Health, THE DIVISION OF HEALTH OF MISSOURI o 58703819@ _____

. Welfare ) STANDARD CER""(ATE OF DEATH STATE FILE NUMBER
Public h '1003 96
Service L pPT Om™4a tQReg'"m’mn District Now oo _318 Primary RBQH'W"D" District N ---------------------------- - Regi‘"“’,’ No.. g4 !-?:-%——-
[ YA Y r =~ 2 Y La ll:lu
1. PLACE OF DEATH 2. USUAL RESlDE]'rCE {Where deceased lived. |f institution: Rgsdndencq befbre
300 f - o COUNTY o. STATE b. COUNTY odi s3io)
: " Mo, St. Louls
=57 b. CBTRY (If cutside corporu.re limits, give TOWNSHIP only) Y|ns'n:|n l:‘mllizs] c. ClTRY Bdlefontai_ne Inside Limits
,  §—_tom St, Louis il o Town_ Neighbors a | YO med
c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET {1 outsidé’, give location) Reside on Faorm
HOSPITAL OR . . ADDRESS Y -
msTITUTIoN Chrdstian Hospit dweeks [l 7 1200 LaRue Court es [0 Mo}
3."NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) oF
AGNES PFEIFFER PEATH  Qpt, 8 1958
5. SEX 6. COLOR OR RACE T'MARRIEDDNEVER marrieo[ ] 8. DATE OF BIRTH 9. AGE ({In yeors JF UNDER 1 YEARI [F UNDER 24 HRS.

|6-r birthday) | Menths I Days Hours I Min.

| _uhite woowenly 3 oworceold| 3apn, 38 1895

10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and itate or country) O |12 CITizEN OF WHAT counTrY?
during most of working life, even if retired) INDUSTRY
rator St. Louia Mo, UaS. A
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
James Doyle Eiizabeth Clark | ¥H1liam J, Pfeiffer
13. WAS DEEiASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO,| 17. INFORMART Address
s, no, or wn}] (1f . give war er wi
{Ye ho nq )|( yus, give or dates of service) u97-09-3508 Pe . 5 i .
18. CAUSE OF DEATH {Enter only one couse per line for [a), (b), and {c).} INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: A - —_— . ONSET AND DEATH
IMMEDIATE CAUSE (o) Maﬂ. @M'C-‘MMMM .

. M
g tor | v 10 (I SO Edrer \ b8 mo.
Hhich gave o } (KM M

stoting the wnde

Iying cavse Iua:: DUE TO (:) /6-\/*

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

z
_.2_ PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the terminol disease condition given in PART I {a) 19. WAS AUTOPSY a
h PERFORMED?
e YES[] NO
% | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART 1 or PART H of item 18.)
w
v o O O
§ . TIME OF Howr Month, Day, Year
o INJURY  o.m.
k] p.m.

20d. INJURY OCCURRED 200. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE ATD NOT WHILE E] farm, factory, street, office bldg., etc.)

WORK AT WORK . .

o
21. | ottended the deceased from QU—G = ﬂ?‘rg, o_LO - '5— ﬁ and last sow h, * alive on - \r_a’
Death occurred at 4:2 I;ﬂﬁ'vv m on the dote stated above; and to the bast of my knowledge, from the causes stoted.
22a. SIGNATURE (Degres o title} O | 22> ADDRESS 22¢. DATE SIGNED
2 Mot lrn— 2535 M oD |ioogodt
23s. BURIAL, CREMATION, | 23b. DATE ! 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State}
REMOY AL_{Specily) »

buri 10/11/58 Calvary Cemetery St. Louis B Mo.

24, FUNERAL DIRECTOR ADDRESS 25 DATE RECD. 8Y LOCAL REG.
Buchholz Mortuary 5967 W. Florissant 0rT 9 56
{Licensed Embolmer’s Stotement on Reverse Side

T R e P e ey AT TTehUi - T S Tepr e Wil e 11 iWd.
All dizeases in Part | must be causally related.



STATEMENT BY LICENSED EMBALMER ____

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

, Student Embalmer No. ......

DY 0, OF DY ittt e s e e e e

working under my personal supervision.

SOt ot e e e
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).

if embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above,



