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y to a death due to natural causes.

Coroner cannat cerfif
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Doctor, coroner, otc, must use only stondard nomgnblufure in itam '18. No symptoms will be listed. All

diseases in Part | must be casually related..
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THE DIVISION OF HEALTH OF MISSOURI

FLED AUG 24 1956

STANDARD CERTIFICATE OF DEATH

Registration District No. ._.._.‘....-,“q.*R.:WPrimury Registration Districlm9.3......,..........“,_

Regisnar BZD.....

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence b-!m-)
. STATE b. COUNTY &inen
a. COUNTY a Mo . A ?‘
b. CITY (If outside corporata limits, give TOWNSHIP only) | Inside Limits c. CITY “ |,-£¢ Limits
OR OR .
TOWN St. Louis Yos X NoD somn  St. Louls © YesO NoD
€. aglgPLITN:I’:‘%IgF £ NOTgn '"'l-di %locahon) Length of stay in 1b d. STREET (If outside, give location) Reside on Form
INSTITUTION Hospi /o aooress] 2658 Oleatha Ave.| Yeo heo
3 :::t'.“o' Firat Middle Last 4. DATE Monih Day Year
D . OF
(Tope or print) Wialter M. Hagelhoret ! oeath  July 10, 1956
5. SEX 6. COLOR QR RACE 7. MARRIED O never Mmﬁom 8. DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR [iF UNDER 2¢ WRS,
" ) b!r!hdav) Months | Davs | Howrs | Min.
Male White winoweo [ owvoreen [ Jan. 29, 1916
] 10a. USUAL OCCUPATION {Qige kind of work done |10, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (City and atate or coantry) é;lz. CITIZEK OF WHAT DOUNTRY?
during most of working life, even iérmnd)
Invalid since birth St. Louls, Mo. U.S.A.

13. FATHER'S NAME
Peter Haselhorst

{4. MOTHER'S MAIDEN NAME
Anna Struckmann

Krlegshauser ;228 S.Kingshighway

JUL 121958

15. WAS DECEASED EVER IN U, 5. ARMED FQRCES? 16. SOCIAL SECURITY NO.|17. INFORMANT Address
(Yes, no. or unknown) {If wes, give war or dales of service)
No None. .|  Nons Harvey Haselhorst l;265a Qleatha Ave
18, CAUSE OF DEATH [E!uer only one caute per line for (a), (b). and (e).} i ( c/ 3 J t{ i lgrﬂgﬂglll."g%g;::
PART I, DEATH WAS CAUSED BY: m “rezs? %M{ % < r .
IMMEDIATE CAUSE-(a) Iﬁ nC’!AM W(a # i .
L] . 3 N Py
' #iton .
Conditions, if any, OUE TO () as/ / ;. :
_ng:h pare ruﬂ)lo_, Y, ,C P P X - L, . . 7
e cause . ’ - - ‘L e -} AORREL L R - b R b
stating he under- OSUM w . d(@' 6 /M L i
zf. [ lving cause loal. DUE TO (¢} - ? 4 Cult S A -
©| ¢ PART I. OTHER SIGWIFICANT CONDITIONS oommwmc TO DEATH BUT NOT RELATED 10 THE TERMINAL DISEASE CONDITION GIVEN iH PART (n) 13- .‘!‘5%“,‘}.‘.‘.2’;?‘
- Y
3 : N ves [ no B
E 20a. ACCIDENT SUICIDE HOMICIDE { 206. DESCRIBE HOW INJURY OCCURRED. (Enfer nafure of infury in Part 1 or Part 11 of item 18.)
g 0O O O
31 20¢, ngngfr Hour - Monih, Day, Year|, . a . -
..0.m,. . . '_-:‘_'-, . oo . 4 e .:
2 > e S 3G s
x 20d. INJURY QCCURRED 20¢. PLACE OF INJURY (e. ¢., in or aboul home, | 207, CITY, TOWN, OR LOCATION COUNTY STATE
© ] WHILE AT "NOT WHILE ™ farmyfoctory, atreet, office bidg., etc.)
WORK AT WORK e
21, ] attended the decessed. 3"29 56 , to T=l0= q6 and last saw ’;" alive on 7~10-56
m.on the dau astated above; and to tha best of my .knowhd‘ge from the causes stated.
i }% 22h ADDRESS .- . R : 2Zc, DATE SIGNED
- . 1515 Lafaye tte s P-4/ 5C
23q. aumuné,d:nznmou) 23). DATE - 23. NAME OF CEMETERY OR cnzmronv * | 23d. LOCATION (Ciry, town! or county) {State)
cify . - . .t [ . s .
fur July'13,1956 S/S Peter & Pdul Cemj ~~St. Louis, Mo.
24, FUNERAL mntc’ron ADDRESS 25. DATE RECD. BY LOCAL REG. 25. REGISTRAR'S SIGNATURE

{Liconsed Embolmer’'s Stotement on Reverse Sidae)

1o




STATEMENT BY LICENSED EMBALMER

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

working under my personal supervision..

LT T L - P Signed. /. * %- /

Signature of Student Embalmer

Licensed Embalmer No. ‘?LC

- ' .. . P. O. Addresas ... ..............

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

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

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




