THE BIVISION OF HEALTH UF MIoUURI

No.300 T -
1048 FILED JUN 5 1951 STANDARD CERTIFICATE OF DEATH State File No....... AaB 35
. . . - L
TQIRTH NO. REG. DIST. NO, aa €) _ PRIMARY REG. 01ST. m% KRegistror's No
1. PLACE OF DEATH ; = 117 USUAL RESIDENGE [Whers daceased livad. If lomtitation: resience before ‘
a. COUNTY ‘m a. STATE b. COUNTY adiuimion),
- Missouri. ‘)
ﬂ b. CITY (11 cowelde corpurates imits, write RURAL und give ¢. LENGTH OF C. ClTY (If outside corporate limits, wtite RURAL and cive township) ‘
OR townahip} cel ‘2/3 7 |
TOWN St. Louis, Mo, o' P t D. |
g d. FHO%P#A{EO%F (I ot in hoapital or institntion. give strect addres or loastion) d.ASDT&% (I rural, give location) o |
Q INSTITUTION S, Touias City Infirmary 5
ﬂ R glEAcME %n; a. (Fimst} b. (Mlddie) o (Lust) 4. DATE (Menth}  (Day) (Year ‘
E { Twpe or Print) Dorothy Schackle DEATH
] 5. SEX / 6. COLOR OR RACE | 7. xﬁ%mso Ns\}rgn MARRIED, | 6. DATE OF BIRTH ) :fs o reureb ' e ] yml. o
3 birthday’ Q Days | Hours | Mia,
% | Female White e oy 9= | Meh.9 18855 86 | |
102, USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or forelen
% o during most of working lite, aven if mb:'d) i DUSTRY te o f somten) llcgunr:Tzfl':'?F WHAT,
& st., Louis, Mo. &
< lllaa. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF MUSBAND OR WIFE
Q9 Ferdinand Heckwolf ug%ohm_ — 1 Ferdinand Schackle .
k&  [I'15. WAS DECEASED EVER IN U.S. ARMED FORCES? [ 16. 1AL SECURITY | 17. INFORMANT 'S SIGNATURE OR NAME ADDRESS
(Ya.mmuhown)'(llmdnmwdlmdm NO.
3 City Inf
| 18, CAUSE OF DEATH MEDICAL CERTIFICATION ] INTERVAL BEFWEEN
| Enter anly onecstse 1. DISEASE OR CONDITION
E Lo for Co1, (b, 80 o | PIRECTLY LEADINGTODEATH*y _ Ho Co Vo Da
i “This dots mot menn | ANTECEDENT CAUSES |
Ol yne mode of dping, such | Aortid conditions, if any, gioing DUE TO () _ Rheumatoid Arthritis 6 A emtce |
E o heart faflure, asthenda, | rite o the abose canse (2} stating ] ’
B e It meons the dip. | $he underiping coude last. \ |
o || cosestnjurs, or complica- DUE TO (e) : ‘
& | tion which caused death. | 11. OTHER SIGNIFICANY CONDITIONS - - |
[~3 Oonditions contributing to the death but not
3 related €5 the dlsease or condition cansing deafd. ‘
E 19a. DATE OF ogﬁ:)aﬁ 19b. MAJOR FINDINGS OF OPERATION ’ . : 20. AUTOPSY? ™.,
B S : Z 3 X _ves [ wo [
p  |]2%e. ACCIDENT {Hpecity) 21b, PLACE GF INJURY (s.g.. ln erabous | 2ic. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE) -
SUICIDE - home, [arm, fsetory,; sirest, offics blds., st0) . .
Z H~ HOMICIDE .
g | 21d. TIME 'i_ll?wﬁl‘n"(ﬁl}) m.'.) utEeun | 2Je. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? - ' -
. OF. < ~%a~% %0 . A mm.:n‘ NOT WHILE / .
J' INJURY - . T om AT WORK . Fa -
E 2 1 hereby certify that I attended the deceased from T-15-50 16,10 MBY 19, _, 19.51, that I lost saw the deceased
B . alive on .May_]S_._ 1951_ and tha! death occurred al s m., from the causes and on the dale slaled above.
é 232, SIGNA E’ rtitle) | 23b. ADDRESS _ Zx. DATE SIGNED
LA 2. CZ,,A ‘ /712 SEOO0 Letacnel 5/30/5
E TIONB UR M| 6\ “lr.ALcaEm 24b. DATE i 4. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, town, or county) (State)
B ™ pinrat | 5-23-1951 | Resurrection- St.Louls Co. Mo.
DATE REC'D BY LOCAL | REGISFRAR'S St TURE 25, FURERAL DIRECTOR'S SIGNATU DRESS
WAy REG. ﬂ 2 Aer 4: Jos.P.Fendler Jr. 7128 Michigan
E iﬁs {Licensed Embalmer’s § on R Side)




'11‘-"1'

O ¥ .

STATEMENT BY LICENSED EMBALMER

-I-hereby certify that the body whose name is recorded on the reverse side of this certificate was cmi)almcd by OF DY e vererem e

- e eemmaeeerees eoeere s eSS 228 ottt et =t ee oo e e et eee e b eeee eSS RO AR 18T ot , Student Embel

working under my personal supervision, %W
Student caeesesccsasnasans desseasrassanmans Signed :
T Student Embalimer . - - -
R ‘ N Licensed EmpBajmer No.......\

1 -
P. 0. Add::isg/ ?{ M fothset dvtlinth 4..44"
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN WRITING. (Failure to omply with

the above constitutes grounds for revocation of license.}
if this body is not embalmed, fact should be so stated abave. ’ =L

-



