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

\D‘Q

MIEE JUN 25 1841 17031

DEPARTMENT OF COMMERCE MISSOURI STATE BOARD OF HEALTH

BUREAY or T Casvs STANDARD CERTIFICATE OF DEATH State File No
Registration District No.ﬂ.m___7“__9__]-_ Primary Registration District Nu...__.._.__.]._(-_)_Q..'g ‘ Registrar's Na_...4:54ﬂ9

1. PLACE OF DEATH: ’ 1. USUAL RESIDENCE OF DECEASED:

(2) County. ToTmmTe—— Mi
: ssouri e a7y
5 City or town St * Lou]_ 8 (a) State (&) County. d
(if autaide clty or town limits, write “RURAL" and neme of township)
() Name of hospital or institution: (¢) City or town St - Louis - / 0 /7
a St. Louis Ave./ {{f outsids city or town limits, write “RURAL"} /f;’
{If not jn hospital or jnatilution, write street number or location) 38118. g N .
(d) Length of stay: In hospital ar institution (d) Street No S% Louis Ave.
a8 Y (Specify whether {1 rurel, give location)
In this community. ears. . ————— ————. C)
years, montha or days) {¢) If foreign born, how long in U. 8. A.?. years.
. MED! L RTIFICATION
3. {o) PRINT Mrg, Sarah Schnaare EpreAl C® A
FULLNAME May 27
20, DATE OF DEATH: Month day.
3. (&) If veteran, ——— 3. i? Social Security vear 194% houro-® —— minute. 05 B, M.
name war. o

21. I hereby certify that I attended the deceased from

5. Color or 6. (¢) Single, widowed, married, m 29-"“' 19, f/ Yy, VIR ) ?‘ﬂ 19#/

Female ]
4, Sex..liin l ....... ra ca..Whj;t_e__ dlvarmd_m_jzgg..!. that I last saw h247 _ alive on i, LD 19444
6. (5) Name of husband or wife_. 6. (c) Age band or wife if || and that death occurred on the date and hour lated above.
) o % gu Duration
Mr. Henry Schnaare alivest O o years|] Immediate ca ? / death
: Sept 24, 1868
7. Birth date of deceased *
ate o "~ (oot e (Yous) 12T //Mwm\-m LS~ Apraras
[4
8. AGE: Years Months Days {f less than one day Due ton,
72 8 | 3 | 7 _ W 4
hr. min Due to A,'___/?}y- / ? 10 .
. BMhmmw,,?i,g.l;leo s 7/ Xenaas ‘ .
{City, town, or county) ~ A (State or forcian country) T !
. Other conditiona :
10. Usnal ocx tion at Homs - ’ (I::rlud- pregnency within 3 months of death) ..' : i
11. Induatry or bisiness. A't M HOIDB P - PHYSICIAN
2 { 12 Name..... Fashington Embley.. ... M nerations YA ‘? R
’ . - eﬁ‘d'tr!ine
: 13. Birthplace /ww_.SMIChl m [ i} #7) the cause to
14, Maiden name., gﬂ_&tﬁyﬂi Grtee £ of autapsy.._____'_—'_—Lf 'gj 'l"" £ : ’chargh.ouég g{e
— G S ata-
E{ —7 Wichigan N charjeda!
15. Birthplace (State or forsizn country) || 22 If death was due to exterial causes Inth)fnpcﬁng
16/{a) Informant . ’ (o) Accident, suicide, or homicide {»

o Louia Ava, . (3) Date of occurrence

38 /
n% Burial . .. @) Date thuen!M (&) Where did injury ocrur? e Teppy—

) (Barial, cremation, o w"% (H‘“_‘ {Day) (Year) (&) Did Injury occur In or abont home, o farm, In indus plao)e in pub{n: place?
A‘) Place: bttrial of crematd

18. (o) Signature of funeral director_30id Funst

(Sm!r‘ (tv)v-a!vhe-) . )
¢
® Addrm..........:.;:.g...ss St i va, /
19. (@) pAAN--2- 5
(C) Mhﬂlm% ) Registrar’s slgnators)

While at work?.

eans of injury.._._._._ -

(Liconsed Embalmer’s Statement on Reverse Side} 7




L STATEMENT BY LICENSED EMBALMER

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

. Registered Apprentice No. ()

" working under my personal supervision. ] .

Signed

g "
' Licensed Embalmer No....>7... ﬁ 7 . peene

' ‘ P. 0. Address / f ________ /
Notel The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fﬂllure to comply with

the above constitutes grounds for revocatmn of hcense.) ) . .
If this body is not embalmed, fact shm:l.ld be so stated above.




