.5. Mo, 300 -

Tv.

10.48

+

WRITE'.PLAINLY——:USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

FILED SEP 2 1944

28516

State File Novow it s oon

99516 1003,

BIRTH NO. REG. DIST. NO. RIMARY REG. DIST. NO. h S Rzaurrar.rNo'?ég'i}..a.;.............
1. PLACE OQOF DEATH 2. USUAL RESIDENCE (Where decesssd lived, If institution: residence befor
a. COUNTY a. STATE b. COUNTY adinimion)

Missouri P rl i

b. CITY (H outnide corpurats limita, writs RURAL and give ¢. LENGTH OF ¢. CITY (If ouwide corporats limits, write RURAL aod give townshis) '//

townabip) | STAY (ip thia place) OR
TOWN St.Louis,Mo. TowN 3t,Louls

.d. Fu'a},'p'['AMEOOF (It Bot in hospital or instisation, .h. atrést sddress or location) d.A‘.Bnggﬁ (1 rars), give location) /
NerituTion  St.louis City ‘—H6sp3.tal #1, 5 435 Adkins Ave. 7
3 NAME OF ™ . (First) _ b. (Middle) & (Last) 4DATE  (Moh) (Dey) (Yes)
{ Type or Print) LOUIS H, Scheuerman peatH  August 24,1949
SEX /6, COLOR OR RACE | 7. MiARRIEg, EIEVCE)ECESBRIED"e 8. DATE OF BIRTH T :fmzo;u ;!r :mn le.l ;um H HEY,
{8 ¥ 0 n; Min.,
e /[ /|Wnite WREowed > > | December 15,1887 g ale™ ™"
105. USUAL OCCUPATION (Give kiod of work 10b. KIND OF BUSINESS OR IN- | T). BIRTHPLACE (8ite or forego: souotry) 12. CITIZEN OF WHA
done during most of working life, sven if retired) DUSTRY . 4 COUNTRY?
_Shoewopker St.Louis MO. U.S.A.
13a. FATHER"S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WLFE
Louls Scheuerman Margeret Hoeach Lilian
5. WAS DECEASED EVER IN U.S. ARMCED FORCES? | 16. SOCIAL SECURITY | 7. INFORMANT' '| SIGNATURE OR NAME ADDRESS
{You, be, or unkoown} as N of jos)
wperoruskuons) | (e, dvsvar ot datss otuarmies) | 488~10~216% | g 1bertL, Scheuarman RR2Vall eyParkBoxd5 ¢

‘|| as heart falure, asthenia,

18. CAUSE OF DEATH
. Enter only onecause per
line for (a}, (b), and (c}

I. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH" ()

*This does not mean ANTECEDENT CAUSES

EDICAL CERTIFICATION

INTERVAL BETWEEN

?EI’ AND DEATH

the mode of dying, such | Morbid conditions, if any, giving DUE TO (b)

ctc. It means the dig. | ‘Rt underiping cause lest.

care, infury, or complice- ‘DUE TO () -

‘riutotheabovemuae(n)statmp,_ el L Lt

II. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not
relgted Lo the disease or condition causing death.

tion which caused dexth.

19a. DATE OF OPERA-
TION

19b. MAJOR FINDINGS OF OPERATION

IR

20. AUTOPSY?

L - mD!mD

21a, ACCIDENT 21b, PLACE OF INJURY (ex-.inorabout
SUICIDE

21c. (CITY, TOWN, OR TOWNSHIP) ,

(Bpecily) {COUNTY) {STA

Do home, farm, fuetory, sireet, offics bidg., ee) A/ w

21d. TIME . (Mooth) (Day) “(¥ear) (Hoar) 2le. INJURY OCCURRED { 21f. HOW DID [INJURY OCCUR? /é
- : : WHILE AT NOT WHILE . é‘, X
INJURY WORK AT WORK
872

2.1 hereby coti m?: {)auendcd the deceased frgm ' T4l % B/LTCX T 7215 , that [ lost sow thé deceased

alive on , and that death occurrcd gt — 2" El from the causes aﬂd on thc dale slafed above. |

b \JDegme or title)

23b. ADDRESS TESIGNED
. 1515 Lafayette Ave., . 4?4 |

TION, REMOVAL (Bpeeity)

24c. NAME OF CEMETERY OR CREMATORY

949 Sun Set Burial Park - -

ZZ S:GNF%TM«MRE W D L
Za. BURTAL. CREMA- I 24b, DATE

249. LOCATION (Olty, town, or county) (State)
5t.LouisCounty, - Mo,

25. FUNERAL DIRECTOR'S S1GNATURE "AbONE &S

JohnH, GebkenSonsUnd.Co.2630Gravois Ave,

DATE REC'D BY LOCAL | REG! RA)SIG TURE
avg 2 & "ﬂ' l .;Epz-a.&-u

(Licersed Embalmer's Statement on Reverse Side)




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——...

Student Emtalaer Mo,

working under my personal supervision.

SEUBONT - evvvneresennneersnnnnsesesnannnne Signed. /(;'é"j v—_/%f/l)

Student Enbalmr
Licensed Embalmer No. 4144

P. O. Address__2630 Gravois Ave,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his QWN HANDWRITING (Failure to comply with
the above constitutes grounds for revocation of license,) ] -

If- this body is not embalmed, fact should be so stated sbove.




