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All diseases in Port | must ba causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

F".ED 0 CT 2 3 -19589|s!ruhon Dnsmcf No

27 THE DiVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

_18_Primary Rogistmriol} District N°1'003 __________ Registrar's Nn.,_g

STATE FILE NOMBER

Sratl

-

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where doceased lived. [f institution: Residence efore
a. COUNTY o. STATE HO b. COUNTY admisyion) ,
% -
b. CITY {If outside corporate limits, give TOWNSHIP only) Inside Limits c. ClTRY : fnside Limits
o]
WN ST LOUIS Yes G’N°D TOWN ST LOUIS Yes[ ] No[]
c. FgLFl’_l NAME EF (If NOT in hospital, give location) | Length of stay in 1b d. STREET 9 {1 ulslde glve location) Reside on Farm
é;{s%”-rlﬁhoi ALEIIAN B.ROS. wK. 1/? ADDRESS 714‘ EY Yes [] Mo []
[ Lr
3. FTAME OF DE;:EASED First I Middle Lost 4. DATE Manth Day Y aar
ype or print oF
Lovrs C HorFMANN oearn OcT, 14, 19568
5. SEX 6. COLOR OR RACE| 7. Qr_-l 8. DATE OF BIRTH 9. AGE F UNDER 1 YEAR| IF UNDER 24 HRS.
MARRIE NEVER MARRIED[] . {In yaars
1 Month [»] Hi Min.
MALE 4 WHITE wioowen{ ] j oivorceo ] Avec. 25, 1903 ' HGE | Months | Pors oo ’ in

10a. USUAL CCCUPATION (Give kind of work dona

du:ingBodfﬂ,' ?ZiEHO. sven if retired)

10b. KIND OF BUSINESS OR

ANEEBsEr Buscw St Lours Mo. o

11. BIRTHPLACE (City and state or country}

12. CITIZEN OF WHAT COUNTRY?

130. FATHER'S NAME

13b, MOTHER'S MAIDEN NAME

14 NAME OF HUSBAND OR WIFE

Y3L” | 10/16/58 1

SS PETER & Pavul

T Louvrs Mo.

Lovrs HorrManN AnNna KLEINER ANNa HorPFMaNN
15. WAS DECEASED EVER IN U 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 7. INFORMANT ross,
(Yas, Wnkm‘m)| {If yos, give war or dates of service) ANNA HOFF'HA NN 71 4§ WHA LE Y
18. CAUSE OF DEATH {Enter only one cause per line for {a), (b}, and {c).} INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: % ONSE‘TJAND DEATH
IMMEDIATE CAUSE (a) W &n -d-ﬁ-j; z a/em .
Condltions, If ony, DUE TO (b}
which gave rise to } p=
above couae (a),
stating the under-
g lying cause last, DUE TO (<}
E PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the termingl dissase condition givan In PART 1 (a) 19. gAS ACL)ITOPSY
' : ' . ERF ED?
g ‘ YES[= MO}
2| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
x ;
o O [ O
S| 20c. TIME OF Haur Menth, Doy, Year
8 INJURY  q.m.
¥ p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor about heme,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATI:] NOT WHILE D farm, factory, street, office bldg., etc.)
WORK AT WORK
25 1 uneﬂdad_rhe deceased fmi Oc{‘.] / FJ’Y ., o o -/ “{/9‘[’?0"5 lost ’GW: alive on QC# 7 Y 4 F(F
Deu’!b_\oceurred at s Al m on the date steted above; ond to the best of my knowledge, from the cuuns stoted.
220. SIGNATURE {Dagres or titls) @ | 725 ADDRESS 22¢. DATE SIGNED
s f
O—M )44 .JJ :S_)—JB % /&' /ﬁ.}’{
230. BURfAL LrEmaTion, Ao, DATE /fac. NAME OF CEMETERY OR CREMATORY 23AVLB’CAT|0N (City, town, or county) {State)

24. FUNERAL DIRECTQR ADDRESS

J L ZrecENHEIN & Sowns 7027 GR

25. DATE RECD. BY LOCAL REG.

AVOIIT15'%8

chsiz's SIGNATURE i

{Licenzed Embalmesr’s Stotement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

DY ME, OF DY ooeiiierrierieiciiinieriee i s s a s s , Student Embalmer No. ............c....
A
working under my personal supervision. /
7 & (5
SEUAENL +eeinrreerneeiareacrassssseneesveaarneaeesanesanansss Signed .00 Mo ETANEEZTN AL
Signature of Student Embalmer .
Licensed Embal

P. O. Address- ./9( AR

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). oo : . )
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.

o
<

ot




