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All diseases in Part | must be cousally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIYVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.

IF”_EU FEB 1 0 MMIrnnon District No.

59003079

STATE FILE NUMBER

Regisrra E"‘"S‘Iﬂ“i'“ _____

{Yes, nh.or unlmawn)l(l! yas,give war or dotes of service)
o None

None

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institution: Residence béfore
a. COUNTY o. STATE Migsouri b. COUNTY admi ss(
_57 b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CIOTY Inside Limits
R
- Tow Saint Louis YesX ] Mo [ TOWN Saint Louis Yes(X Ne [
'Q L c. }l:gL‘L_ NAM%OF {1 NOT in hospital, give locotion} | Length of stay in 1b :z/od STREEES {If autside, give location) Reside on Farm
SPITAL OR DDRE ;
¢ NsTITUTION Do Paul Hospital Life ;A 3235 Barrett St., 7, | Yes[O e
3. NAME OF DECEASED First Middle Lost 4. DATE Month Day Y ear
{Type er print} OF
VTALTER H. HOFFMEISTER pEaTH January 22, 1959
5. SEX 6. COLOR CR RACE 7'MARR|ED|:] NEVER Mmmwm 8. DATE OF BIRTH 0, AGE i';'!.ﬁi:;? |;::|TI|‘:’ER;::AR |;£:osn 2;:»25.
i Male | White woowen[] ¢ oivosceo]| Dec. 8, 1885 8 |
2 100. USUAL OCCUPATION {Give kind of work dona | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country) 12. CITIZEMN OF WHAT COUNTRY?
K dur{!q most of working life, sven if retired) |N£USTRY o USA
1 Musgiclan sic St. Louis, Missouri
E 130. FATHER'S NAME 13b. MOTHER'S MAIGEN NAME 14. NAME QF HUSBAND OR WIFE
3
g William Hoffmeigter Louige Poshler ikt
3 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY No.| 17, INFORMANT Address

frs. Ramona Troyer, 3235 Barrett St., 7,

18. CAUSE OF DEATH (Enter only ane couse p
PART |. DEATH WaS CAUSED BY,

IMMEDIATE CAUSE

i

Conditions, if any,
which gove rise 10
above cause {a),
stating the wnder-

DUE TO (b)

ine for {a}, {b),

and {¢).)

ALX LA

ON.

INTERVAL BETWEEN
T AND DEATH

f?@&{..o;‘y_/

/

z lying cause last DUE TO (c) ‘ y
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTIMG TO DEATH but not reloted to the terminal dissase condition givan in PART | {a) 19. WAS AUTOPSY

= PERFORMED? 2
w YES[T] NO

B 200. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Emar naturs of injury in PART Jeor PART [l of item 1B.}

w

(&)

S | a Lece N ,Qi el

vl 0. EHME OF Howr Month, Day, Year

a RY a.m,

| I A 71 /2, /qgé'f o

20d. INJURY DCCURRED
WHILE ATD NOT WHILE 0O
WORK AT WORK

e’ PLACE OF

RY (e.g., inor cbout heme,

form, fac trpet, office kldg., etc.)
105

20t CITY, TO&A)R y . COUNT STATE
Rl Al -4

alive on

2, eceased from
Dy ofcurred at

p a’o’

and last saw 11

™bn the date stated above; and to the besi ofw knowladge, from the causes statgd.

.Zy_g

sy C&’M’//

i

& %

1/26/59

23c. NAME Of CEMETERY OR CREMATORY
Beth. Cemotery

23d. LOCATION (Ciry, lown, " county)

St. Louis County, I-I;)s

{ (Srar-)
ouri

g
23b. DATE
ADVIN

Lﬁ'“‘i“"‘bwz 4828 Mafural Bri/dgo Bl

Li

25 DATE RECD, BY LOCAL REG.

f " JAN 2659

26, RAR'S SIGNATURE

t an Reverss Side)




STATEMENT BY LICENSED EMBALMER

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

Licensed Embalm Ncbsl/?,«é
p. 0. pitressd 7 i D

[] 1 e L= 1 U NP Signed
Signature of Student Embalmer

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 embalmed, fact should be so stated above.




