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THE DIYISION OF HEALTH OF MISSOURI

17 1958 STANDARD CERTIFICATE OF DEATH

ghED FEB

Registration District No. _.,WM,‘._.,Q..L_Q ______ Primary Registration District No.

Registrar's No.__ S

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
o. COUNTY St.louis o STATE Migsouri b COUNTY I4nco lu-o;}
b. chY (If outside corporate limits, give TOWNSHIP enly) lnside Limits . ng ) Inside Limits
rom___Berkley City Yor O N[ Town  Moscow Mills 257 70 v
c. Egis_'l;l#At\%gF {lf NOT in hospital, give location) | Length of stay in 1b d. iTDRDEEE‘ES cmidh give location) Reside on Farm
A
instirution  62h5 Evergreen 9 moe AR \ Ao Yes [J Mo [
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Y aar
{Type or print) .
Anna Marie Peitzman oEATH  February 3, 1958
5. SEX 6. COLOR OR RACE| 7. wARRIED ] NEVER MARRIED[] 8. DATE OF BIRTH 9. AGE {In yeors JF UNDER 1 YEAR| IF UNDER 24 HRS.
la irthday) | Month Days Hours Min.
Female White wpfheo}] mvorceo[ ]| March 27,1889 68" B 'l e 4[

10b. KIND OF BUSINESS OR
ustﬁr
Oome

190, USUAL OCCUPATION (Give kind of work done
during lnn:l of working llf avan if retired)

Housewi

11. BIRTHPLACE {City and srate or country}

St.Charles

-0

12. CITIZEN OF WHAT COUNTRY?

UeS,

13b. MOTHER'S MAIDEN NAME

¥ilhelmina Redleich

130. FATHER'S NAME

Kar) Spielhagen

4. NAME OF HUSBAND OR WIFE

Ernest Peitzman

16. SOCIAL SECURITY NO.| 17. INFORMANT
None

15. WAS DECEASEDEVER IN U, 5. ARMED FORCES?
(Yas, Iﬁur unknqvm)l(ll yeos, give wor or dates of service)
o

Address

Carl Peitzman, 6245 Evergreen

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be cavsally related.

OCTOr, coroner, alc. NMivsl Use W

18. CAUSE OF DEATH (Enter only one cau
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

per line for {a), (b}, and {c).

INTERVAL BETWEEN
ONSET AND DEATH

Canditions, if any, DUE TO {b)

which gave riss to

above cause [u),

stating the wnder -
Iying cousa Inat DUE TO (e}

PART I {a}

19. WAS AUTOFSYA

z
g PART Hl. OTHER SIGNIFICANT CDNDITIONS CDNTRIBUTENETO DEATH but not reloted 1o the terminal dissass condition given in
b PERFORMED?
g ¢ YES{ ] NO
E 200. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART 1l of item 18.) F 4
wt
8 o o O
G| 20c. TIMEOF . Hour -Menth, Day, Yoo
8 INJURY  am.
‘E p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, foctory, street, office bldg., -tc)\ s 7
WORK AT WORK N { S am ' N
- T : -
21. 1 attended the deceased from y e Fﬁ LTt s he pliveca ™) ‘<
Death occurred at . . km on ‘ﬂ}‘ 'date stated cbove; and to the best of my knowl irum_ the causes stated. /

) (E;wu or title)

ﬂa%t' ‘ l ﬂd;a b ‘j‘-;nb. u/ooRoEss 2_

23a. €LI’RIAL CREM.A:‘I"ION 23k, DATE 23c. NAME O CEM{TERY OR CREMATORY

“Removad 3-4-58 Anerson Hill Cemetery

23d. LOCATION {Ciry, townjor

Moscow Mills

"y

B,Mo,

Astoin) #

24. FUNERAL DIRECTOR ADDRESS

Albert H.Hoppe,L700 Washington Blvd. -

~J3

25. DATE RECD. BY LOCAL REG.

25- REGISTRAR" SSIGNATURE ; Q hm

{Licsnsed Embolmer's 5 Side)
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STATEMENT BY LICENSED EMBALMER ~_

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

DY M, OF BY ooriniiin it et et e et vttt eeat v as e v rnnsea s aesaabs s sans s ansans sensrenanen .» Student Embalmer No. ................... |

working under my personal supervision.

Student o - Sign
Signature of Studeat Embalmer

Llcensed Embalm;i No.. 4‘ / ?4 é

P Q. Address R

/
‘Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failiire
to comply with the above constitutes grounds for revocation of license).
If embalm’ed by a STUDENT, he also shall sign in his’OWN handwriting. -d-~ Loe
If this body is not embalmed, fact should be so stated above.

T O S A S S N .. el




