st

DEPARTMENT OF COMMERCE MISSOUR] STATE BOARD OF HEALTH

ARTEE i’ffﬁ%’@f’” STANDARD CERTIFICATE OF DEATH

Primary Registration Distriet No._

Registration District No....

37863

I.?.tgiltmr'l Nn.___,.__.9t2££

1. PLACE OF DEATH: Q

{a} County.

{b) City or tnwn.,. AM by Z 2L

{1f outside city or town Limits, write “RURAL’ and came of townahip)
{¢) Name of hespitgl or institution:

L8532
tal or institotion, write street nomber or lecation)

(If oot io
{d) Length of stay: Fh hospital or institution.

(Specify whather
In this community.
years, months or days)

3 o) PRINY & Georze H Hoffmann fo??y

A RARSES 5 & HEENTAILRTAL T & AT INANFARLAT

e e e TAER R T e T e AT T A AG T R

N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.

gl X3

8. (&) It veteran, 8. (¢) Social Security
name war No._ Al oL
§. Color 6. {a) Single, widowed, married,
4. Sex. Male race. ffhite dlvurcod............n..g....g..m..
6. (b} Name of husband or wife ..oecoenenne. 8. (¢) Age of husband or wife if
BV e srisnsmssenss FERT
7. Birth date of d d .T'L'I.l'y 6 1873
(Month) {Day) (Year)
8. AGE: Years Mopths Days If less than one day
66 4 4]
hr, min.
9. Birthpiaeo__.35 Louia —
(City, town, or county} (State or forelgn country)
10. Usual oceupation Foreman B .
e
11. Industry or business & Brown Shos Co LT3/
&=
& { 12. Name_Herman H H — 0.
[=]
= \13. Birthplace (St Louis 5 ( Mo O)
Eity, nrmul:r Stata or foreign cotntry,
& ( 14. Maiden name_ANNA gcli'l é;
E 15. Birthplace
= {City. wown, of county) (3zate or foreign ennnlr:r)

16. (a) Informant' Pt dgakeX Wm O Hoffmann
) Addresg_ ... 730 Zeiss

17. {a)

{Barinl, cremation, or remaval)

» (Month) (Day} (Year)

(¢} Place: burial or cremation

2. USUAL RESIDENCE OF DECEASED:

3% Louis

A

(¢) City or town

(3f ontslde city or town Hmite, write “IURAL")

3537a Juniesta St

. DATE OF DEATH,

4
B

'21. I hereby certify that T attended the d

that I last saw h.

ed on the date and hour stated above,

(Inclnde pregnancy Jrithin 3 sfiooths offteath)

PHYSICIAN

Undarline
the cause to
which death
should be

charged sta-
|tistically.

22, If death was cue to externsal causes, fill in the lollowing:

(a) Accident, suicide or homicide (specify)

(d) Date of occurrence,

(¢) Where did Injury oceur?

(b) Date theraofM /5, /93 '

Cil
(&) Did injury occur in oﬁnt home, on farm, in

County) (State) -
lndust.r&al place, in public place?

(Liconsod Embalmer’s Statement ¥ Roverse S




roje e
LI

STATEMENT BY LICENSED EMBALMER

o 1 o

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

, Registered Apprentice No

working under my personal supervision,

Voo ' Slgnt!d{%ﬁz)/ A

L}

! N ‘ Licensed Pbalmer No ) ‘7[ Z ?

P. 0. Address..£.2..2 G /ﬂéfw‘.—

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

If this body is"rqot embalmed, above space should be left blank.

——
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