eslth,
Welfare
vblic

No symproms will be Lisved. A1l

Coroner connot certify to a death due to notura! causes.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Bie. MUaT U3a iy 3Tandard Auoiannuidinde i amnm |g.

diseases in Port | must be casually reloted.

MaeTel, waronar,

F".EA MAR 2 4 1953,..w-w District Na. _.._3/ ,7

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

.. Primary Registration District No. ..\5.:?,0 ............ Ragistrar's No. _7._?"..5..'

w2683

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If inatitution: R.;ldnn:o bofort,
- . . admisyion
o COUNTY 8, Louis « STATE Missouri ™ Y g4, Louls
b. CITY (If outside corporate limits, give TOWNSHIP only) | Inside Limits c. CITY inside Limits
OR OR d
TOWN St . Ann Yes # No O TOWN St . Ann ’7[ 7//0 Y-e# Ne O
. Sglgll-‘_l'?:rE OF {If NOT inhospital, give location) Leng_??i of stay in 1b . STREET {1f outside, give locotion) Reside on Farm
INSTITUTION ].0 514 St., Michae} 3ri¥rs, ADDRESS 1 0514 St, Michael | Yeso N
3. nAME OF Firut Middle Lant 4. DATE Month Dey Year
DECEASKED . . oF
{Type or print) William Paul Hof fmann cesiMarch 18, 1958
5. SEX 6. COLOR OR RACE 7. mamrieD L] NEVER MARRIED ] ¥ DATE OF BIRTH Is AGE (In ycars | ¥ UNDER 1 YEAR LF UNDER 24 HRS.
{O . Ie:t birthday) [Aonths | Daws | Howrs | Min.
Male White wioowep [7F )"‘-nwoncso O June 27, 1887 L |
-[10a. USUAL OCCUPATION (Glize kind of work done | 106. KIND OF BLISINESS OR INDUSTRY | 11. BIRTHPLACE (City and atafe or country TZ. CITIZER OF WHAT GOUNTRY?
during most of working lifs, +r-n i retired), , l’{'
etired Maintenance=z! Maintenance Germany U.S. A,

13. FATHER'S NAME

Paul Hoffmann

14. MOTHER'S MAIDEN NAME
Emma Baumann

15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.
(Yer, no, or unknown) | (If yes. gine war or dales of servicat

No No ,97 01 8198

17. INFORMANT Address

Ann Anthonx 105#1 St. Michael

115, CAUSE OF DEATH [Enter only one cane per fine for (@), (), and {c).]

PART I, DEATH WAS CAUSED BY: m .
Yol ArRDr B L
I

INTERVAL BETWEEN
ONSET AND DEA&

ANFEAEC ’7‘/04/ Fo vPS

IMMEDIATE CAUSE {a)
CoRont Ay

TR0l BosiS et ()

Conditiona, if any,

which gave risg fo ouE 7o ()

chove cause L0} v

stating the under- ; - }Q@
. Iying " catise tast. | DUE TO (o) calloN ﬁ“UQ'Cq ART B?C:{ SeLe AYAY Y ada
[~} PART 1l, QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN [N PART I(e) h WAS AUTOPSY
= . M , PERFORMEDT
g ves (] wo
= 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enfer nature of injury in Part Ior Pert 1 of ifem 181)
§ a B Q
3 20c, TIME OF Hour Month, Dey, Year

INJURY  a.m,

E P m. .y
X | 204. 1WJURY DCCURRED 2e. PLACE OF INJURY (e. ¢., in or aboul Aome, | 20f. CITY, TOWH, OR LOCATION COUNTY STATE

WHILE AT ] HOT WHILE farm, factory, street, office bidg., elc.)
WORK AT WORK rl
21. I attended the daceased from -3-44(/ f"V 17‘1—1 , to H/\a,_a-& _’J"/-j_ﬁad last snw ﬁ alive on _MLZLLL

Death occurrod at 1’ > S—

m on the date stared above; and to the best of my knowledge, fram the causes stated.

U

223. MIGNATURE (Degree or title)

Fooel. (olloc

YD

22¢. DATE SIGNED

3i8liy

ADDRE

,bsf?éﬁ*cﬁjgfhgézw’ jrﬂzy

23a. BURIAL, CREMATION, | 235, DATE

Revngial” 13)20)58

2. NAME OF CEMETERY QR CREMATORY

Calvary Cemetery

23d. LOCATION (Ciry, town, or county) (State)

St. Louis Mo.

24. FUNERAL DIRECTOR ADDRESS

Collier Mortuary, St. Ann, Mo,

3

25. DATE RECD. BY LOCAL REG.

- /9- 58

. 25 REGISTRAR'S SIGNATURE : ; @



' STATEMENT BY LICENSED EMBALMER

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

working under my personal supervision,.

)
£/
Student ... ... e Signed . ~HAf e 7.7 -

Signature of Student Embalmer

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

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

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



