THE DIVISION OF HEALTH OF MISSOURI 2 18.)6

No, 300
o | ALED JUL 5 1950 STANDARD CERTIFICATE OF DEAT"‘\ A R —
TBARTM NO.__________________ _ RES. DISY. NO. _gig__nlumv REG. DIST. NO. Rea:;imr:No ,...’).‘_')84
} 1, PLACE OF DEATH_ . 2. USUAL RESIDENCE (Where decossad lived. If institation; rewidencs before
n. COUNTY a. STATE b, COUNTY - nd.nismion),
{ Missouri
b. CITY (If cuteids corpurste limits, write RURAL and give ¢. LENGTH OF c. CiTY (1 outaide corporate limite, write RURAL ac.d give township)
OR township}| STAY (i whis place)
TOWN gy Tonia 2SN stulouls'c - 202
o d. FULL NAME OF (If not in houpital or Institition, give strect sddress of losation) d. STREET (If rural, give loestion) )
WTThSH  ace Nagel 4 B o6s Nagad Ave 0
3. NAME OF (First,'la agel ’ < b. (Middle) ¢. (Last) 496 liagel A
, a. . .
DECEASED 4 031_'5 (Month) (Day) (Year)
{ Type or Print) Harry H Hofmeister DEATH 6=25=-1950
5. SEX | 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| IF UNDER | YEAR | F CrcEm u wems.
C WIDOWED, DIVORCED (Spacity) Lxat birthday} | Maaths ’ Days | Houre | Min.
@3 [ Male | VWnite | Vidower 2 . | 4=11-1885 65 |
ord 102, USUAL OCCUPATION (Glwekind ot work | 10b. KIND OF BUSINESS OR IN- | t1. BIRTHPLACE (Sute or forelen sountry) 12, CITIZEN OF WHAT
o done during most of working lile, svan if retired) DUSTRY O COUNTRY?
a _Supervisor : Rai way Lixpress C Missouri L UeSeAd
e §3a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WiFE

23 2378 -3
. .Ha.m:ug Hofmediataer : Julis Forca
15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL secunhrov 17. ENFORMANT'S SIGNATURE OR NAME ADDRESS

(Yes.po,orunknown) | (I yes, give war or dates of service)
» 4962 Nagel Abe

No

None
18. CAUSE OF DEATH MED CERTIFICAT ON\ INTERVAL BETWEEN

 Enter only onecauseper | |. DISEASE OR CONDITION Y ONSET AND Dgﬂl

line tor (a), {b), and {c) DIRECTLY LEADING TO DEATH'(a)

ANTECEDENT CAUSES

*This doer not mean

the mode of dying, such | Morbid conditions, if any, giring DUE TO (&) i
R as heart failure, asthenia, |, .7i0e (0 the above canse (a) ttatmg e e e o [ RS
* de. It means the dip— “the underlying cause lagt, Ea =T i o = o - R R
eare, infury, or complics- - DUETO () I —
tion which coused death, | 11. OTHER SIGNIFICANT CONDITIONS- - * . 7¢=' A
Conditions contributing to the death but not - . . —~ _ ﬁ
related to the disease or condition causing death.
- -19s. DATE OF OPERA- | 19b. MAJOR.FINDINGS OF OPERATION* S U vl et W DT e v |20 AUTOPSY?
TION
P : i YES D NO E’
. 21a. ACCIDENT " (Bpeeify) 21b. PLACE OF INJURY te.g.inorabout | 21¢. {CITY. TOWN, OR TOWNSHIP} ’ (COUNTY) (STATE)
SUICIDE i bome, farm, faatory, streat, office bldz.. aca.) LT . S, S
HOMICIDE ) _ L,
21d. TIME (Meath) (Day) (Year) (Hoon 21e. INJURY OCCURRED 21f. HOW DID INJURY QOCCUR? -
oF oo WHILEAT[™} NOT WHILE :
INJURY : m- | “work ALWORK LI

2. I hereby certify Vthat I attended the deceased from ﬁnﬂ_@, IB)E’., to %, Ié_b_'g !I;af I last saw the deceased
alive on é-_?)_&a&, 19.9% and that death odgrred ot S~ &k m., from th&/eauses and on the date stated above.

. C (Degres or title) | 23b. ADDRESS ?.'ic DATE SIGNED
SO0 O | éf/»; Qo-( o

24b. DATE 2¢. NAME OF CEMETERY OR CREMATORK _ ;| 24d, LOCATION (City, tawn, or county) ﬂ (State) -,

$-28-1950 Sungset Burisl Park - 10180 Graveis. Road Mc
RAREHIG 25. FUNERAL DIRECTOR' 5 S| GMATURE ACDRESS
LT Er et [ i i cramin ave

(T icensed Embz!mr s Gesfement gh Reverse Side)

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

-5




N
i

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 — oo

[ ) Student Embalmer Wo.

working under my persona! supervision.
SEUAENE - sraseernnnnneraesressnenserannnnes Slgncdjgmw\

=

Student Embalmer j
Licensed Embalmer Ny {J }
P. O. Address M M /@4

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

If this body is not embalmed, fact should be 5o stated above.

}




