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WRITE PLAINLY—USING UNFADING BLACE INKE—MAEE A PERMANENT RECORD

/2

Dr.Walter Hoefer

PR SIT2

FILED ﬁJL 15 1949

BIRTH NO.

THE DIVISON OF HEALTH OF MISSOUR!

I. PLACE OF DEATH

a. COUNTY

DI5T.

STANDARD CERTIFICATE OF DEATH

no. _3_1_8__ PRIMARY REG. DIST. »1003

2. USUAL RESIDENCE (Whers decsased Lved. If ingtitgtion: rexidspos befors
a. STATE

b. CITY (f cutelde corporate limits, writs HURAL and give .

5t .louis O

TOWN

LENGTH OF
wwhablp) | STAY (1o this pluew)

in hoapltal or institation, give streot address or location)

-
-

State File No........ _ﬁwf.

Registrar's Ne

21486

b. COUNTY

Missourd St JIouis T

c. CITY (If outaide sorporate Limits, write RURAL and give townehip)

,_E‘_"_"'___,G_l&gdglez

adwiselon),

//

(If ryral, give loention)

10a. USUAL OCCUPATION (Givekind of work:
dote during most of working life, sven if retired)

AL Home

d. FULL NAME OF it 8,
HOSPITAL OR ' wa .
INSYITUTION- é;; Hoszital v 301 N,Sappington Road. /
3.DNEACME OFD . {First) b. (Middle) ¢. (Last) §. DATE (Month) {Day) (Year)
{ Type or Print) Cors: DEATH 7=5=1949
5, SEX 6. COLOR OR RACE [ 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE {In yewn| o toexn 1 YEAR | o OhDER 8 wms,
WIDOWED, DIVORCED (Bpecitr} ) Iast biythdar)} um.n.l Dars nm' Min,
' Ar_g-5-1878 70 X

10b. KIND OF BUSINESS OR IN- ¢ I1. BIRTHPLACE (Bute or foreiga ecuntry) 12 CITIZEN OF WHAT
DUSTRY “COUNTRY?
L) Missouri 0 CUJeSebe

138. FATHER'S NAME

Michael Klein

15. WAS DECEASED EVER IN U.S. ARMED FORCES?
(Y. 50, o7 unknows) | (I yes, give war or dutes of servies)

Ng.

16. SOCIAL SECURITY
RO.

13b. MOTHER™ S MAIDEN NAME
p Carnline S

. Enter only cnecsuse per

18. CAUSE OF DEATH

lins for (s), (b), and (¢}

 *TRis dots nol mean
94 mods of dying, such
o beurt faliure, asthenia,
de. It veans the dis-
cass, infury, or complica-
tiom which cavsed death.

ANTECEDENT CAUSES

Mortid eonditions, if any, giving DUE TO ()
mlwmm:um {a} stating

ths undeslying couse last.

I1. OTHER SIGNIFICANT CONDITIONS

e e

DUE TO (¢} ..

g 31 L)

o

77&{/‘

MEDICAL ‘.' TIFICATION

1. DISEASE OR CONDITION 7
DIRECTLY LEADING TO DEATH* 4

-

tl’

Loag 3 KAt

14. NAME OF HUSBAND OR WIFE~

Conditions contributing to ﬂc death beet nﬂ
tedated to the di '" /\ A A
19a. DATE OF OPERA- | 19b. MAJ INDINGS OF OPERATION 20. AUTOPSY?
TION ; Q -
o Poas | his] D NO D
X 2 OF INJURY teg..loar 2 OWN, WNSHIP) |
R Ove | Sesess] P o :
HOMICIDE D .
21d. TIME ) iDap) (Yea) (How | 216, INJURY OCCURRED | 21, HOW DID INJURY OCCUR? X
INJURY g2 = | "work L) "ATwomk / [/ Aﬁ A H
. = y; =
2. I hereby certify that I attended the deceased from . 2/ 7 18: _to _2/S/VG 10, thot I lost sah the decensed
alive on/_ , J9—, and occurr miJ:,A- ., from the causes and on the date staled above.
2. S1 TUHI 0 235, ADDRESS

U, AL’
TION, REMOVAL (Spesity)

Burial

DATE REC'D BY LOCAL

RE . e

3/08

r O,

21acf

27

4

AME OF CEMEI'ERY OR CREMATORY

Le

A

AL REG 'S 516G
JuL 6_@%

F

IGNATURE

theran Cepm tlemay Ferry and Green Pk WMo
FUMERAL DIRECTOR’S . i
b
A ‘103 6409 Grav :
Side)

243. LOCATION (Olty, town, of county)

ADORERS

(Btate)
W




STATEMENT BY LICENSED EMBAILMER

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

.......... . Student Embalmer No.

Student Embalmer Licensed Embalmer No
uden mbaime

P. O, Address.;%... Agres

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




