THE DIVISION .OF HEALTH OF MISSOURI

2. [ hereby cert:ff that 1 auended the deceased Sfrom __.,Lé_. 19.%,7&: _L_L}faa, 19.&.? that I last saw the deceased

alive on 19__?. and that death occurred at 2/ 22 & m. , Jrom the cdtses and on the dale stated above.

m._?TURE - ﬁ @j\ﬂ’v\(n%@%m; | 23b. ADDRESS F_, M M

23c. DATE SIGNED

[-21-¥9

24n. BURIAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d, LOCATION (Oity, town, or county) (Sm)é)
TION RE!HOVA.L {Bpecily) 1
urial Jdan. 18 4g Aug N O'#allon Mo. Rursasl

‘.' .
‘o, 300 ; . LY
N | FLEDFEB 3 1949  STANDARD CERTIFICATE OF DEATH Sate Fite N 3 ’8
BIRTH NO. REG. DIST. NO. _3 (O PRIMARY RES. DIST. NO. BO_-SZ Registrar's N, &._.:3._........-.
1. PLACE OF DEATH . 2. USUAL RESIDENCE (Where decoassd lived. If lostitution: residence befors
a. COUNTY a. STATE b. aiindsaion).
2 St. Charles Mo, hea A Charles, -~}
q b. CITY (Il outside corpurata Uimits, write RURAL and give c. LENGTH OF c. CITY (If outaids oorporate limits, writs RURAL anJd give toweship) / a/
OR township)| STAY (in thia place|t OR 1
TOWN St. Cparlies days || 7%  0O'PFallon Rural .
a d. FULL NAME OF (If not in bospital or institqtion, kive strect addroms or location) d. STREET (Uf raral, give location) ' b
Q HOSPITA ’7) ADDRESS
0 INSTITUTION StJoseph's Hospitgl £ —===--=-= 0
g 3. NAME OF a. (First) b. (Midale) c. (Last) ADNE  (Meaath) (D) (Yo
= (Type or Print) Casper -——- Hoeckelmann oEATH: January 15 1949
Z 5, SEX .6, COLOR QR RACE | 7. MARRIED, NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years| \¥ UNDER | YEAR | & waER u a3,
=
i ( ) J WIDOWED, DIVORCED (Bpastly ‘ Iast birthday} | Mosths l Daye | Hours { Min.
; Male white never marri Feb, 28 1869 79 ’
3 10a. USUAL OCCUPATION (Giwekindofwork | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or foreign oountry) 12, CITIZEN OF WHAT
[+ dona during moat of working Lifs, svan If retired) BDUSTRY ' v [os] 7
E Farmi ng t "TTTT7- O'Fallon Rursal
P 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
@ Frederick Hoechelmann Wasthoff, el
T 15. WAS DECEASED EVER IN .5, ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT S SIGNATURE OR NAME ADDRESS
< (Yes,no, orunkoown) | (If yea, xive war or dates of necvice) NO.
= no o no Albert Hoepkelmann O'Fallon Mo.
“! 18. CAUSE OF DEATH . DISEASE OR CONDITION MEDICAL CERTIFICATION . mggﬁlﬁgmgr?
. Enter only onecauseper | T. DIS - }M
Z || \imofor (a), (b, and (o) | DIRECTLY LEADING TO DEATH"(5) "é oy d}\_/vq_,‘ P, P / .
3 the mode of dying, such | Aforbid conditions, if any, giving DUETO (&) 4 2 W -
H ar beart fatlure, asthenie, | rise to the above cause (o) stating : : ~
5 ee. It meons the dip. | the underlying cause last. -
o ease, injury, or campliea- DUE TO (c)
= tion twhich couaed death, | 11, OTHER SIGNIFICANT CONDITIONS
= Conditions contributing to the death but not ' }(
a related to the diseare or condition cousing death. 72 i
I 192, PATE OF OPERA- } 15b. MAJOR FINDINGS OF OPERATION L I [} 20, AUTOPSY?
-4 TION ) )
= : YES D NO' [:]
21a. ACCIDENT (Bpecify) 21b. PLACEOF INJURY (o.x..inoraboegs | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
,c SUICIDE boma, arm, actory, atrest, office bldy.. avo.}
é HOMICIDE
o 21d. TIME (Month} (Day) (Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY GCCUR?
=] H
' WHILEAT[™] NOTWHILE .-
J‘ INJURY WORK AT WORK
"o
-
B
g

ATE REC'D BY LmAL REGISTRAR'S SIGNAT! REV ] IFUI DIRECTOR'§ S| GMATURE ADDRESS )
/.,,;{7 s : %;Am ~ 0'Fallon Mo,

Fa

™
\
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-7 STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by —— e -l

Student Embalmer. Mo.

&// I
Student sovisenaess esseees testbannanane vaus Signed = (&M'v

Student Embalmer
Licensed Embalmer No f p.- 7/

P. O. Address d}‘ a‘éém‘ %

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

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

working under my personal supervision.




