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N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS ghould state
CAUSE OF DEATH In plain terms, so that it may be properly classified. Exact statement of QOCCUPATION is very Important,
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DEPARTMENT OF COMMERCE

JRN 2680

Registration Distrlet NOweoeoe .

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registrat!

District No.

sarueno_ 21144
Regigtrar's No__j_(mﬁz_.

1. PLACE OF DEATH:
(a) County.

2

ot

Louls

(%) City or town
(¢) Namo of hospitnl or institution:

316 Geyver

(It outsida city of town limits. writs “RURAL" and nema of township)

Ave.,

{If not in bospital or [nstitution, write street number or location)
(d) Length of stay: In hospital or {nstitution

2. USUAL RESIDENCE OF DECEASED: /
(a) State 18 souri (b) County.

zZ3

St._Louis
{If outalde city or town Yimits, write “RURAL""}

316 Geyer Ave.

{¢) City or town

(d) Street No.

(Specify whether {11 rural, give kocation)
In this community.
yoars, months or days) (e} If foreign born, how long In U. 8. A.Y. yoars.,
MEDICAL CERTIFICATION .
3. 40 PRINT  John Dielschneider 1—1- 25 .
o) I vor 2 5 e 20. DATE OF DEATH: Month_NOV.. .. . dsy.. .29
N veteran, ¢) Social Se
n N ¥ ymr__l_g_L___hg our_.....,....g......... minute_ 45 D M,
BINB WA, 0,
21. I hereby certify that I attended the d d {rom 7
ol . cm{szzi " 8. (a) Single, “%‘}‘i“c'fo’i.‘?é”&‘“ Plaars 20 19374 Nppar 29  wdF
4. Sex_ I ale race e diverced.l.Z that I last szaw h aliveon 19 i

6. (b) Name of husband or wif 6. (¢) Age of husband or wife if || and that death occurred on the date and hour stated above. Duration

Ell Zabe th Dle lS Chne ider;“va____ years Immediate causa of death. -

7. Birth dsto of decessed._ A0S . 18,1859

{Month) {Day) (Yeur)
8. AGE: Years Months Days If less than one day
80 3 11 hr. i, ‘A
. M) Dua to.
0. Birchotare___ S . Louis Missourii ° ‘ 7~
" {Clty, town, or county {Brats or foreign cosotry) i ;}‘f’

10. Usual occupatien Retired B 1acksmi th ‘|| Gther eonditiona -

) il ~ (lmhdnwmyﬂlhhln:‘thnfd ————
11. Induostry or businem ,l\ /f PHYSICIAN
?E§ 12. Name__JONN Dielgchneider L || Melor tondizg: N —
& L 13. Birthplace Germany (» ;} the cause to

Clty, 81
E 1. Maiden name. UHENO i o (Stata ox forelen couziry) Ot autopsy :'l":"::'fi'::
rman :
= { 18. Birthplace (City, town, of te) g/ e o m};‘,m) 22. If d esth was due to external causes, fill In the following:
16. ¢a) Info 's own signature M W (a) Accldent, sulcide, or homicide (specify)
(t) Address 317 Le nhé.r'dt 'St.Louisg Couritq Dateo ccurrence

17. (G) BU.I‘i al (b) Date thereof. De C 3 193 9 (C) Where did IW occurl. ) “’) (Buu

{Barial, cremation, or removal) (Month) (D-:) (Yoar) (d) Did injury oecur in or about homa. on farmy in 1 Place, In ?

(¢) Flace: burial of cremation. S siia Pe tel" and .Paul C

18. (o} Signature of funera! director.

Und. G

Tleick Bros.

(Smu: type of pliace)

Whils at work?, ) Means o
28, mtmmﬂ— (M.D. womuw

addren_2002 Ao, Lroa et Ui, v’ '—'
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{Licensed Embalmer*s Statement on Revervo Side)
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STATEMENT BY LICENSED EMBAL;\IER

- El
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

- , Registered Apprentice No

S /a/ /M/\‘/f&

Ansed Embalmer No. 3722 .
P. 0. Address. 412 Duchouguetts St.

working under my personal supervision,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITII\G (Failure to comply wit
the above constitutes grounds for revocation of license.)

If this body is not embalmed, above space should be left blank.




