- No.3%00
. 10.48

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST, NO. 31 § PRIMARY REG. DIST. no._]_D_D_B KRegistror's No,...... ?ﬁﬁ?&..

ALED SEP 3- (g5,

30004

State File No.

“BIRTH MO.
1. PLACE OF DEATH Z. USUAL REGIDENCE (Where decosed lived. If institct enos bafore
&. COUNTY a. STATE b. COUNTY dinisaton).
Illinols Madison},ﬁﬁ
b, CITY (If outside corpurate limits, writs RURAL and give c. ALENGTH OF c. Cg’g’ (If outaide corporate limits, write RURAL aud glve township} IO
in
TOWN St. Louls ““‘”"”QTH “gwlt . tows Rural Route 2-Collinsville
d. FULL NAME OF (I pot in bospizal or instisation, give streot nddross or location) d. STREET {3{ rural, give location)
HOSPITAL OR ADDRESS
INSTITUTION Barnes Rural Route 2, Collinsville
SD'E%T-:ESOE% 8, (First) b. (Middle) e, (Last) 4, DS.II:‘E {Month) (Day) (Year)
{Typcor Priney  EMMA A, SCHIEER DEATH 8 11
5. SEX 6. COLOR OR RACE | 7. MARF‘!"!'EB PS]E\}’EECIESRRIEEI 8, DATE OF BIRTH v 9.:.?E U:.y;)ln L: U::.n IDI:.'M ; OER MRS,
) on e 1 Min.
Female/ | White METT18Q = f= | 3-4-1878 WE | “|
10a. U‘SiE’é‘L‘OCCl;IlPATION (Giwekindof woek | 10D, KIND OF BUS]NESSD%I;THJY 11. BIRTHPLACE (Btate or forelgn oouatry) ILCSITIZ.EN OF WHAT
most of working l{fe, aven if retired) 7
ouse wor At home Edwardasville Township,Ill. W.E.A.

“ It theans the dia--|’ the underlying cause last.

13a. FATHER'S NAME 136, MOTHER'S MAIDEN NAME : 14. NAME OF HUSBAND OR WIFE
Frank Za Jicek Josephine Brouke William J. Schiber
15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. 1 ANT® 5 : FAMEA / ADDR
(You, no, or onknown) | {If yes, give war or datos of service) NO. M ﬁ ODRESS
No None ocllinsville,Ill
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
I DISEASE OR CONDITION -
: ::::::r"?:;”’(i;“:n“f‘(’; DIRECTLY LEAGING TO DEATH® (4 : i 8 ."
— oL ie Aaelicha ol [fo f 3 o leral
*“Thiz d ANTECEDENT CAUSES 4 "¥ M )
oes niot mean M lex.¢
the mode of dying, such | Morbid conditions, if any, giving DU
uhenrt[cﬂure asthenia, | ride to the above cause (o} W‘M

ease, infurt, or complica-
tion which caveed decth.

amdmom contribuding to the death but not
related {o the dizense or condition cauring death

ACCIDE
S Lt

bome, IWM bldg.,ete)

21¢. (CITY TOWN, OR TOWNSHI;E ECOUNTY]

19a. DATE-OF OPEE)A 19b. MAJOR FINDINGS OF OPERATION SO0 ,é.,,_‘, R /7 zn( ?
MJ—M YES wo £
21a. 21b. PLACEOF |y JURY, ta.x.. in or about STATH.

21d. TIME (Montd) (Day) {(Year) (Hour)

WY Ly 1) Bt /g

21e. INJURY ICCURRED
WHILEAT

NOT WHILE,

WORK AT WORK

21, HOW DID INJURY OCCUR? O @

tS/b/

2, I hereby certéy that I attended the deceased from

S wj
BS5L m.

, 19", that T iast saw the decca&

WRITE PLAINLY—USING UNFADING BLACHK INE—MARKE A PERMANENT RECORD

aliveon -~ 19____, and that death occurred at , Jrom the causes tmd on the date stated above. ,
MNMATURE er ti 23b ADDRES 23¢. DA SIG 4_

?rinv oﬁ CREMATORY

ﬂ%BURIAﬁAL./bREMA 24b. DATE 24z, NAME OF CEM 24d. LOCATION (cuy. town, orcounr.y) f (State)
omenar A1 8-12-52 _ Buck Rosd | Collinsville Township,Ill
DATE REC'D BY ISTRAR'S SIGHATURE 25. FMMERAL DIRECTOR' S, 51 GMATURE ADDRESS ™

Aug 1 2195 Collinsville,T1l.

/ 6 (Licensed Embalmer’s Statement on Reverse Side
s




I hereby certify that i pae. i i i y T

working under my personal supervision.

Student Wﬂ%
Student Embalmer
Licensed Embalmer No .ﬁﬁa_mm et s nrmrerean

P 0. Address S e

Note: The zbove MUST BE SIGNED BY THE LICENSED EMBALMER in Im OWN HAND G, (Failure to comply with
the above constitutes grounds for revocation of license.)

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