alth,
felfare
blic
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Coroner cannot certify to a death due 16 natural causes.

diseases in Pert | must be l:awal—ly relcted,

s USE'ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

4

FALED JUN 26 1857
Raegistration District Nou oo 318 Primary Registration District N;[ ..3

THE DIVISION OF HEAL TH OF MIS50URI
STANDARD CERTIFICATE OF DEATH

 Registors N5555

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residepie bafors
- . STATE 4. b. COUNTY odmi ssion)
o COUNTY > A" Missourd T /
b. CITY {If outside corporate limits, give TOWNSHIP only) | Inside Limirs c. CITY Inside Limits
OR OR .
TOWN a9t Towis Yes e Ne D Town St. Louis Yes¥ NoQ
c. :gls_Fl'_l!lf:ﬂ\%gF (§ NOT in hospital, givelocation)|Length of stoy in 1b c (1 ourside, give location) Reside on Farm
Q/ NSTITUTION 3110 (37 The Friendless 5 yra. ’)/ Abiess 4431 So. Broadway YesO NoD
3. NAME OF First Afiddle 4. DATE Monih Day Year
DECEASID oF "
{T¥pe or print) ) Densa M. He]_ ter DEATH  June 13 1957
5, SEX . COLOR OR RACE 7. 8. DATE OF BIRTH 9. AGE (fn pears | IF UNDER | YEAR |if UNDER 20 HES,
/B § marriep [] mever marrien [ | Tot birthbay) [aromie T Do T o T ot
F W wioowen [ X ovorceo [ Aug. 10, 1877 - l
i0a. USUAL OCCUPATION (Gise kind of work done |10b, KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (City and state or countsry) 012. CITIZEN OF WHAT COUNTRY?
during most of working life, even if retired) .
Retired Housewife St. Louis, Mo. U.S.A.

13, FATHER'S NAME

Philip Hof

14, MOTHER'S MAIDEN NAME
Dena Osborne

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO.|I7. INFORMANT Addreas Rock Hill
(Fer, no, or unknown) (] yea. give war or dales of service} . - H
Na No Harry Helter 800 Webster Ct. ¥o.
19. CAUSE OF DEATH [Enter only one cause per line for {2}, (b}, and ()] o INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: O / ' ONSET AND DEATH
IMMEDIATE CAUSE (a) d- Ooles B bs s 280 Ne |
Contitons oy, | oue ro 0 (T enastclorssar » ﬂmd A0 YA
abar 3 cgu“ (3!‘)- y J ad
ing the under ; MM& M 1A A,..e'.;‘,g
- fying cause lost. DUE TO (c) 3
=3 PART, It OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH Bur[ybr RELATED TO THE mmr&! DISEASE CONDITION GIVEN IN PART [(a) . :é{ki S‘l(l'lm’gg
ol !
g ¥o?,0 -f ves [ wo ¥22-
E 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enler nature of injury in Part I or Part 11 of item 14.)
§ (] O O
3 e TIME oF  Hour  AMonth, Day, Veor
! iNJURY . m. . . . -
E p. m. P 1
X § 20d. INJURY OCCURRED 20z, PLACE OF INJURY {e. ¢, in or about hame, | 207 CITY. TOWN. OR LOCATION COUNTY STATE
WHILE AT D NOT WHILE O farm, factory, street, office bidp., etc.)
WORK AT WORK

and Iast saw

/?J‘-V , to

P monthe

]‘:;:1 alive on
knowledge. m the causes stated.

21. [ attended the deceased from
Death occurred ar 7. 30

¢ atated above; and to the best of my

[~

220, BIGNATURE (Degree or ile} 22b. ADDRESS 22¢, DATE SIGNED
‘ Y, W2V, A2V
Bcé;'?‘m.. c?gmrg?»{ 3. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LoCATION {City, town. or county} (Staf)
MOVAL pecify R i .
emoval June 17, 1957} St. Yeter's Cemetery |8t. Louis County, Mo,
24. FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. R'S SIGNATU

Hoffmeister Colonial Mortuary

LIES Chiroews Qf at

?jmmm

Louis, Mo, JUN 1 & DT

{Licensed Embolmer’s Statement on Reverse Side)
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S
STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was e
By me, or bY e 4t ieeemaecesieiasanesasesanns P O . Student Embalmer No.......

working under my personal supervision..

Signed 52 f%fffﬁ:ﬂ?’w

'; Licensed Embalmer No. %

Student .. .coieuiiiiiiicieictiaereseiesiaanaranas
Signature of Student Embalmer

P. O. -Addre;s .:S;E:..é:zbm

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI'I‘ING

to comply with the above constitutes grounds for revocation of license}, - .
If embalmed by a STUDENT, he also shall sign in his"OWN handwriting. T
If this body is not embalmed, fact should be so stated above,




