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STANDARD CERTIFICATE OF DEATH State File N
liiﬁ"‘t‘! %. : ;rte. :)I‘ST- Sﬂ.z l.’;l:mv REG.. .DlsllT..llO -\-ﬂz RtyulrcrsNaﬁ-Z._....-éZ.u.
1. PLACE OF DEATH % USUAL RESIDENCE (Whure deseased lived. It insthiation: seocs tos,
COUNTY SI'ATE . adsjgplont.
N \/Xaffaz./ ___. [~ MrssouRI e 2
b. ClTYdloeHd-mhﬂmiu write RURAL and give * ‘LENGTH - OF c. CITY 4] j 4 T Residence within 2imits of
place . 3
TOWN Richmond Helghts, Mo. Y sl.'fém“* ! TOWN Richmond Heights w2 L=
d. F“és"pi‘r“.‘.": %F (If ot o haspital or Instization, give street add; n. ASJ&{EEFS (I raral, give loeation) o
INSTITUTION 1200 McKnight Road .-, - =.1200 McKnight Road o
3., NAME OF, 8. (First) b. (Miadley < (Lm) 4. DATE {Month) (Dm (Y.u)
ECEASED
fMofPr!ﬂ) ELMER ol - o . - SHURIG, ’ “peam Oct. <5, 1953
5, SEX B CI 6. COLOR OR RACE | 7. #&RV}E% glEVEEC%SR(E:E?! 8. DATE OF BIRTH 9, I:EE (Inn)nn ; uz:l vk | UNOER 11 s,
birthday) on! Days | Hours in.
_male white married " | Dec...28, 1887 65 ° ] "
. LY M B
1%%&22&?;&]&2:2?%? 10b. KIND OF BUSINSSDOETIRNH; 11. BIRTHPLACE (City aad Stete or ,."_‘" Country) E) 12, CITIZENOFW}-IAT
Degt. Manager stove supply ., .|. St. Louis, Missouri . ...
135, FATHER'S NAME . 13b. MOTHER'S MAIDEN NAME 14. NAME OF MUSBAND OR W) FE
John F. Sehuriéht Emms Hesenkoester Schurie Clara. Uthoff Shuri

(Yoa. B0, o1 unknown) | {If yes, give war or dates of
yes World War I
18] CAUSE OF DEATH

.‘T’Me does net mean

de. It means fRe diy-  the underlying cause
case, infury, or complica- L

.15. WAS DECEASED EVER iN.U.5. ARMED FORCES?

17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
~Clara Sari

16. SOCIAL SECURITY
servics) (¢

R DUE TO ()

tion twhich coused death. |" OTHER S]GNIFICANT CONDITIONS

. Conditions contributing to the death but not b
related to the disense or condition oausing death. N ‘ 8 3‘*%
.19a. DATE OF OPERA- | 19u. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?,
TION
2ja. ACCIDENT {Bpecity) 21b. PLACEOF INJURY (e.g.. In'orabéut | 21c. (CITY TOWN, OR TOWNSHIPJ (COUNTY) {STATE) -~
SUICIDE hnm..l:m.llm sirent, offios bidg., e1e) -
HOMICIDE e, .
2id. TIME (Month) (Day) (Year) (Houn 2lp.- INJURY O(IURRED 21f. HOW DID INJURY OCCUR?
IN.ﬁfRY ' WHILEAT[—] MOTWHILE :

o WORK
2 7 hmby cerquy uuu 1 gttended the deceased from _h 1933 4 _Aﬂ_i-rw.fi that I last saw the deceased

, and thot death occurred at .L'l-j_Am., Jrom the causes and on the date stated above.

L%

( or tf 23b. ADDRESS l 23c. DATE SIGNED

. . AN A e, Mat—’-
24n. BHRI&L. CREMA- . DATE 24¢ ‘HA'HE OF CEMETERY OR CREMATOQRY 249, mTION {Otty, town.oroounty) (Btate)
oy Oct.28,1953 | Concordia Cemetery . . .| St. Louls, Missouri
DATE REC'D BY REG SIGNATURE 25. FUNERAL DIRECTOR B BIGMATURE ADDRESS
Mﬁﬁ - Beiderwieden F.H.Inc.,193 St.Louis, Mo.

{Licensed 8. Staternent on R 1

1200 McEnight Rd. RichmondHts

—_—
MEDICAL CERTIFICA ION lgTEmm. gm:T?
. Enter only onecatss per !I DISEASE OR CONDITION ! . AND DEA
Line for (s), (b}, and (c) DIRECTLY LF.ADING TO DEA'I'I-I‘(a)

ANTECEDENT CAUSES

¢he mode of dying, such |, Morbid conditions, if any, gising DUE TO (b)
a8 heart failure, asthenia, |1 rise to the tbove wmw) #ating
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STATEMENT BY LICERSED EMBALMER

_ I hereby certify that the body whose name is recorded on the reverse side of this certificate was embal:

J r o |
by me, or by ..........TC eiroaireeoeiieet Treieenen F o ieiiiiiieai-e--, ‘Student Embalmer No.. 7Tl

working under my personal supervision..

Student........... i iereeesesereseiaraneanns Signed... M .
. . Signature of Student Enbalmer ) ;

Lic ed Embalmer Noj%f

P. O. Address J%éfi""q

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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