THE DIVISION OF HEALTH OF MISSOURI

i

5. wio. 300 L
2 | FILEDDEC 27 1843 STANDARD CERTIFICATE OF DEATH state Fte SEAL 04,
v. 10.48 5" 76 7
/ CBIRTH NO. : REG. DIST. m@ E PRIMARY REG. DJST. NO-E— Registrar's No.mm......m..
é & i. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. If institgtion: residence before
é a. COUNTY Mar 1°n a. STATE Mis 3 Ou.I‘i b. COUNTY mario Mlmls-lunh
b. CITY (I eutcide corpurato limits, write RURAL snd give ¢. LENGTH OF €. CITY (It outside corporate Hmits, write RURAL and give township} Lo\—r
0 OR R 1 townahip) STAY {in this place)) OR R
o TowN ura Lifetimp TWN  Rural, South Fiver, Twp.?
[+ d. FIEIJ(I.)‘SLPE‘T"\AB;‘_EO%F (I 6ot in bospital or institution, Igiv- stroot address or location} dA%rr;?REEEer ficy rursl ive location) le]
g wsnrotion . South Kiver Township -
5 =
© || *Oleasen U™ b. (Middle) ¢. (Last) 4 DATE  (Momth) (Day) (Yean)
& (Typeor Print) Ko + harina Cerolina Schachtaiclr DEATH Dec, 12 19049
é 5. SEX 6. COLOR QR RACE | 7. mIARRIED' EIE‘YSR hEHSRRIED, 8. DATE OF BIRTH 9-!255 (I:‘n,n- h: Ugn lDf‘EAn IF UMDER U HRS.
-, ! L AEpacily) t ¥. on yes | Hours | Min.
4 Female/ White W Hoved 2 | July 4,1875 ¥4 | |
; 10a. USUAL OECUPATION (Givekicd of work 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or forelgn covutry) 12 crnz.gu QFWHAT
[+ 4 dons during most of working life, aven if retired) - DUSTRY R C N
& A} fome West Ely, “issourd WA
< 138, FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
o | Daniel Schluckebier | Dorothy Gunther Henry Schachigick
¥ :i. WAS DECEASED EVER IN U.5 ARMED FORCES? | 16. SOCIAL SECUR;;I'J 17. INFORMANT S SIGNATURE OR NAME ADDRESS
BTN k) i1 N T i T A
E ] nq or unknowa} (Il you, Five war ot dutes of service) None hir's Godfr‘y Bode s Pa lmyra , Mo.
| 18. CAUSE OF DEATH - MEDICAL CERTIFICATION INTERVAL BETWEER
= . Extter only onecatkee per |. DISEASE OR CONDITION B . . ONSE".A'ND DEATH
& iineftor (a), (b, and (g | PIRECTLY LEADING TO DEATH"(;) Coronary Qcelusion 10 Min.
3 *This does not mean ANTECEDENT CAUSES
b the mode of dying, such | Aforbic conditions, if any, giring DUE TO (8}
— as hear! failure, asthenia, rite to the abore cquse (u) utalmn' o
« B | ete. 3t means the dis- b Me rmderlymg cause last. . R L S PO S _
o caze, injury, or complica- DUE TO (c) L.
5 || tion wohich coused death. } 11, OTHER SIGNIFICANT CONDITIONS . + . .~ & ° ‘
= Conditiona contributing to the death"but 2ot 'éj )
E related to the diseaze or condition cauring death.
tz || 19a. DATE OF GRERA. | 190, MAIOR FINDINGS OF OPERATION o L | 2. auTopsY?
o - YES D No D
‘O 2ta. ACCIDENT - {Bpecify) 2ib. PLACEOF INJURY (s.g..inersbout | 23c. (CITY, TOWN, OR TOWNSHIPY (COUNTY) (STATE)
h SUICIDE borna, farm, fastory, street, office bidy., ev0.)} L . . .
z HOMICIDE cwatie o, 1% .
g 21d. TIME tMouth) (Day) - (Year) (Hour) 2le. INJURY OCCURRED | 211, HOW DID INJURY OCCUR?
. s WHILE AT NOT WHILE
J INJURY WORK AT WORK .
; 2. I hereby cemfy that I atiended the deceased from Dec.12 19 49 Lo Rac. 12 1949 that I last saw the deceaced
';;'- , 1 19 , and.that death occurred at _'-'L..D.c@«m from the causes and on the date stated above.
ﬁ De; titls) | 23b. ADDRESS. 23¢. DATE SIGNED
3 ’ Y Monroe Cibty.Missouri. _ ec.14,83
E 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION {Clty, town, of county) _  _ (Stow)
& - - LOCATION (Olty, town, of county) ,
< REC'D BY L%CE%L EGISTRAR'S SISNATURE ‘ADDRESS
- 2s2-99 Palmyra, Mo.




RECEI D DEC 17 1949
;'. Y i \.L?I: DEPT:
DA & £awew_ BDEC 17 1949

1561 1€

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=.....

S Student Embalmer Mo,

working under my persona! supervision.

5. ey
Student ...vvecescienscansanssasinsnntanans Signed -

. .
Studmt Elbalnar e

‘Licensed Embao z 3 {?
\ '
P. O. Address W ’ 2@
Note:. The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN %DWRITIN(‘/ (Failure to comply with

\
the above constitutes grounds far revocation of license.) |
If this body is not embalmed, fact should be so stated above, L ' . ' |
: |

|




