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Registration District No............. o8 1§23 Primary Reglstration Distelct No.—oooooooocroc et Y () Registrar's No..._........ ,ﬂ;—li,, *L!“i g
1. PLACE OF DEATH: 2. USUAL mﬁﬁa OE DECEASED: ’ .
{s) County N - - -- Missouri . a—& -d
& Oy oSty LOUL S, MIssourt @ Sate &) County
({If autside city or town limits, write “RURAL™ und pama of township} (&} City or town St. . LO u i 8 / 7
(¢) Naxgdrél md or mstituurﬁve . /HA (I outaids city or town limits, write “RURAL") i
- - ) - @ sueet No.__ 5035 @race /
(Ifnotin b lor i jon, writa street ber or } {If rural, give location) l 7
(d) Length of stay: In hospltal or institution : . |
(Specify whather |} (¢) Citizen of foreign country?. (Yes or No) 0
In this community
yedrn, months or days} If yed, name country,
3,{9 PRINT Adam Schneider MEDICAL CERTIFICATION
AME : 20, DATE OF DEATH: Montn JQNUATY 4. 318t
3. (b If veteran, 3. (c) Social Secnrity 1946 8 -15 aw
None year. hour. minute, M,
name war, No.
21, I hereby ify that I attended the d d f rnm
5. Col 6. (a) Single, / /2,3 -
Male ﬁ _ White wﬂ"arme | ’f“"“"“ -4 d """"""" - ”z{é
4. Sex. T oo/ that L last h@m..« aliveon. =
6. (5 Name of husband or wife..—..oooe.coceeee. 6, (¢) Age of husband or wife if and that death occurred on the date and h?ﬂ' stated above.* Duration
t e

Elizabeth Schneider .. 65 veara
' May 1, 1877

7. Birth date of deceased..
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{Month) {Day) (Year)
8, AGE: Years Months Days If less than one day
d
v 68 8 30 hr, min :
- 7 || Due to I
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{City, town, or connty) (Stawe or foreign conntry) {f'\,,.-’
1 1, U Other r-nnrhhnmi ’ 4 s ¥
0. Usual oecupation oo X & =5 (Lacliide preguancy within 3 montha of death) ‘Z l
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. . em f Major findi . N
g 12, Name.. URIKDIOWR .. TR R i T Y A4 o
y an . hod nderline
2\ 13. Birthplace . Ge Irm . y A % ’I &'llfmc}s‘u&u :g
. G r&ﬁmumﬁ ' (Stata or loreign cotatry) Of nutapsy. ﬂhuuldenb:
5 14, Maiden name .. U . - . c!]a}'ggggla_
Ge il ~ tistically.
g 15. Birthplace. S wa‘!wu X PEtpr :ﬁun 22, If death was due to external causes, fill in the following:
16, (@) Informant Lﬂfs . El izabeth SChne ider {g) Accldent, suicide, or homicide (speciiy)
(5) Address 5035 GI‘ace Ave LX) (b} Date of occurrence
' . @ Burial 27 ) Date therest 2~ 2=26 () Where did injury occur? T e Py
* - ~ or town, an:
(Burial, eramation, ar ramovel)” S5 P tg"l"““’)&(b’ Y (Yfi') (d) Did injury occur in or about home, on ga.rm. in industrial p!a‘.'ce. in public place?
{¢) Place: burial or chm'\ﬁn New s g. L l Ia'{u'
18. (a) Sigmature of funeral direi"n?u ;hern unera - Om'e‘ - (s_w:d, ‘(1?%’1:;;)“ nnury___. - __‘_'__“..H.,. "
) Add . 6322 S Grand BlVd . . " % 0
" e 2 0t (M. D orotbcr)*

rar's -lznnlure) B

. @ FEB L 1940 m}» * o

([')au: received bocal repistrar)

_____ 200

[ Date si ned

{Licensed Embalmer's Statement on Reverse Side) /




DR GRANETO ,
F 23/ S 0BROY
Ko 151/

/= 3
7% &

STATEMENT BY LICENSED EMBALMER

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

...... vy Registered Apprentice No........... .

0, P /g,,%

Llcensed Embalmer No

working under my personal supervision.

P. O. Address..

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

If this body is not embalmed, fact should be so stated above.
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=
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. . : . ir: f pla
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