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STANDARD CERTIFICATE OF DEATH S mm....
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1. PLACE OF DEATH:

(s) County. St. Charles:

) Cityortown.....Si . Charles:
(l!numdn ur-y or town hnm.l. writa “RURAL" aod oame of township)

(¢} Name of hospital or institution:

549 Jackson Street /

{If not iz hopital or inatittion,

write streot nmber o location)

{d) Length of stay: In hospital or institution

In this community ...... Li ﬁe_ t!i.mB

yaars, months or days)

(Specify

whether

2. USUAL RESIDENCE OF DECEASED:

@ sae_Misgourd . ¢ commy_Ste Char‘leszz
(©) City or town S tl Chal“les

([l outaide city or town limits, writs “"RURAL™)

(@) Street No....._..5.43 Jackson Street

(It rural, give location)

™

(¢} Citizen of foreign countey? No (Yes or No)

If yes, name country.

il SAe_Henry D. Honerkamp ...

3. {6) If veteran,

3. (¢} Social Security Neo.

MEDICAY, CERTIFICATION

| 20. DATE OF DPEATH: Monsn ADPTiY 4y 30

year, 194 hour..._.. 4 45

WRITE PLAINLY~=USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

name war— N.LL —N ,I,L_ 3
- - 21, I hereby certify that I attend TOm
0 5. Color or 6. (z) Single, widowed, married, ||~§ ] ﬂé M S
e
4. Sex Male | race. m"i t’e dworced..wi d..g..j'g.g_g. that I last saw b | Wahve on k 3 9 _— 19&!:__.
6. (#) Name of husband of wife.._ . ... 6. () Age of husband or wife If || @nd that death occurred on the date and Bour stated above. . Duration
Susan : aliven years m death "
7. Birth date of deceased.._ iI.O v_ﬂm.b.a.r.__._ﬁ_ .__18.6_2._._._ X 2 & )' -
Month) (Day) (Year}
8, AGE: Years Monihs Days ~ If less than one day . Due to
8 | 512 | o
ue to
9. Birthprace.... D Lo _Charles: Missouri[ R
(City, town, or county) " (State or foreign nountr)')

10, Usual oecupauon._._,,,,,ﬁe 't' 1 re d

-
[

Industry ar business Tnternational Shoe worke]

Other oondltlons_cu-i___.._.._ o S-S0 SOOI .4 __.._.__.._H ................
((IW 3 months of d:at.h) L ——
JaXn T ﬂ-'d ot prvsicaan

o,
b

. Bire'nnlm-;

12. Name___MAtthew Honerkamp -

e,
»

15. Birthplace

Germany 4

(City, town,or connty) , . . _". , (State or foreign country)

Maden name. CLBFE o (B) e VA :
Germany ‘/‘

MOTHELL FATHER

_

=]
iy
EE

17. (a) burial—-

{¢) Place: “burial'ar crematmn_s
18. {a) Signature'of funeral director.

{City, town, or county)

Inform:mL.A.dO.l.ph_Hﬂn_e.ﬂ{ﬂm.p______m_
A.ddrm_'lQB_Clﬁy_S LoC hﬁrl,e,s_._ Moo

. (B Date thereo

{Borial, mmhnn.orsutnl) ﬁe t,

{State or forsign mum.r})

948

E g-n::;ﬁjﬂ (Year)

@) Address 800, N, Bnd-St. ‘mrlgs. Mo.

19. (a) _2("!_15/ ) .-
ived boeal restistrar)

i (Re:iatrnr'lni_mtm! yi

Major findings: —_

operations.
g . "} Underline
- Ny the cause to
. : {'] ’hi"’ which death

- Of autopSY. o it N ._|should be

. W/ ) charged sta-

- = oo P tiatically. .

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

(a) Accident, suicide, or homicide {specify)

(8) Date of occurrence
{¢) Where did injury occur?
(Cily or town) (County}
d) Did Inqury occtr in or about home, on farm, in industrial place, in pubhc place?

Ml".@ o eeir= N L (Smlrlypeo!vhne) -

SRS Means of injagy_ 27
. _._ﬁ( D or oY

47

)
.. Date sigm ii?

(Licensed Embalmer’ Statement on Reverso Side)
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STATEMENT BY LICENSED EMBALMER

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

FM’Q"[I 6' M“QM“‘GQ-)T—/ , Registered Apprentice No Lf‘ 2 C?

working under my personal supervision.

Licensed Embalmer No, ‘?’ /1')7 7

t
. - . PO Address,..,.#.,m ........

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.) . T . -~ .

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




