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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

( ey MAY 13 1943

DEPARTMENT QF COMMERCE
BiyREAU OF THE CENSUS

Registration Distriet No...jz_g...i..-....__

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
- Primary Registration District No.._. 1. m

State File No 1 2 a 6 4
Registrar’s No........ - _29_94

1. PLACE OF DEATH:
(a) County.

() City or town......... ............St..!__...mu

(I outside city or town limita, wnm ‘RURAL" and name of township)

(¢} Name of hg%‘“' °'K‘h£’ﬁgn¥ s Hos pttal 0

{If pot in hoapiln] or institulion, write street number or location)
(d) Length of stay: In hospital or institution

{Specify whather
In this community.

2. USUAL RESIDENCE OF DECEASED: ,;} 0 G
(a) State Mi 380U I‘i (8) County. ! ?
{c} Cityor town St! - LOu is ¢/(

(If outxide city or town limita, weita “RURAL")

(@ Street No... 9349 S, Grand Bl.

(I rural, give location)

0

{City, town, or county) (State or foreign uuunl.r,f

years, montha or days) {£) 1f foreign bom, how long in U. 8. A.? years.
MEDICAL CERTIFICATION
3 o PR . Elizabeth Schwind
. April 3
20. DATE OF DEATH: Month day.
3. () I veteran, 3. (c) Social Security 1941 12 T 40 A
name war. no No. no year ; hour. t £ oM.
21, hereby certify that I attended the deceased f rgm...
pome | itte |* S WEba A 2Nl ppitd B 05
4. Sex race divorced... that I last saw hfA_ aliveon.. 2.—- e 199/
6. () Name of husband or Wifew.....own 6. (¢} Age of husbazd or wife if and that death occurred on the datgind hﬂﬂr stated above. Duratin
Charles A. Schwind live . years|| 1mmediatg gause of deaths_4.._ _ Daration
7. Birth date of dedeased November 8,1868 ﬁllh EM [/MM_; ZW
(Month) (Day) .. % (Yean F W
% é A v
8. AGE: Years Months Days If less than one day Due to... 7% W ________
82 4 25 hr. min
Due to
5. BirplacePEKAD Illinois /

I /f‘}’l"WN"

Oth""""ﬁ"" o s oY sy
A

(mul?a

10. Usual cecupation atl home
11. Industry or business
E{ 12. Name JOhn Berlj..n
= Lia. mirenglace : ' : : Germa.mrl;!.
i 3 Stats or foreign country]
E 14, Maiden name. (ﬂmﬁﬁ’ el
s{ 15. Birthplace unknown Vi
= {City, town, or county) (Stata or foreign country)}
16. {a) .Iniormant....._R.e.m).qu.chwm‘i x
(8) Address... 3949 S. .Grand Bl,
17. {a) Burial (%) Date thﬂm,ApPil 7/41
{Burial, eremation, or remaval} j (Month) (Day) (Year)
? (¢) Place: burial or creimation New Stl * Mﬂ.l" Gus m.
18. (o) Signature of funeral director. wai Ck BPOS . Und- . CO
@ adaress 220TEBouth
19. (a)(D.u %I'_:%QM " (Regisirars signatare}

S o PHYSICIAN
Moy e, b JYY/
o 3 3
‘;—\ V" L \ NS Underline
A : the cause to
ﬂ \ \ \\ ‘p 'which death
Of antopsy. - ashould be
’ ‘ ' B harged ata-
J Z|tistically.
22, lf death was due to external causes, fill in the following: s
(a) Accidiint, sulcide, or homicide (specify) 7 _
() Datglof occurrence LR 2 U ﬁ 0
() MWnaf%id injury occur? //;f( = povea /7@(? . )
N T w tate
(4] ury oceur ineor nbo t home, on fa.rm in lndnstrLl place, in public place?
. B Z el A
b - {Specify typo of plaee) AL Este® T Fw A
“While at work?, of injury: %m: .....
| 23, Siznature“__...m.. - (M . or other) ..

A

Address [ #/»_

Date sumed_Zﬁ:_‘f/

{Licensed Embalmer’s $tntement on Reverse Side)




' i
7
N ' G e T
g Sk . ‘
- d g
\h\{ L N ; Lol
o~ . - .-
N o ’ B ESEEIE (SIS SVE NP
A SRR A AT SRR
( .
N
. bQ
~\ AN N ! L toant o8 ol
(é . .I. H A - - '
~ e = r
L - i w” FIN
) . ., . -~ . .
x ) “ : ) beLonp ma il S
. - -.\
. 3 o R A ML LTI
B 1\. t - L ' ‘ 3 - v, - -
* : - ks
. A) L *.
. ' T\ .o
. ur,“ . N . ,:
. H
Far. s T Nal .
e :
o STATEMENT BY LICENSED EMBALMER - :
I hereby certify that the body whose name is recorded on the reverse sxde of this certlﬁcate was embaimed by me, OF bYueeetcimraead]
- i R RLFLE :
» Registered:Apprentice Now..oooeeeeeeee.

- working under my personal supervision. R .

3722

S 0. Address.__...ﬂlg..‘.gllﬁhgﬂ_. uebte St

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER m hxs OWN HANDWRITING (leure to comply
the above constitutes grounds for revocation of I.lcense.) . "o~ .

If this body is not'embalmed, fact should be so stated above,
o




