THE DIVISION OF HEALTH OF MISSOURI

Health, —
L Welfore STANDARD CERTIFICATEOFDEATH  _ _ _ , — é%g;]g%,d?égs“
Public A -
Service Fl LED S E P 1 5 lg%ismﬂioq District Now e ... Primary Reguh’uﬂoﬂ District Nl 00”3 _____________ Registrar's No.._tzggz_,_
1. PLACE OF DEATH 2. USUAL RESIDENCﬁgIﬁ«. dececsed lived. IF institytion: Rund.nc. before
. 300 a. COUNTY a. STATE b. COUNTY,, S, ] ﬂrmn)//
1.-57 b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY C 1ayt0n f o Inudn Wimits
‘) Town St. Louls ' Yes K] No 7] TouN 55 o Yes[B No ]
c. fingla_]?:IiAEooF (If NOT in'hospitel, give location) | Length of stay in 1b i d. STREET {lf cutside, give location) Roside on Farm
/6 INSS"{'ITUTIONR Mo. Bapt I1st Hosp Hrs. -27 ADDRESS 753 1l Fo Psythe Yes [] No K
3. NAME OF DECEASED First Middle Lost 4. DATE Manth Doy Yeor
{Type or print}
: Mathilda Hof fmann peath  Aug 1l 1958
5. SEX 6. COLOR OR RACE T'MARRIEDD MEVER MARRIEDD 8. DATE OF BIRTH 9. AGE (in years F UNDER ) YEAR] IF UNDER 24 HRS.
logt birthday) [ Menthe | Days Hours Min,
female /| white wioowen[x 5 oivorceo[)| Mar 12 1876 82 |
10e. USUAL OCCUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even if retired) INDUSTRY
1 housework oWwn home St. Louis Co., Mo, O TUeSeAe
; 132, FATHER'™S HAME 13b. MOTHER'S MAIDEN NAME 14 NAME OF HUSBAND OR WIFE
Geo. Bayer Anna Preiss Wm. Hoffmann
w
3 —I N 15 WAS DECBAS R IN U, 5. ARM| FORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANT
]
. a (I’u,ﬁ or unkne. %u give wof or kites of service) no Otto Baueru 7531 FOquﬁhe Clayton MO.
(=]
P a 18. C F DEATH or chly one cause pcr line for {a}, (b}, and (c).) /) » . INTERVAL BETWEEN
3 w \\ S CAYSED BY £’ * | ONSELANPDEATH
; :’_" %ﬂUSE(U) ‘Il" — W s el e, el e VB » -~ W,
a \ arTes ] ’
& +buE TO (1) SE ~ — L P ALl -
£ W S /
z 4 » —
2 last DUE TO (c) - A T LA A M

All diseases in Port | must be causally related.

USE ONLY BLACK INK O

d. HTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not r-luiud ta the terminal dlueu cendition given in PART ) {a}

19. WAS AUTOPSY

k. ACCIDENT SUICIDE HOMICIDE

PERFORMED?
Ve

20b, DESCRIBE HOW INJURY OCCURRED. (Enter notura of injury in PART f or PART |l of item 18.)

MEDICAL CERTIFICATIO

P

o
"4

o O G4 Y 43X
Ae. TIME OF Hour Month, Doy, Year
INIURY

-

204. INJURY OCCURRED

20e. PLACE OF INJURY (e.g., inor about home,

WHILE AT

. farm, .ctory, street, office bldyg., etc.)

WORK

I:I NOT WHILE D

201 CITY, TOWN, OR LOCATION

COUNTY

STATE

el

21. | ottended the deceosed from

Deoth occurred at

d last saw hl el glive on
te stated‘above; and to the best of my knowledge, ® couses stated.

22a. SI RE
t

23o. BURIAL, CREMATION,

Bur:liv AI]fSpoclfy)

23b. DATE

8-16-58

72b. ADDRESS 17c, DATE SIGNED
3d. LOCATID‘iCIn-, Hown, of mm,-)

g..lf -
Manchester

23c. NAME OF CEMETERY OR CREMATORY

Trinity Cemetery

24. FUNERAL DIRECTOR

ADDRESS
Schrader Funeral Home Ballwin Mo

25. DATE RECD. BI LOCAL REG.

{State)
?ISTRAH S SIGNATURz

{Licensed Embalmer’s Stotement on Reverse Sids)
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STATEMENT BY LICENSED EMBALMER

~

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

by me, OF BY Lt e e e s e s e e . Student Embalmer No. ...........c.cc.eet

working under my personal supervision.

Signature of Student Embalmer

Licensed Embalm

1] ae ' - : . N
P. 0. Address /. S ol Lsstran

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (FaiI{r‘e
to comply with the above constitules 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.

1



