalmeryNg ('C 07?
. " ) - P. O. Address_,éé. .
: -BE SIGNED BY THE LICENSED EMBALMER in his' OWN HANDWRITING. (Failure
5 ' i ) i ont:tutes gounds for revocatxon of lxcense) - _ e ,
] Embi < U!DET he also shall sign in ' his OWN. handwntmg - -
med, fact should be so stated above L e e
“ £adt \ e [ .

-~




