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No.300 || FEDERAL SECURITY AGENCY MISSOURI DIVISION OF HEALTH

sy || Natonal Offce of Vital Statitics STANDARD CERTIFICATE OF DEATH sute Fie o OOVD

; ALE : : , o
o chist:ati?n FDEtnBct Iga.o z S Primary Registration District Nu..._..1. Registrar’s No. .14{.’)1.......

1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: .
3 iy
g (@) County Missouri LAy
B State. ()

o a (8) City or town_. St L_.__i.g Mis%ourl . (a} g t i) Cm-mty .
8 (Ifoumda city armwnlumu write “RUBAL" and name of township) () Cltyaor ouls P4 /’
= {c) Nameof bosplta{ or institution: ﬁ/ {[f out dn cily or town limi rite “RURAL'™) -,

. &| __St,Louis City Hospital-tax ¢. Starkloflf, «Zig. . 1719 O'Fsiion ST Y
E (If not in hospital or institution, writs street number or location) (ﬁ?emorial {If rural, give location} ¥
(d} Length of stay: In hospital or Institution . a
g (Specify whether || (¢} Citizen of forelgn country? (Yea or No)
< In this community. ’
E years, months or days) i If yens, name country. "
MEDICAL CERTIFICATION
& [} 3 (s} PRINT JOSEPH HOFFMAMNg
: funlt::d Il:M::an - 3. (¢) Social Security No. || 2> DATE OF DEATH: Month Feb. 10th
. vel , .
l year. 1948 hour. ll ninute. 15 PM,
= name war, 2
: g 21, I hereby certify that I attended the deceased from ) 5/48 :
- +5. Cologar o 6. (g) Single, widowed, matried, [ o Fe
i Male & “Eite e e we aoll . to—t Do 10th 148
' 4. Sex - ] race divorced XY 20 MV TV W3] i hat T last saw b 1im alive on Fe b. lOth i 19_____48
E 6. (4) Name of husband or wife . oores 6. (&) Age of husband or wife if || and that death occurred on the date and hour stated above. Durati
Jogsephine G. Hoftfmana . . years || Immediatsghuse of death - e
Y T
i || 7 monsscotacmmaiovember 1721862 /m-w--‘w r Wk
o 5 Month} (Day) - (Yexr} -
s 2
8. AGE: Years Months Days’ If less than one day Due tom,
Y . Jﬁgrﬁ,ﬂnw ococnt,
"" E/ : 85 2 84 hr. min ( f
; =) > Due to

S = e b LOul s (Mo ¢ CMM Qnli,

" {City, town, or ogughy {State or foreign coantry) e e T

Tt E \1‘1 -+ || Other conditions.. o

A 10, Ustal occupation ' 3 - - a ¥ wll.h.ln s b of desth) N .
& & N 17
. UDTF 11, Industry or business s PHYSICIAN
T E vome. d€OrZe-Hofmann - ' .- - N RS SR /) Za s 2
- M " Underll
E E{ pirboce__SF e+ bouis, Missouri i!,? - a%(‘}.glzie'gii
3. = w! ea
s ; ‘{State or foreign country) - * hould b
& g { te. Matden name ME TSR D& 1 . Of autopsy T . charged st
: stically.
= 5. Birtholace__ 3 €XMANY —
§ P ——— Gt t muﬂ 22. If death was due to external causes, fill in the following:
E 16. (9 Informant. Joseph Hofmann, son () Accident, suicide, or homicide {specify)
g ) Address 44 0% B‘]_rcber Bl. (5) Date of occurrence
17. (a) b ur i a ]. i () Date t.hereot'__.a-.. —s%- () Where did Injury ? Ci wo) (Caon
(Burisl, aemation, or removal) %—% Dy ?é‘§ (&) Didinjury oecur in’or nbout hume.(ont a.;'m‘? u: mdustnalu;ltam in pu.b(ic place?

(2) Place: burial or mmﬁom&%.ly_ﬁrx_c_ﬁmt.ﬁ..ty__
18. (e) Signature of funeral dxrzclor_h_a_.l:_r.i_g.an.&._.s.hﬁam
il @ Adaress 241D Waskingston B1. 4

Id
19 (@ ikt?—‘m (b%;w
(Data ived Jocal registrar) . {Hepistray's signature)

(Licensed Embalmer’s Statement on Reverso Sidc)




STATEMENT BY LICENSED EMBALMER
"3

I hereby certify that the body whose name is recorded on the reverse side of thts cert:ﬁcate was embalmed by me, or by.

Reglstered Apprentlce No

working under my personal supervision.

R P.O. Addrf-qq
Note: The above MUST BE SIGNED ‘BY THE LICENSED EMBALMER in his OWN HAI\DWRITING (Failure to comply \nth?

the above constitutes grounds for revocation of license.)

.

If this body is not embalmed, fact ehoulg}.be so stated above. . ' “!k?a" '_
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1. PLACE OF DEATH:

(e) County.

(6) City or town 2 T_.._{E@EIS_*._.._..__-._...
({If outaida city or town limits, writh “tU! ‘and name of township)
(¢) Name of hospital or institution: - .

~

{If not in hospital or institution, writs street number or location)
(d) Length of stay: In hospital or institution

{Spocily whether

In this community.
years, months or days)

2, USUAL RESIDENCE OF DECEASED:

(a) State. () County
{c) City or town
(IT outside city or town limita, write “RURAL”)
(d)} Street No.
(1f raral, give location)
{¢) Citizen of foreign country?. {Yes or No)

If yes, name country.

3. (a} PRINT
FULL NAM

3. (8 If veteran, d : 3. {0 #cé( Security
N-n

name Var.

6. (a) Single, widoyes ~ married,
d.ivorcc(L___._"S_....

MS Coler w

20.

e NI B ML

e,
e

. Birthplace
{CiLy, town, or county) (Stato or foreign conatry)
16. (o) Informant
(&) Address
17. {a) (5) Date thereof
(Burial, cremalion, or removal) (Month) (Day) (Year)
(¢} Place: burial or cremation

18. (@)
| o ()]
19. (a)

Signature of funeral director.
Address z

{Dats received jocal rexistrer) {

22. If death was due to external causes, fill in the following:

4, Sex.
6. (&) Nameof husbandorwile.._____ & (¢} Ageof husband or wife if .
Duration
7. Birth date of deceased.... £ o= UL . .
{Moath} -
8. AGE: Years Months Due to
Due te
9. Birthplace........
: |,Other conditions...
10. Usual occut ‘r {Inclode pregnancy 'al.h:n 3 months of death)
11. Industry or hysia PHYSIQAN
Major findings: —_—
E 12. Name Of operations .
B hUnderhrg:
= : the cause
= { 13. Birthplace A ol
{City, town, or connly) {Stata or foreign country) Of autopsy.... :}?;Cg](bg:

g 14. Maiden name charged sta-
S tistically.
=

(a) Accident, suicide, or homicide (specify)
(t) Date of cocurrence
(¢) Where did injury occur?
(City or town) {County) (S12
(d) Did injury cecur in or about home, on farm, , in industrial place, in public p!ace?
(Bpecify type of place)
While at work?. (¢) Meansofinjury_ ..

(M.D.cotother)._____..
Date signed

23. Signature.
Address
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