ok

M—3-43
. 5-17-30
> 1 XissN

~

. -’

-

r

s WRITE PLAINLY~-USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
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DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

MED JUN 30 1945

Registration District No.__ .

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

— ._.3 1 8 Primary Reg'lstmuon District No.

State File No j‘giM v

Registrar's Now......._. _@Rg

o m

1. PLACE OF DEATH:

(g) County

(b) City or town......
{1 nut.nde ch.vor I.mm ‘.l RAL” ama tow
{c) Name of hospital or [nstitution: u B G ﬁoamléa]

Max . C .-Starklof:t morial-—-----— A

{If not in haepita) or institotion, write streel number or location) U‘

{d) Length of stay: In hospital or institution.. ... ...,g@xﬁhﬁ,“..r..,..ﬂ..,.......
(Specily whether

In this community
years, months or days)

A(a)

2. USUAL RESIDENCE OF DECEASED:

Missourt . @ county {) 00
St. Louis i /

(It putside city or Lown limita, write "RURAL") {,

5537 Davidaon

{If rural, givo location)

No

State......

(¢} City or town

(d) Street Noo.......

(¢) Citizen of foreign country?. *d {Yes or No)

If yes, name country.

3. {o} PRINT -y et
Full NamE__ L1113ians .Schowe. .
3. () I veteran, 3. (¢) Social Security
name war. -N one No....ﬂ.on.e_ ................
l 5. Color or 6. (a) Singte, widowed, married,
4. %zFemale tl = t divoroed.....Wl@.gﬂ .....

6. (bé Name of husband oL LT
tephen Schowe

August 4, 1890 .

7. Birth dateof d d

"18. “(a)

19 (@ (B-m%d&ﬁmfﬂﬁ

{Month) (Day) (Year)
2. AGE: Years Months Days if less than one day
54 10 9 hr. rmin
9. Birtbptace..—.... FTKRAQME oo e Qe FR

{City, town, or county) (Sm.u ot l[oreign coanlry)

MEDICAL CERTIFICATION

13

20. DATE OF DEATH: Month  JUIG
ymr........l.gh\s_ ........... hour. .. leIL5
21. 1 hereby certify that T attended the deceased from....... VR, ........

w0 4B June. 13 ___ 1. hs
that I last saw h@X___ alive on. June 1_"1 . 19.11\5'.

and that death occurred on the date and hour stated above,
Duration

lmmedlate cause of death 7

209 OV P D o
WM—Q— CS’L&A ..... o /

Due to.. @M

Ducrto....mﬂ.M... 0ot oy I SR ¢ i

. . ot LK 1[| Other conditions................. Y ). S -
10. Usual oceupation home Ve, T tectorioid || “Uinctode pegnansy mivia s Ty dealh} /\
11. Industry or business AT 4 hd PHYSICIAN
B . . or findinga: R
g 12. Name_ BEIRArd. Bus! terq_,,,.;..',‘.'..:.; LM i) -Of operations.. - I Underlin
s, nderline
=\ 13. Birthplace Unknown. v Mo. [ L ’ :’ﬁfﬁﬁ’;ﬁ:
{CiLy, town, or cow P * (Siata or loreign conntey) Of auto :\;n AL O should be
14, Maiden name. mﬁﬁ]_ﬂ.’lown 7 autopsy . egsta-
. E M tistically,
15, Birthplace ; Cu?ﬁggnm T mg;‘"?l:n m“;“'r” 22, If death was due to external causes, fill in the following:
6. (@) Thformmat. ~ Mrs Viola Miller. o1 || (@ Accident, suicide, or homicide (specify)
(%) Address.: 5537 Davi SOD. AV& (6) Date of occurrence
17 ‘(a) Buri al o (b) Date thermf 6/1&/&5___. - {e) Where did injury occur? {City or town) (County)

(Bnrul, eremation, or removal) (Mcnlh) {Day) {(Ycar)

_(.:) Place burial or cremation..._. Fri Edens Cemetery_ -
Signature of funeral directormath Herm.ann & SOH_‘

(b) Addresa_.

Mradress.. LBL5 I.afg,vatte Avgme

(4} Did injury occur in or about home, on farm, in industrial place, in pubhc plaoe?

- g

L. i (Specily tw- of place)
\Vlule at wurL’ M

gany of i
RS el L 1
jﬁ“jz ﬂd D L1, S

23 ngnature

(Licensed Embalmer’s Statement on Reverse Side)

Date Bu.:ned ‘\/ll- jhs
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- : STATEMENT BY LICENSED EMBALMER : !

working under my personal supervision.

P O. Address:=

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMFR in his OWN IIANDWR]TING (Failure to comply v with
the above constitutes grounds for revocation of license.)

It this body is not embalmed,afact should be s0 stated above.
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