THE DIVISION OF HEALTH OF MISSOURI

Health, STANDARD CERTIFICATE OF DEATH 58_019370

STATE FILE NUMBER

.‘P\:I:lli:"' FH_E‘B_.JUN _9‘ Igsgoginwaﬁon District No. ... 310 vemnnw Primary Ragistration District No. ... ?.9.58 ——- Registrar's No. 137

18. CAUSE OF DEATH [Enter only one cause per line for (a), (). an INTERVAL BETWEEN

d (c}
' é é ;
PART I DEATH WAS CAUSED BY: ONSET AN DEATH
IMMEDIATE CAUSE (a) z.lé;a At

/t/

Conditionas, if any, DUE TO (b)
which gace rigg to
ve cauae (8),

stating the under- DUE TO (€) 4—70)(

tying cause lost,

Service
et 1. PLACE OF. DEATH 2. USUAL RESIDENCE (Whare deceossd lived. If institution: R.lid.n:. before
; admissi
| a. COUNTY 8t . Charles > STATEMigsourt > S%7" Charles /“
). 1305% b. Cgl';‘( (i ouvtaide corporate limits, give TOWNSHIP only} | Inside Limits €. Ccl’"rzf 0 q 2 3 Inside Limits
) TOWN S5t. Charles Yes X Neo toww St. Charles Q| Yes® Neo
\ c. ;gls_'f;l_fl‘_l:ll_ﬂs SF (1f NOT inhospital, givelacation)]L ength of stay in 1b d. STREET f.” outside, give lacation) Resids on Farm
§ nsTITUTIoN 404 Jefferson aoDREss 404 Jefferson St. Yestl Nef
E i 'I:l.:l':lot'n Firat Middle Last 4 DS;'E Month Day Year
A
= (Type or print) Eugene Jd. Praff oearw May 28, 1958
§ 5. SEX 6. COLOR OR RACE 7. Marrien [ Never MARRIEDﬁI B. DATE OF BIRTH |9. AGE (In years | IF UNDER 1 YEAR JiF UNDER 24 HRS,
2 oyt birthday) the | Qo Houra | Min.
p Male © White wioowen [J 1) oworeen [ Ot . Sy 1884 > ”ﬂ [és l
: ‘F10a. USUAL OCCUPATION (Gise kind of work done |10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (City and atate or country) 12. CITIZEN OF WHAT COUNTRY?
H during most of working life, even if retired) ) i [v]
: retired laborer Plaining Mill { Saint Charles, Mo. UTS.A.
5 13, FATHER'S NAME 14. MOTHER'S ‘MAIDEN NAME .
©
P John Pfaff Katherine Mueller
a 15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO.|i7. INFORMANT Address
- (Fer, no, or unknown) | {1 pre. oive war or dater of xervics)
z No None Estetle Pfaff, St. Charles. Mo.
8
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i
H
5
G
[

_ USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

REMOVAL { Specify)

Burial [May 31,1958 St., Eeggr”a Cemetery| Safmt Ch
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. |26, jFg

E.C.Dallmeyer&SonsCo., St. Charlesm,qqa) 9.

Doctar, coroner, efc. must use only standard nomenclaoture in item 18. No symptoms will be listed. All

z
[=3 PART 11, QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 18 ;?aié:zoﬁ:s;y

< E a1 % vz elt

o

£ g ) W ves[J wo QK Q

_2 E 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enfer nature of injury in Part § or Part 11 of item 18.)

> 5 0 0 0

g 2120 TIME OF  Hour  Month, Day, Year

s o INJURY 4. m.

Pr E pom.

_2 E | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e. ¢., in or ahout home, 20f. CITY. TOWN. OR LOCATION COUNTY STATE

- WHILE AT g wot WHILE Sarm, factory, street, office bidg., ele.)

2 WORK AT WORK > ’

E g l po— =7

-_ 2l. I attended the deceased from /b'w {' f ; . to 7 }i/ “’7 and Jaat saw him alive on MM )i’ )J

E Death occyrred at m on the date lt.ud’ abova and to the best of my knowledge, from t e causes stated.

o Za. MGNATURE (p,qm r title) 0 22b. ADDRESS 22¢, DATE SIGNED

e .

a S M S C S £PsP

] Z3a. BURIAL, CREMATION, | 234/ DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town. or county) T {State)
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{Licensed Embolmer’s Statemens on Raverse Side)



~T -\{\Y '. - .. | .

STATEMENT BY LICENSED EMBALMER

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

Student

BY IE, OF DY oo ittt i et it ciiisaia s airr e e aesais e s

working under my personal supervision..

Student ... ... ittt e sz saraeeaanaaan
Signature of Student Embaimer

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 handwntmg
i thts body is not. embalmed fact should be so stated above, - R .
he . - - -




