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, Welfore
Publie
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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be cousally related.

\JﬁLEn SEP 29 155

Raglstrnhon District Na. .

THE DIVISION OF HEALTH OF MiSSOURI

STANDARD CERTIFICATE OF DEATH

....Primary Regulruhon Dulncf No. .

28-035100

STATE FILE NUMBER

Ry ra

Regunur s Na. Na... 23,.{31?/

A7

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived.

If institution: Residence baforé

a. COUNTY a. STATE b. COUNTY admi ssien
St, Lounis . S [ois
b. CITY (If outside corporate limits, give TOWNSHIP only) tnside Limits c. CIOTRY %0 0 Q, lnsideLimits
TOWN mﬂL/A/g Yes (U] No [X] TOWN S’T L_O(A-fs @0 M..N.f.\/ Yes[ ] No [

c. FULL NAME OF in ital, give location) | Length of stoy in 1b d. STREET (If outside, give location) Reside on F
HOSPITAL OF HALLe Feérry ADDRESS =i
INSTITUTION 4 7 _days 9705 Viclde Fl. ol Nolgk

3. NAME OF DECEASED First Middle Last 4. DATE Maonth Day Yeor
{Type or print} orF
ESTELLE Je KNOEPFLER DEATH  Sept. 10 1958
5. SEX 6. COLOR OR RACE| 7. MARRIED vER MARRIED] ] 8. DATE OF BIRTH 9. A|GE. (b.i,.';;.,; ::f".‘,?,“[’;:f“ I::::DER 2:“1:;}5.
e ! | white wooweo[J oworceo(| Jan, 17, 1885 i s N [ ™

100, USUAL OCCUPATION (Give kind of wark done
during moxt of.working lifa, sven if ratired)

10b. K

IND OF BLISINESS OR

INDUSTRY
home

St. Louis

11. BIRTHPLACE (City and stote or country)

¢

Mo,

12. CITIZEN OF WHAT COUNTRY?

UuaSe A,

13a. FATHER'S NAME

John Finkelday

13b. MOTHER'S MAIDEN NAME

Josephine Molitor

t

14. NAME OF HUSBAND OR WIFE

Fred R. Knoepfler

15. WAS DECEASED EVER IN U, 5. ARMED FORCES$?

16. SOCIAL SECURITY NO.

17. INFORMANT

Address

Yas, no, or unknawn}] (If + give war or dates of service : L]
fon e R (e re o deen e | 1488 05 8134b|  Fred R. Knoepfler 9705 Vickie Fl.
18. CAUSE OF DEATH (Enter only one cause per lina for (a), (b}, and ().} INTERYAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (a) oney ¢5T i ve He.e\_—ﬂ" FD: {u Yoo Y Y
L ¥
Conditions, if any, . DUE TO (b) (‘1 ey exalt T f Bylerio ‘Sdamys £y 6—\.‘ L
which gava to -~ M . el
above Beuun’l "(u). } /
atating the under- ‘5 5 IX
g lying cawse last. DUE T0 (c)
P PART If. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH hut not retated 16 the terminal disease condition given in PART | (a) 19. WAS AUTOPSY
3 { PERFORMED? &
2 Chgles o, LT, e 45  Ceyedroyasculay- YES[] NO[]
% [20a. ACCIDENT SUICIDE HOM!dIbE {/20b. DESCRIBE HOWINJURY OCCURRED. (Enter nature of injury in PAwlc(fAWn n}i.m 18.)
w
v [ O O
3 20c. TIMEOF Hour Month, Day, Yeur
3 INJURY  g.m.
E p.tn. -
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, .ctory, street, office bidg., etc.)
WORK AT WORK
21, 1 attended the deceased from / ?53 ,to q— 0~ / ?57 and last suv::: alive on q /- Q-VP
Death og;u,qed at Frzn P. m on the date stated above; and to the best of my knowledge, from the causes stated.
22a. SIGN TURj (Dagrea or title) 22b. ADDRESS 22c. QATE SIGNED
° /
& et Sty i 52 0 Chanvons Rl | Wiy
23a. BURIAL, CREMA .| 25  pate 9 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) (State)
REMOY AL (Spedi ) .
burs. 9/13/58 Lakewood Park Cemetery St. Louis County Mo.
24, FUNERAL DIREETOR ADDRESS 25, DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE
Buchholz lortuary 5967 W. Florissant G- )2~5F m @ M M. (Q,f

{Licensed Embalmer’s Statement on Reverss Side}
— PR




STATEMENT BY LICENSED EMBALMER —

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

T T T O < PPN , Student Embalmer No. ...................

working under my personal supervision.

Student oo
Signature of Student Embalmer

Licensed Embalmer No 4'9/00 .....
P. 0. Address?é‘!.u/d ‘W/.y.aa 2
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embaimed, fact should be so stated above.

*




