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DEPARTMENT OF COMMERCE
BURBAU OF THE CENSUS

TANDARD CERTIFI
ED 0CT © 145
F !ratiun District No.__. “‘““““Q"S

THE STATE BOARD OF HEALTH OF MISSOURI

Primary Registration District Nu.......,,._...____.__.._l..

29374
8339~

CATE OF

State File No

DEATH
00

Regisirar's No.

1. PLACE OF DEATH: '

{2} County

@) City of tow.... e St. Louia Missouri
{1f outsids city or town limits, writs “RURAL" nod name of township)
{c} Name of hospital or Institution:
2tarkloff

St. Louis City Hospitel-Max U,
Memori

{If pot in hospital or institution, write street humber or Inc-lion)
{d) Length of stay: days

In hospital or institution

(Specify whether

In this community
years, montks or days)

2. USUAL RESIDENCE OF DECEASED:

Migsouri.. .. ... (%) County
St. Louis /7 ZL

(1f outaide city or town limits, write “RURAL'"™)

(a) State.

()

City or town........

(o Sureet No. 1201s Wright St G
= {If rura}, give locaticn) I
(¢) Citizen of forelgn country? 73 (Yes or No)

1f yes, name country.

3 (o PRINT SALLIE SCHUETTE

3. (by If veteran, 3. (¢} Social Security

<

name war. No. No. No

/ 5. Color or 6. {a) Single, widowed, married,
+. s Female e rncdinite divorcciﬂidm,..ﬂff.
6. (b) Nameof husband or Wife..cwrvreereeeee. 6. (€} Age of hu:;ba.nd or wifeif
Hy. Schuette ativd¥D A 86d years
7. Birth date of deceased... . J &N, 18 ) 1875

{Moath) {Day) {Year)

8. AGE: Years Mg¢Fihs ?B If less than one day

70 "1"'-_ hr. min

‘.

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

#
4

§

{l-9: ‘Birthplace—=Shelbina

MEDICAL CERTIFICATION

.d.ny....g..s.t.h..._..._.-_.....,

20. DATE OF DEATH: Month_....s.ﬁn.t.s...-..,.......

year, l%. 5 :.Ll.ihj._._._.. minute.._ Aq —.M.
21, 1 hereby certify that I attended the deceased from.... 9/23/45 S—
oo 9/25/b5 9
that I last saw b 8T ative on 9/25/L5 19,3
and that death occurred on the date and hour stated above.
Duralion

- 71

{City, town, or county} (Stats or foreign country)

10. Usual eccupation . Proprietor Rooming. Homse. ..l

Other conditions.

Tuds [r y within 3 hs of death)
11. Industry or b Domestic N PHYSICIAN
. . JOT N lng's R ¢ —_—

5 12. Name____GelOrge! Sparks IS +"Of operations ... : e ' Underline
: {'/ the cause to
&\ 13. Birthplace 5 - iwhichdeath

1 0, of tats or foreign country) Of autopsy.. ..oy » - should be
E 14, Maiden name_ . ii:E Kendr ek oPs N cﬁ"’é:ﬁ Bta-

tistically.

§ 15. Birthplace..——o——— mim,) T roRp e f‘fmun 27. 1f death was due to external causes, fill in the following:
16. (@) Informant.Ruth.Murray * -l (4} Accldent. suicide. or hamicide (specily) =

Adaress.. S6LO: Stra,ng Ave
i BUEABL () Date thereof 2“'(/)1'. A

&)
17. {a)

{Buarial, cramation, or removal)
Place: burial or c.rem’ation...._.v'alh.al 1&
Signature of funeral director Robart - J . Ambruster .-

(e

t

e il Wl’lilt.;‘ag wc':rl-:?.':_______,___n__"______ hrehans f injury. ;:_
& Address._ OB33 Clayton Ro L oy
=p_ » - Signatured
19 (@ Et:r;w g:nluz%mr) 1345(4 - (Rehlrar-:m:m) Address

Date of occurrence.

()

()
{City or town) {County) (State)
() Didinjury oocur in or about home, on farm, in industrial place, in public place?

Where did injury occu.r?

i
, v d

{Specify lype of place)

{Liccnsed Embalmer’s Statement on Reverse Side)
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» . STATEMENT BY LICENSED EMBALMER ... oo N
- . . ot Cooae PN
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by, et}
............ N ey Registered Apprentlce No e e, i ceey

Y
ver .

working under my personal supervision.

! Licensed Embalmer No ;3? é % e anem s aeramamseenen .
v ' ’ y . P. O. Address /ﬂ O?Dﬁ!.&c:"—/

-Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocatmn of license.)

If this body is not emb_alfned,‘ t_'acl: should be s0 stated above, * -~ - . te

L



