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" THE DIVISION OF HEALTH OF MISSOYR] 4

29-015128

PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o)

Conditions, if any, DUE TO (b)

18. CAUSE OF DEATH (Enter only one cause per line

Lo

{g). (b}, and (c}.}

Eu/_uu/&-:t—«

Ith, g _
pliore .. ... R STANDARD (ERT'F'(A“ OF DE‘A‘H : : CTATE FILE 52457
lic * zM
bvice egistration District Nc._ Pﬁma‘ry Rgg_isfmﬁon District Now o Roglstr&‘i ___________________
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whero deceased lived. If institution: Ruég)u‘\;(b,ofora
. COUNTY . STATE b. COUNTY sion
° ¢ © " Missourdi
b7 b. C(IJTRY (Ff outside comporate limits, give TOWNSHIP only) | taside Limits < chY Inside Limits
9 oM St. Touls Yes ] No[] tom  St. Louls Yeslg] No[]
Hg c. f{gké-l‘PAM%OF (If NOT in hospital, give location) | Length of stay in 1b d. S'B%I'Eé'lgs (I sutside, give location) Reside on Form
AL A
/ _instution 5335 Conde Street 5325 Conde Street | Yel n0J
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Y aar
{Type or print) . or
TEERESA ADAMS HOFMANN DEATH  March 8, 1959
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH n years B UNDER 7 YEAR] (F UNDER 24 HRS.
MARRIEDL ] NEVER MaRRIED ] 5 APE%H;‘:“) Funoeaive ] P I L
Female /| White mooweo(F A _oworceo[1| May 17, 188§ | | “
10a. USUAL OCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond srate or country) 12. CITIZEN OF WHAT COUNTRY?
during most af working lite, sven if retized) INDUSTRY o .
At home one St, Louis, Missouri U.S.A.
13a. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Andrew Hader Barbara Mueller widowed
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yes, no, or unknawn)| {[f yes, give war or dotes of service}
a ane None B Conde St,

INTERVAL BETWEEN
ONSET.AND DEATH
* . A

which gove rise fo
obove cowvss {a},
stating the under-

i

DUE TO {q) ‘L‘W R’W

2;‘.@«4—4
/D ot~

z Iylng cause last,
_,9_ PART I, OTHER SIGNIFICANT COMDITIONS CONTRIBUTING TO DEATH bur not raloted to the terminal disecss condition given in PART | {a) 19. WAS AUTOPSY A
= PERFORMED?
& ff of X, vEs[] No (B
£{ 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
w
; O O a
Ul 0c. TIME OF ,Hour -Monih, Doy, Year
a INJURY g,
£ p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor cbout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHiLE ATD NOT WHILE D farm, factory, street, offlcc bldg., ete.)
AT WORK

21. | attended the &

. To ”_M /?'/ﬂ'f and last

Death occurred at

od from jm /f‘\(o
“a:10 P M, :

Saw J2T alive on Zost 7-15T 9

m on the date stated above; and to the best of my knowledge, from the couses stated.

2. SIGNATURE g . i {Degres or title) = . X | 22b. ADD j; . g Eslcnsn
b, L4 r . "f '
M & O. Xy B«olm & jausy W /o /5 ?
23 BURIAL, CREMATION, | 238, DATE 23 NAME OF CEMETERY OR CREMATORY 234, LOCATION (Gity, town, o eaunty) (State) !

REMOVAL (Spacify)

Burial

2=11-59 C

alv_arv Cemetery

St

Louis Missourd

24. FUNERAL DIRECTOR ADDRESS

Stock Mortuary 2117 F.

25, DATE RECD BY LOCAL REG.

MAR10 59

Grand Bl|

ZL/REGIST AR'SB NATURE

e
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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

DY M, O DY ettt eieee et e ee e e s e et b et ta e raar sy e s s seee ., Student Embalmer No. ...................

working under my personal supervision.

SEUAENE veervererereerseeeeessss e soeese e sees e eereneeees Signed...... Wﬂm

Signature of Student Embalmer

Licensed Embalme /.?: 7 7
. : /
N - P. O. Address . 7l .. AN ...
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 egnlz_inlmed, fact should be so stated above.
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