. Public

Coroner connot certify to a death due to notural couses.

USE ONLY BLACK INK OR RIBBON TYPEWRITE I\F POSSIBLE

wcuring the me
Doctor, coronar, etc. must use only standard nomenclature in item 18. No symptoms will be listed. All

{iseases in Part | must be cosually related.

-] 100. USUAL OCCUPATION (Gise kind of work done

FLED APR 15 1957

Registration District No. s

THE DIVISIUN UF BEAL 1A UF MlasUURE
STANDARD CERTIFICATE OF DEATH

CUSTATE FILE NUMBER

8 Primary Registration District N1m3 ................... Reglnmrqw

2865

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If insfitution: Residence before
a. COUNTY a. STATE Missouri b. COUNTY?: admission)
b. CITY {lf cutside corporate limits, give TOWNSHIP only){ Inside Limits c. CITY Inside Limits
OR
TOWN S.T. LOUIS Yesll NeoO TOWN St .louis Yes(l NoD
<. Fgls.é.r?:&\%h%&(” NIOBEENEH Eivclocurio?‘ W:h of stay in 1b 4. STREET (If outside, give location} Reside on Farm
 § 5 INSTITUTIONZ** 2|3 £ZA0DRESS 514 S Ath St YesD NoO
3. NAME OF Firat Middle € Last 4. DATE Mum "y 5_9 g 7Vm
DECEASED OF
becessso . DAVID GEORGE HOOSER o 3,
5, SEX 6. COLOR OR RACE 7. B. DATE OF BIRTH 9, AGE (In years | IF UNDER 1 YEAR |IF UNDER 2% HRS.
MarriED [] NeEVER maRRiED [] I R el L
Male ¢ White wicowegbl 2 ovorceo ] Mareh 14,1868 89

during most of working life, even if retired)

Retired

104. KIND OF BUSINESS OR INDUSTRY

Unknown

11. BIRTHPLACE (City and atate or country)

V4

Kentucky

12, CITIZEN OF WHAT COUNTRY?

U.'S .A-

13. FATHER'S NAME

William Hooser

14. MOTHER'S MAIDEN NAME

Margaret

15, WAS DECEASED EVER IN U. S. ARMED FORCES?
{Yes. no. or unknown) | (1] pes. oive war or dates of servics)

no

16. SOCIAL SECURITY NO.|17. INFORMANT

Mrs,Naoml B

PART I. DEATH WAS CAUSED BY: .
IMMEDIATE CAUSE (a}

Conditigns, if any, DUE TO (b)

18. CAUSE OF DEATH [Enter only one cause per line for

Address

IN'I'ERVAL BETW N
T AND DE.

which gave risg fo
above cause (8)
stating the under.
lying cause last.

i vo 0 . S D antiniscaloe iHee Seart-diicaco)

37851 3/e5/5%

=z

[=] PART 1I, OTHER SIGNIFICANT CONDITIORS CONTRIBUTING TO DEATH BUT MOT RELATED TO THE TERMINAL DISEASE CONDITIOR GEVEN IN PART I{n) . 9. x:ésg;%;?

- 1

3 ves L] nod, =

;—‘: 20a. ACCIDENT SUICIDE HOMICIDE | 200. DESCRIBE HOW INJURY OCCURRED. (Enfer nature of injury in Part f art 11 of item 18.) !

5 0O o O 200

;‘ 20c. TIME OF Hour  Month, Day, Yeor

S5 INJURY 2. m.

E p.m. .-

X | 204. (NJURY QCCURRED 20¢. PLACE OF INJURY (¢. 2., in or chout home, |20/ CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT 0 NOT WHILE farm, fectory, street, affice bldg., ete.)
WORK AT WORK

and fast saw D27

2'-_ 1 attended the decoalg i%._n_

Death occurred at

him

alive an

F 2. e J
3/23/B1—

m on the date stated above; and to the beat of my knowledges, {rom the causes stated.

2a. ilzﬂmz Y.P &}

{ Degree or title):

22b. ADDRESS .

(%, 0| 1515 LAPATETTE AVE.

- |F 75T

23a. BURIAL. CREMAT 23h. DATE

2. NAME OF CEMETERY OR CREMATORY

Bellefontaine Cemetery

23, LOCATION (City, totbn, or county)

(Sta’e)

REMOVAL { Speeify)
burial 3-25-57
24. FUNERAL DIRECTOR ADDRESS

Math Hermann & Son,Inc,

2161 E.Fair

25. DATE RECD. BY I.O’CAL REG.

R 25

{Licensed Embaln?of's Statement on Reverse Side
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