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9323

State File No

Registrar’s No

Primary Regi;tmi;ion Distﬁct;No._._.._._.___]_.QO 3

1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED; ﬂaﬂ
((t;; :::t;:mty ” SETTouis (@) State Missouri . () County //7 {
yor wn(lfom.ndo nt)‘whwn Limits, write "RURAL" and nams of township) (&) City or town b t’ Louls C-‘-?
{¢) Name of hospital or institution: oulsids city or town limita, write “RURAL™)
1550 short, St., & swemt 10, 1530 _ShOTT 6%
(If pot in hewpita) or institation, write sireet nitmber or localion) ("mal. cive ooatian)
{d) Length of stay: In hospital or Institution v (&) Citlzen of forel v o No)
- peci{y whather £, 1 n o1 toreign country. €8 or NO,
1n this community.. .. 70 years d
yeers, months or days) If yes, name country.
%:U{_"ﬂ PRINT Jacob SChIlEider ) MEDICAL CERTIFECATION
NAME 30. DATE O TH: Month, October day 20th.,
3. () If veteran, 3. (¢) Social Securlty ) T&a TTTTTEY 00T 'y
none minute. hol M.
name war. No, none o
21. 1 hereby certlfy that I attended the d e dfrom 1 1=13-4%
5. Color y AR Stoge, widowed, married, o ed0=-80-43 19
4. Sex 1 Ciam Cdlvorced. .....‘......é_]?e that I last saw bt _alive on 10-20-43 e 10
6. (b) Name of husband or wife.._....—..c...... 6. (¢) Age of husband or wife if || and that death occurred on the date and hour stated above, Duration
Corneeremerrerareseser years || immediate cause of death I
1 Bivth dave of dovmseg. AGL CHL a3 Gerebral hemorrhage 1, 1 da.
(Moath) (Day) (Year) . fM
8. AGE: . Years Months Daya H leas than one'day Duye to ( A
f:J§
7 0 I T 7 x 6 hr- ol Due to / ff::‘/
o Bibplace.... ST e LOULS Mo. &/ ¢
{City, town, or county) (State or foreign conntry) -
7 re Fi . wons_ AT Leriosclerosis dontt kno
10. Usual oecupation Furniture Finisher c:::;ﬁm, within 3 moutbs of death) e —————
11. Industry or b Unemployed S P PHYSICIAN
E 12 Name._ 9&COD Schneider &f || Meist Sndiness —
ey 7
£ sa. Batiace ey iccte
g 4. Mald (&lmyhﬁu@“ (31ats or foreign country) Of autopsy aho uldsge
. en name ) ol
S Ge rmany # - tistically.
g 15. Blrthplace T —— e mm——_r 22. If death was due to external causes, fill in the following:
16, (a) nformant gergge Mlns terman (¢) Accident, sulcide, or homicide (specify)
) lded I\I . 17 th - bt - (¥} Date of nccurrence
7. @ éurial ®) Date thereof. 10-2(;;7) -4‘0 : (c) Where did injury occur? e o
(Burial, cremation, o7 romerval) {Month) (Day) (Year (d) Did Injury occur in or about home, on farm, In industrial b pla.ce in pubhc plaoe?
L] y b
© Place: burial or cremation New Pickers Cemeter) -
18. {o) Signature ﬂﬁpﬂﬁﬂ dir ﬁt y b Leldner U 2 bo " Whil .t ? N mr! ?T’ ‘1’:1’:;)01 Injury.. a
N b ul e ¢ ai .:.‘ —— e e € j SRR S S UVP—
® Addr) T Lo ?s: AVe. o . , LQ
: ) . | 24 LY ot R
¥ @ ruaeiwdloulreziﬂnr)da 77 {Registrar's siguatere) Address.... 1508 St 1845 .

T

(Licensed Embalmer's Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER' - SRt

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

e e semenssnsneninecins s esssmeonnnocnny. FoEGISEETEd Apprentice No. fois

Signed....... /44 @’M/ '
Ltcensed Embalmer No. Z@ 7 }é

lP 0. Address. .2-32.3 M-— /&6-

[4
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. re to comply with

the above constitutes grounds for revocation of license.)

working under my personal supervision,

If this body is not embalmed, fact should be 5o stated above,




