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DEPARTMENT OF COMMERCE
BUREAY OF THE CENSUS

THE STATE BOARD OF HEALTH OF MISSOURI l 3 3 - E)

e DARD CE ATE tate File No
FILED MAY 2 1986 818$T,AN RTIFIC OF DEATH State Fil

Registration District Nowmoeoveor Prifary Kegistration District No.

..-.._...(..;.:"U % Registrer’s No............. 3. "?l;’ ......

1. PLACE OF DEATH:
{a) County

@ City or town____Sbe _LouisMo,

(If outside city or town limits, writs “AURAL" ond name of township)

{¢) Name of hospital or institytion:

St Louis City Hospital 0

(lr nn: in h-pll.nl or institution, write street n

(4) Length of stay: In hospital or institution ... 8. day,sﬁ.,.

In this community.

(Swdfy -hmur

yeard, monthe or days)

2. USUAL RESIDENCE OF DECEASED:

(a) State 0 (%) County. A AA

(¢} City or toWDeevvrnn.- 57‘ /‘OU/ <

{If outaide city or town limits, write RURAL’!';

@ Street Now.. 24 .01 M5 C 0 NS

{If rural, give location)

(¢) Citizen of foreign country? (Yes or No)

If yes, name country. - n

of ERIE HENRY SCHWAB

3. (b) If veteran,

name war. —?? 0

3. {¢) Social Security

No. 7?()

&J?M/%Q

5, Coleror, .

6, (a) Single, w1dow¢d. married,

divorcefdee ¢ 5[.0.':‘”‘{"‘

20. DATE OF DEATH: Month

MEDICAL CERTIFICATION
‘April v 22nd

da

yenr....._.._.lgu‘. ...... hour. 1:1 q minute. M,

=

21. I hereby certify that I attended the deceased from. April Mth

Immediate cause of death

1. B dko April 22nd 19-._’414

that I lastsawh imllive on APril 22116. ull-

and that death occurred on the date and hour stated zbove.

Duraiion

4,
6. (¥) Name of husband or wife.. 6. (¢) Age of husband or wife if
alive e rsre e YEQTE
7. Birth date of deceased )4(—/? @ _LEe
{Month) (D-y) {Year)
8. AGE: Years Months Days If less than one day
—

7 ? 7 / J hr. min.

9. Birthplzce 'I! Lpuls . 222a. €2

10. Usual eccupation.... :3—':—-“;{“2 Oj‘ f / LY. ﬁ?l‘;‘iﬂz

1. Industry orb

% v P
Due to.... -
f""’T
Due to..ueeeeeees
t
Other conditions..._.......... WY ST 7 ) S &7

(Include pregnancy within 3 montha of death) é [ 2

PHYSICIAN

12. Name Iﬂ /7\71
{ 13. Birthplace . _....7=

14. Maiden namc..‘.‘(
{15. Birthplace.........

MOTHER FATHER =

Se b .
i

16. {e) In.form-'mL

(6) Addpass “ A 3 37 %LL)‘! arc S'/

MY SR
(b) Date

17. (2) /3&7‘( g L

urial, cremation, or removal)

(c) Place hurial or cretration 5‘:5‘ Z

18. (o) ‘Signatire of uneral director.. FF

(6} Address 2 }?). &

S.dy

{Dale roccive 1

-ev?‘«e

ghé}mf 9{ 42-‘1/"‘/1‘/

{Mont| (Doy)

F._v.‘_. ay.dl

dstrur s signatare)

Major findings:

Of operations........ : — . :

1
Underline
P d the cause to

Shonid be
~ Of autopay............ P o shou e
' . charged sta-

CO . ! tistically.

(@) Accident, suicide, or homicide (specify)

{¢) Where did injury occur?.

22. If death was due to external causes, fill in the following:

(1) Date of occurrence

{City or lmrn) {County) {State}
(&) Did injury occur in or about home, on farm, in industrial place, in public place?

typa of place) . e
ng of Imuw SR SR —.

N !M' D or, or.her)m._’..p
3 1s
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{Licensed Embalmer’s Statement on Keverse Side)
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workmg under my personal supervxsnon .

P .t L

Lo

, . B Llcensed Emba]merNo 33,6 7 S— =

a R S POAddresség ______ .Zf,a/

Note: The above MUST BE SIGNED BY THE I..ICF.NSED EMBALMER in his OWN HAN DWRITING (F u.re to comply with

@ the‘above constitutes gmunds for re‘ocahon of license.)
« ¢

If, t]us body is not emhalmed fact should be so stated above, :



