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WRITE PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD -

,

+

FILED APR 20 1354

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
REG. DIST. m.f&___

State File No.

12547

PRIMARY RES. DIST. No. 443 & D Registrars No

AT

BIRTH KO. .
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoased lived. If inetitatlon: residence before
a. COUNTY a. STATE b. COUNTY adnluafont.
Lafaretis Miocrpnizrd Lafavette
b. CITY (I outetde corpurate limite, write RURAL and give ¢. LENGTH OF c. ClTY (If ouuids corporste Hmits, write RUBAL and give townsbip)
QR townabip)| STAY (ln this place}
TOWN (‘r_\vrlf_\-_v_- I0 -~y TOWN OChard=~r s ‘9((’
d. FULL NAME OF (if not In bospital or | loo. wive street address of location) d. STREET (1 rural, give location)
HOSPITAL OR . ADDRESS b
INST .
3. NAME OF Flrst b. {Middie ¢, (Last
pltessen v @™ { ) ( .) 4DATE  (Matt) (@) (Yea)
{ Twpe or Print) Ellz Schmidt DEATH 4 8 54
5, SEX / 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (Ib years| i unoen | YEAR | o umOER' U MR,
- X WIDOWED VORCED(EM;C last birthdar)} mlDln Hunl Min,
F White 1e 5.5.1885 681 _IIl 3
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . . 12. CITI
ﬁn.durh;mmdwwﬂnll!h.mﬂlnk:) © DUSTRY {City and Stats or Foreiga Country) O mUNTz'E{‘"?OFWHAT
housekeeper Home Corder, Mo

13a. FATHER'S NAME

Conrad Schmidt

13b. MOTHER'S MAIDEN NAME

: 41Louise Thnm%—ﬂgn?
15, WAS DECEASED EVER IN U.5. ARMED FORCEST [ 16. SOCIAL SECURITY ['T7. INFORMANT S SIGNATURE OR NAME

line for (a), (b), and (¢}

*This does not mean
the mode of dying, such
a2 beart faflure, asthenia,
de. It mesns the dia-
cans, infury, or complica-
Hion twkick cavsed death.

ANTECEDENT CAUSES

Aforbld conditions, if cng

14. NAME OF HUSBAND OR WIFE

DUE TO (b)

ADDRESS
Yo, Do, or cnknowa) | (If yee, wive wnr o dates of servioe)} .
no g Mo,.
19. CAUSE OF DEATH . oIS OR CONDITION MEDICAL CERTIFICATION lgTERVAAI;‘g}.}\:ETE'N .
- Enter only onaomimsoper | T pECT] Y LEADING TO DEATH® ) Cere bral em bohvs LT

Care nors melarfartic seneralizey L Mrocory

Cunditions contributing to the death bul »
related to the disease or condition causing

rise to the abave catse (a iy »~

fhe nadertying cawee it Care'nomae rP. breer y U 100
DUE TO (c) Z“y,ne Uhdr/crh- ned ')

1. OTHER SIGNIFICANT-CONDITIONS -~ * ; -

% Makno ﬂ-.-. 1‘-°" Cachexr'q

20, AIJTWSYI‘

19a. DATE OF OPERA-. | 19b. MAJOR FINDINGS OF OPERATION
. TION )70 X
21a. ACCIDENT Bpecity) ' 216, PLACE OF INJURY te.g.tucrabous | 2lc, (CITY. TOWN, OR TOWNSHIP) (COUNTY) (srAf
SUICIDE bome, farm, fastory, rtiest, ofice bldg., sta} .
HOMICIDE ] : ) . .
21d. TIME (Mocth) (Day) (Year) GEoun) | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
- WHILEAT[] KOT wHILE
INJURY o AT WORK . )
2. I hereby ccrt;fj/}ui I attended the deceased from ‘/'/f ’n.yr‘{ o4 ]} ID_Z that I last saw the deceaeed
alive on , and that death occurred at L= ¥ . 7 m. from the couses and on the da!e slated above
20, YEGNATURE (Degres or m/]& ) l Be.
M 6’ gl—ot O, / Ly J‘~/

belmer’s Statement on Reverss Side)

24a. BURIAL, CREMA- | 24b, DATE 24:. NAME OF CEMETERY OR CREMATORY 24d. I.OCA‘HON {O1ty, town, or county) {Btats)
TIGN, REMOVAL (Boaetty) :
buriasl 4-10-54 Tutheran. Onrder Missouri
DATE REC'D BY LDCAL REGISTRAR'S SIGNATURE ’ S({ -0 25 FUNERAL D[RECTO.. s 3 ADDRESS
LIW”" _é"" o o



IR A s et

) STATEM.ENT“BY LICENSED EMBALMER

L R T |

( hereby cértify that the body whose name is recorded on the reverse sildc of this certificate was embalmed by me, of by — oo,

——— ¢ eeeamem e eeussaaIeS PAR RS am Srmtan gm eam mmemsmmeee s st en s sek b be s £ A ST . Studont Embalmer No.

working under my persona! supervision.

SLUdENE vevnmvnnurcasenras Sizﬂ'mﬁ // %A”/ |

Student Embalmer

. ) Licensed Embalmcr No_ 4Z RQ

B 0. Address Hig 1nsv1lle Mo,

Note: The above M'UST BE SIGNED BY THE LICENSED EMBALMER inn his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)

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




