—

it b b THE DIVISION OF HEALTH OF MISSOURI b {}50
ST ANDARIéCEéTIFICATE OF DEATH State File No.uveumusimsiossomreereeroms
BIRTH NO. REG. DIST. NO, _ __ _______ PRIMARY REG. DiIST. IJ 0 Kegistrar'a Ne ﬂﬁ
I. PLACE OF DEATH 2 USUAL RESIDENCE (Whars decoased lived. If § idence before
. COUN . . STATE . . . duimion).
* i Residence : Missouri b. COUNTY *
b. CITY (I outaide eorpurate limits, write RURAL and cive ¢. LENGTH OF ¢. CITY (I outside corporate limits, writs RURAL and give townahip) "2} 0 ?
. townahip)| STAY (ln this place) OR .
TOWN  St. Louis 50 Yrsd Town  St. Louis -7}
d. FULL NAME OF ({If not in bospital or jastitution, give street add:-l or loeatlon) /.gREET (If rursl, give loeation)
HOSPITAL OR DRESS .
INSTITUTION  4004a Sullivan Ave 40044 Sullivan Avenue
3. gEAchEES%'E 8. (First) b. (Middie) ¢. (Last) | 4 DSTE (Month) (Day) (Yean
{ Tpe or Print} Emma Loftus DEATH Tany ATy 20, 1952
5. SEX \| 6. COLOR OR RACE | 7. m’%ﬁgg. EF\YSQCEQRR'EE;, 8. DATE OF BIRTH 9. AGE (o yun! v OER 1 TR | 7 owoeh .
- . . DIV Spwelly irthday) Hours | Min.
Female White Married | February 22, 1874 g I |

10a. USUAL OCCUPATION (Give kind of work

10b. KIND OF BUSINESS OR IN-
done during most of working life, svan if retired) ) DUSTRY

11. BIRTHPLACE (Btats or forelgn country} 12, CEI'IZEN OF WHAT
Y1

Honaewi £ Warden, Iilinois A,

13a. FATHER'S NAME ) 13b. MOTHER'S MATDEN NAME 14. NAME OF HUSBAND OR WIFE
Wiliiem Schmidt 19 g ap r, John a
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY [ 17. INFORMANT" s SIGNATURE OR NAME ADDRESS
(Yes.po,or unknown) | (11 yes, mive war o7 dutes of service) NO. -
none Mr. Alfred Loftus-4004a Sullivan Ave,
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
 Enter only onecauseper | 1, DISEASE OR CONDITION , ONSET AND DEATH
Iine for (a), (b}, &nd (0) DIRECTLY LEADING TO DEATH {2)
This does not mean ANTECEDENT CAUSES , , /" |~
the mode of dying, such | Morbid conditions, if ang, gwing DUE TO (b) e fom
as hear! failure, asthenda, | rixe to the abooe cause (a) dlat .
dic. it meons the dis- | B¢ underlying cduselost. -
cate, injury, or Hog. _ DUE TO {c)
tion whick caused death, | 1. OTHER SIGNIFICANT CONDITIONS -
" Conditions coniributing to the death but not
related to the diseare or condition cauring deafh. ——
19a, DATE OF QPERA- | 15b. MAJCOR FINDINGS OF OPERATION ' e ' . +| 20. AUTOPSY?
TICN i
. . . : ves [ wo [

21a. ACCIDENT (Specify) 21b. PLACEQF INJURY (os..lnerabout | 21¢, (CITY, TOWN. OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE horme, larm, fastory. streat. offics bldy., ase) Lo oo o P

HOMICIDE —_ : —_—
2ld. TIME (Mogth}) (Day) (Year) (Hour} 2le. INJURY OCCURRED | 23f, HOW DID INJURY OCCUR?

v WHILEAT{™™] KOT WHILE ; - / ‘ l -
TNJURY WORK AT WORK . S - ; ..

CSLA]N‘LY—-—-US!NG UNFADING BLACK INK—MAEKE A PERMANENT RECORD

WRITE
L)

19_<"¢hat I last saw the decensed

23a. S]GN RE (Degroe or title)

.
- =

2. I hereby certify Vthat I attended the deceased from 19.5_‘,/, to ﬁm — .
_ah've_ﬁofl%:‘y_ 194_,_9011«1 thai dedik”occurred at ., front'ihe causes and on the date stated above.

23b. ADDRESS

J’m. DATE SIGNED

V- 74

%a BHERMIAL CREM 4240, CATE, 24z, NAME OF CEMETERY OR CREMATORY - 24d. LOCAT] (Oity, town, or county) (Btate)
B | Jan. 23, 1952 New Bethlehen Cemeteryl St. TRuig, wlissouri
DATE REC'D BY LOCAL | R R'S SIGNATURE 25, FUNERAL DI RECTOR'S S1GMATURE ADDRESS

A2

JAN 2 21853

Beiderwieden F. H. Inc., 1936 St. Louis Ave

Wy

(Licensed Embaloier's Sr.nem:ut on Reverse Side)
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-
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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

e e e e e e ——

ey Student Embeimsr Ho. -

working under my persona! supervision.

+
P S — *
Student ...eesncerennnnnas Ceecumeseesranans Stgned.n...n.M_.
“Student Embalmer

Licensed

P. 0. Addresslléé_.gé,éfg‘“w_n

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

I this body is not embalmed, fact should be so stated above.

+
-




