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THE DIVISION OF HEALTH OF MISSOURI 59—-007902
STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER

gistration Districy No, 3/ 7 Primary Registration District No. j¢'¢ Rng_istmr'lﬂ_ﬂ-,._-_ﬂ.?____-

A0
|
¥

ooy
hddnd 2. USUAL RESIDENCE (Where decoosed lived. [f institution: Rcldigqncg b)cfﬂu
. COUNIY St. Louis o STATE Mjggouri > COWTY gt £OL% ya
|57 - Pl - - — : e
o b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY inside Litits
OR : Yos [ o (3 OR Y 6 g Yes5d No [
TowN  Kirkwood Tom_ Kirkwood U
c. FgL,L. NAMEOOF (If NOT in hospital, give location} | Length of stay in 1b d iBRD%EEES {If cutside, give location) Reside on Farm
HOSPITAL OR
iNsTITUTION St . Joseph Hospit 12 hours 612_Cleyeland Ave. | Yer[ NoGd
3. NAME OF DECEASED First Middle Last 4. DATE Month Doy Year
{Type or print} 0P
PETER WOLF DEATH TFeb, 25, 1959
5. SEX 6. COLOR OR RACE| 7. . 8. DATE OF BIRTH 9. AGE {In ysors BF UNDER | YEAR| IF UNDER 24 HRS.
Liaj-a ( Tv)-h = t MARRIEDDNEVER MARRIEDE last bir!:;;:y) Months ] Daya urs Min.
2 ‘Thite wiboweD [ ] ovorces[1]  Feb, 2), 1959 15
100. USUAL OCCUPATION {Give kind of work dons | 10b. KIND OF BUSINESS OR 11- BIRTHPLACE {City and state or country) 12. CITIZEN OF WHAT COUNTRY?
during Nb' of working life, even if retirad) INDUSTRY . o
ne —_—— Kirkwood, Mo, 1ISA
13o. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAMD OR WIFE
John Tolf Nancy Multack [ Single
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.{ 17. INFORMANT Address
(Yas, mpr oy unknawn)| (1F . give war or dates of service) .
T ke 4 e aive R None John Wolf, 612 Claveland Avs,, Kirkwood, Mo,

18. CAUSE OF DEATH (Enter only one cause pgaline for {a), (b}, and
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

) Les=S7 & |
whreh gove s e | CUETO O z ! / ; i
abovs B"“" {o}, } - W 2 - 2?"';? M
stating the under-
lying cavse lost. DUE TO (e) m

)-)

INTERVAL BETWEEN
ONSET AND DEATH

USE ONLY BLACK INK OR RIBBON TYPEWRITE |F POSSIBLE

z
E PART Il. OTHER SIGRIFICANT CONDITIONS CONTRIBUTIRG TO DEATH but not ralcted t6 the terminal disesss condition glven in PART | (o) 19. WAS AUTOPSY
b PERFORMED? R
z 7615 YEs[] NO(] ¢
= | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART ) or PART i of item 18.)
uw
o 4 a O
S 20c. TIMEOF Hour Menth, Day, Year
o INJURY a.m.
x p-m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inorchout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, .ctory, streat, office bidg., etc.)
WORK AT WORK

21. | attended the deceased from - -y . te A- L -, and lost saw ;:":n aliveon __ 2 - 2;’(7
Death occurred at . m on the dote stated gbove; and to the best of my knowledge, from the couses stated.
. gres or title) / 22b. ADDRESS i 72c. DATE SIGNE
D ¢ |1 332 S. Mol LS | 225757

7b. D, 23c. NAME OF CEMETERY OR CREMATORY 23, LOCATION (City, fown, sr county} (Steta)

2/26/59 St. Peter Cometery Kirkwood, lb.

1
AL DI_RECTOR ADDRES: i 25 DATE RVECD. BY LOCAL REG. REGISTRAR‘E SIGNATURE
/%?{'g‘cfo/&/m/ 2 -285-57 %ﬁm%%ﬁ

\ %.n..a Embafmer’s Stctement on Revarse Side)

All diseases in Port | must be causally related.




STATEMENT BY LICENSED EMBALMER

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

DY M, OF DY ittt r e s e e r e s e e n e en s r e e raen e rgn i ens , Student Embalmer No. .........ccovvvenee

working under my personal supervision.

Student ..o
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR]TING (Failure
to comply with the above constituies 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,




