THE DIVISION OF HEALTH OF MISSOUR!

¥.5. No.300 : L
wr s | FIEDDEC 171653  STANDARD CERTIFICATE OF DEATH SRl ey
' BIRTH NO. J_;— _ REG. DIST. NO. E.)! 18 PRIMARY REG. DIST. NO. 100_.__3 Registrer's No
1. PLACE OF DEATH i 7. USUAL RESIDENCE (Whers decossed lved. If institution: residemce befors
. COUNTY 2. STATE b. COUNTY dinilon).
o , Illinois, Alexander
+b. CITY (1 cutaide corpurate limits, wiits RURAL aod ive ¢. LENGTH OF || ¢ CITY 4. 13 Residence within limits of
OR townabkip)| STAY (lo this place) R ) a ¢ity op_|pcorporated town?
TOWN ST, LOUIS, MISSOURT TOWN  Cgiro, e HRD
% d. FHOLIS.P#AP:I!-EO%F (If oot in hospital or inszll.ut-.lon. clve streot nddrees or logation) "ASJEI;E%EEI-SS . (I rural, give location) 5 j 9. [4
E INSTITUTION  Barnes Hospital 7th _Streata.. 3
3. NAME OF a. (First) b. (dtddie) ¢. (Last) 4. DATE (Mouth)  (Day)
DECEASED s “YOF ¥
o (Teveor bviny  Darrel Smith Schuh o December YN s
& 5, SEX {D | & COLOR OR RACE [ 7. MARRIED, NEVER MARRIED, 7| 8. DATE OF BIRTH 9. AGE (n years| If UNDER 1 YEAR | 7 ORDER i s,
g WIDOWED, DIVORCED csmi:,{ Luat birthday) Mo-m, Days | Hours | Min.
3 |dele White Martied Apr.20,1894, 59, l
10a. USUAL OCCUPATION (G - . N R_IN- | 1. BIRTHPLACE . : )
B [y SUAL OCOUPATION crasindut ot | 8. KIND OF BUSINESS OF i ity nd e r sosien Gonsen /| 2 STUENOF WHAT
W | Drug Store Operator. Drug Store.| Cairo, Illinois. U.S.A,
< 13a. FATHER'S NMAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
@ [ _P.H. Schuh { Amella Smith . |Amanda Schuhe ,
k2 il /5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S 51GNATURE OR NAME ADDRESS
(Y#e.n0, 0or unkoown} | (If yes, #ive war or dates of service) NO.
g | Yos wW.W, 355=-28=1779 Amanda Schuh, Calro, T1linols.
| 18. CAUSE OF DEATH ] MEDICAL CERTIFICATION m'jsﬁg‘;ﬁl;f%ﬁ‘
ceusoper | 1. DISEASE OR CONDITION '
2 e ey by | ' DIRECTLY LEADING TO DEATH"(oy __Leiomyosarcoma of the jejunum with ver 2 yrs.
Pt r ’ -
metastases to the liver
" g “This does mot mean | ANTECEDENT CAUSES
w o || #he mode of dying, such [ Morbid conditions, If ang, giring DUE TO (D)
Mr S || orheartfotture, asthenia, | rise o the abose auiuse (a)'dating
v = de. It means the diy- ® ying caude loxl.
) ease, infury, o complica- DUE TO (c)
|| tion which caured denth, | 11. OTHER SIGNIFICANT CONDITIONS
[ Comditions contribtiting to the death but not
3 related to the direase o7 condition causing death,
[2 19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION - 20, AUTOPSY?
TiON
= . YES B NO D
o || 212 AcCIDENT (Spacity) 21b. PLACE OF INJURY (e.x.. Inarabout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE)
SUICIBE ~ home, tarm, faotory, sirect.offce blds., e30)
7z HOMICIDE
g 214. TIME (Month) {Day) (Year) (Houn | 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
B _i INURY © - m | "uork L] 'AT work ISAX
°E 22. I hereby cerlify that I altended the deceased from __11=22= 19 53  to 12=9= 1883, that T last saw the decensed
; aliveon ___12=9=__ 1953 , and that death occurred at 11210D m., from the causes and on the date stated above.
é 23, SIGNATURE ] (Degros or tmeia 23b. ADDRESS 23¢. DATE SIGNED
- M.D. BARNES HOSPITAL 12=10~53
E 24a. BURIAL. CREMA- | 24b, DATE { 24c, NAME OF CEMETERY OR CREMATORY | 24d. LOCATION {City, town, or county) (State)
ON, REMOVAL (Spesify) .
£ | Remova 12~10-53 yilla Ridge Cemete o
DATE REC'D BY LOCAL 'S SIGNATURE 25. FUNERAL DIRECTOR'S SIGNATURE ADDRESS
DEC 11 1955 Albert H. Hoppe 4700 Washingtone

- i ‘s Statemsnt on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

L3 e I ¥ i . R

working under my personal supervision..

Student......oo . Signed....
Signature of Student Embalmer

Licensed Embalme No.4/
P. O. Addresaﬂ.‘ ................... ,

7

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 embalmed by a STUDENT, he also shall sign in his QWN handwntmg
‘ this body is not embalmed, fact should be so stated above.




