No. 300 THE DIVISION OF HEALTH OF MISSOURI :
o , FLEDSEP 6 1956  STANDARD CERTIFICATE OF DEATH e tate e o SO

10.48 .
'BIRTH NO.__________________ REG. DIST. NO. _3_1_8_ PRIMARY REG. DIST. uo.J_O.D3 mg.um.m,_.:2268_m

g y 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers decossed lived. 1! fostitotion: residence before
} a. COUNTY o --a. STATE b. COUNTY ndmisslon).
o I\ Migpouri .
b. CITY (! outeld te limits, writs RURAL and gi ¢. LENGTH OF c. CITY
OR outelde corpumie flmils, write * t:lﬂ‘:lhlp) STAY (in this place} CR d'fwmwﬂwwmwt:;
8 TOWN St .louis TOWN St.louls B 2 = i a,
[-) \’ a d. FULL NAME OF (It not in howpital or institution, give streot adifress or locatlon) e. STREET (If raral, glve location) 0! Y
& O HOSPITAL OR DDRESS }
~ 2 INSTITUTION En Route to City Hogpital __6119 Marwinetta Ave
Q 3. E QF a. (First b. (Middle) c. {Last)
s.n{'}a DECEASED ! o { _ 4-DATE  (Month)  (Day) (Yex)
"0 ..Q = { Type or Print) S80PHIE ) ) HAMPE DEATH Bufw]O856
é 5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (o yesra| & DGER | TEAR | ¥ DNDER W Hm.
n? WIDOWED, DIVORCED (auc{f:/ ~ bast birthduy) | Monthe Hours | Bbin.
% 8% |_Fomalo 'l white Married 9-4-1864 S W |
o E 10a. USUALOCCUPATION Givekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . Y . u 5
° ,3.“"' dmm "“H“ u(h'.:“"u :m;:'d) 0b. KI DUSTRY (City end State or Foreiga Countryl) o lzcg”'}%{‘”o': WHAT
2 ousew Missonri U.Sehe
s E 138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME . 14. NAME OF HUSBAND’OR ¥IFE
7?72 Alfeld . | 2?2 Moser . ¢ | Honry F.Hampe cj3s voryipuht
i5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL sscunmf FORMANT 'S ATURE OR NAME  ADDRESS
{Yes. n.:N! unkoown) | {If yeu, wive war or datea of sorvice) ﬁm
() None 6119 Marwinette Ave.
18. CAUSE-OF DEATH - MEDICAL CERTIF! 10N INTERVAL BETWEEN

ORSET AND DEATH
| Enter only onecouseper | 1. DISEASE OR CONDITION W{
line for (), (b), ond (g} DIRECTLY LEADING TQ Dﬂm‘(a) Q
*This does mot meen ANTECEDENT CAUSES
the mode of dying, such | Murbic conditions, if any, giving DUE TO (b) W (et ?é t M 7 && () W

a8 bear! faflure, asthenie, | rite fo the abece cause (o) stating

ele. It means the die the underlying causre loal,

case, infury, or complica- DUE TO ©
tion tohich caused death, | 11, OTHER SIGNIFICANT CONDITIONS
Conditions contribuling to the death but not
5 related Lo the disease or condition cousing death, .
i%a. DATE OF OP‘FIROAN- 195, MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
. - . . 422'} 'n:sD Nom
- -] 21a. ACCIDENT Fn'o'di:’r) 21b, PLACE OF INJURY (o.g..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
PE. .. , %7 . home, farm, factory,street, oflce blde..e0.)
HOMICIDE I -
'\"‘:, 2id. TIME (Moath) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
WHILE AT[ ] NOT WHILE
of INJURY m. | woRK AT WORK
i { T - -
~ |t 22. T hereby certify that I allended the deceased from f=Y— 18 qi) o "9'%-(‘ ISLC%. that I last saw the deceased
alive on - Y , 19 x , and tha! death occurred at a.ﬂﬂ_Pm , from “the causes and on the date stated above.

23b. ADDRESS 23c. DATE SIGNED

HETR T Yprondlin wmumm? 200 Jobrec S~ 4-r¢

24a. BURIAL, CREMA- 24b, DATE 242. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, towm, or county) (State)
TION, REMOVAL (Bpecify}
8=-8-1956 Sung 10160 Graveis AV

Remeoval .
REGISTRﬂ S SIGN?QE Fj GNATURE ADDRESS
L

PLAINLY-—USING TINFADING BLACK INK—MAKE A

WRITE

DATE REC'D BY LOCAL
6409 Gravo

AUG6




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalm

by me, OF By .. s s e s e feeraeccessanaas , Student Emb;.lmer 3 [ YA

working under my personal supervision..

Student...courrenqeaieeaeantcanarraaasaasaaanran
Signature of Student Embslmer

P. O. Addres

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

If embalmed by a STUDENT, he also shall sign in his OWN handwntmg

T4 this body is not embalmed, fact should be so stated above. -

-y -

-
e .- . \




