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- WRITE PLAINLY—USING - UNFADING BLACK INK—MAKE A PERMANENT RECORD
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 BIRTHNO,

FILED MAY 2 1950

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH State File N oo

REG. DIST. MO. &-Pmumv REG. DIST. WO,

14062

d‘s? Kegisirar's No 6-2

1. PLACE OF DEATFH

2. USUAL RESIDENCE (Whare veconsed lived. If iastitution: residence befors

10a. USUAL OCCUPATION (Give kind of wark
dope during most of working Life, evan if retired}

Unknoy

10b. KIND OF BUSINESS OR IN-
) DUSTRY

a. COUNTY &. STATE - - b. coun'rv. =3 adission?.
Phelps ‘Missouri B L Clty \ o
b, CITY {If outeids mmﬂlte limits, write RURAL and give ¢, LENGTH OF ¢. CITY (Moutide eorponme Bmits, write RURAL and glve township) M" 7
township) | STAY fin this placeil] "
TN Anlla r.9 Mo, TN St. Louis /
d. FH&SLP!N'FA{EOCI)!F {If aot ia bospital or instltution. gvs strect nddress or Joestlon) d.A%T gggs (II rursl, give locatlon} 4
INSTITUTION 1 i o ¥
3. gé?:'\éis%'i-: a. (First) B. {Middle) ¢, (L.ast) 4 DSIE (Month)  (Day)  (Vea)
{Twpe or Print} Caroline = -———-- Schmidt oeATH April 17, 1250
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (o years| ¥ UMDER ) YEAR | I UNDER © HES.
I . WIDOWED, DIVORCED (8pecity) . . Last birthday) |Montha| Days | Hours | Min.
P W Y Uniknown Unkno: |

11. BIRTHPLACE (Stata or forelan sountry)

12(.:8ITIZEI:’?F WHAT
Jerseyville, Il1li

réis

16. SOCIAL SECURITY
NO.

(Yes. 0o, or unknown) | (If yes, sive war or dates ol sorvice)

138. FATHER'S NAME 13b. MOTHER™ S MAIDEN RAME 14. NAME OF HUSBAND OR WIFE
L : Unknown. None
I15. WAS DECEASED EVER IN U.5. ARMED FORCES? 17. INFORMANT'S SIGNATURE OR NAME ADDRESS

line for (a), (b), and (c)

[Inknown Unknown Hospital Records
18. CAUSE OF DEATH } . INTERVAL BETWEEN
 Enter anly cnecause per | I DISEASE OR CONDITION 7 Mwu_ ONSET AND DEATH

“Thir docs not mean | PNTECEDENT CAUSES

MED!CAL CERTIEICATION
DIRECTLY LEADING TO DEATH® (5 M’ﬁ Py =
o7

Morbid conditions, if any, gieing DUE TO (B
rite to the above cause (o) stating
~the underlying cause last.* .

DUE TO (c}

the mode of dying, such
as heart fuﬂure asthenia,
‘ete: Tt meams the dis-
eqse, infury, or complica-

- -~

1. OTHER SIGNIFICANT CONDITIONS 1.0 ..

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

tion which coused death.

4/ 0/

In S5t. Lo
¢

ISTRAR'S SIGNATURE

{Licensed Embalmer®s Séalmn! on Reverse Side)

19a. DATE OF QPERA-_| . 19t.- MAIOR FINDINGS QF OPERATION ; , .-, e - “. 1 .].20.-AUTOPSY?
: TION
: , . ves (1 woksd
2la. ACCIDENT ~ Bpecity) 21b. PLACEOF INJURY (s.x.. inorabont | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) o (STATE)
_ SUICIDE bome, farm. fastery, street, office blds..ate.) e e o At e,
HOMICIDE ] SR : o
21d. TIME (Monts) (Day) (Year’) (Houn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
v OF wmu:.n NOT WHILE o
INJURY | AT WORK r— PN Ta Lt Tl
2. I hereby certify that I altended the deceased fan une 3 19481 April 17 1550, that T last saw the deceased
alive on , 19 220, andhpt death Geeurved atL2: 05 zm. , Jram the causes and on Ihe date stated above.
= W R
. % ot 4/17/50
Ua. aunm. CREMA. | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOC.ATION (City, town, or county) . (Blate)
TION, REMOVAL (Bpwelty} - tnte}
Bemoyal Lk | Anril 17,1050 is. 94, Louis, Mo,

25. FUMERAL DIRECYOR'S $1GNATURE ADOWESS




RECEIVED
Pheips County Health Officer,

County File Number
Date Filed . #-R6-30 .. ..

9672wy

on

A

ﬁ}.- o ..

STATEMENT BY LICENSED EMBALMER

ey

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

working under my pe-rsona'. supervision,
#492

deesavasspanssakanera - Signerl' o
I . Licensed Embalmer No...

Student cenceanenssass
.Student Embalmer
P. 0. Address__.....

‘\ .— -
Note The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN. HANDWRITING.- (Failure to comply with

the above constitutes grounds for revocation of.license.)
"If this body-is tioct embalmed; fact should be so stated ‘above.




