1

WRITE PLAINLY—USING UNFADING BLACK INE—MAXKE A PERMANENT RECORD

. No. 300

10.48

d

FILED SEP 21 1954  STANDAR

THE DIVISION OF HEALTH OF MISSOURI

D.CERTIFICATE.OF DEATH

State File No

321'?7 e

8360

3 I 8_ PRIMARY REG. DIST. NO.]_O_D_S_ Registrar's Nowe e vrievsicmsssmmssesions

BIRTH KO. REG. DIST. NO.
1. PLACE. OF DEATH 2. USUAL RESIDENCE (Where deccased lived. If Lostitatlon: remidsncs bufore
. COUNTY . . a .
8 . a. STATE Missouri b. COUNTY dimlseton)
b. CITY (f cutside corpurate Hemits, writs RUBAL and give ¢ LENGTH OF || <. CITY . & I Reskienos within lmfts of
St Louis P STAY ikl 18N St,Louls | EETRET
d. FUIJ.N.I{\AI?.EOmeh tal or Inativetion, give streot addram of location) DRBS I rural, give boeation) ﬂgﬁ
 INSTITOTION. Deaconess Hosp .{‘“’ 5621 Enright 2" o
3. NAME OF s (First) b. (Miadle) ¢ (Last) 4. DATE (Month) (Day)
D Ay, (Year)
{ Type or Print) DELLA ) SCHREIBER m-:?\ﬁ'u Sept 10 1954
5. SEX l 6. COLOR OR RACE | 7. #]mmsn rém-:n MARRL 8. DATE OF BIRTH 3. AGE s rean ;m.m ¥ o & K.
VORCED ’ H Min,
Female "| White ivorced Apr 22 1896 l BB >
0a. USUAL nog:gmﬂou Gbveind ot ok 10b. KIND OF BUSINESS OR I | 0. BIRTHPLACE  (ciyr cad State or Forsign fmmi_a 12 cgmﬁwpmﬂ
Clerk Clothing Clea.ner Missouri
13a. FATHER'S NAME 13b.. MOTHER" S MAIDEN NAME . 14, NAME OF HUSBAND'OR WIFE
Michael. Shellev 1 __Bridget Mu_li_h;% William Schreiber _
(5. WAS DECEASED EVER IN U, 5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
‘W, 1o, o7 TnkDow| war or servicn! NO. s
O oo zikmom) | (L sire s o s of seviee) Mrs E F Schneider Rt 1 Box 341 Ballwin Mo.

_ Enter only onscause per

18, CAUSE OF DEATH L :
1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH®(5),

. MEDICAL CERTIFICATION

lins for (s}, (b), and (c)
—_— ANTECEDENT CAUSES
Morbid comditions, if ony,

. *This docs nol mean
the mode of dying, such

dlr-l;g Vefcedw--f Pug L Z/S‘ﬁ{.fe

INTERVAL

BETWEEN
OE AND DEATH

' giring DUE TO (b) 74/"7(-6-’-'”— Sclpross 5 ¥

a# beart fallure, asthenia, | Tise t0 the abose cause ra) dﬂha e
de. It means the ¢ha- | the underiying cause lodd. . Mﬂ/ﬂ ce/ J‘f?"’
cane, injury, or il DUE TO (g)

I mos,

Il. OTHER SIGNIFICANT CONDITIONS

tion which caused death,

" Conditions contributing to the death but not
related to the dlsease or condition causing death.

19a, DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
TION N
_ . _ ves (] wo [B”

21a. ACCIDENT (Bpwcily) 21b. PLACEQF INJURY (es.. Incraboat | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE bome, tarm, fastory, strest. offios bldg..me.)

HOMICIDE » _ :
21d, TIME {Mouth} (Day) (YTear) (Houor) 21e. INJURY OCCURRED | 21f. HOW DID INJURY QCCUR?

. WHILEAT[—} NOT WHILE

T INJURY =. | woRk AT WORK L/ l’ 9‘ X

2] .hercby cerhfy thal I attended the deceased from _7_.2.3_ 19_5?¥_, lo

-/ & , that I last saw the deceased

Pm , from the causes and

alive on & , 1 , and that dealh occurred ot he dale staled above.
23a. N E ' . (Degrea or title) | 23b. ADDRESS  ° 2. DATE SIGNED
-EG~EMJA[44 q /[[{hé_./'//ﬂdéw'/ 9/11/54
24a! BURIAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24a."LOCATION (Olty, town, or county) (Btato)
VORI E P | Sep 13 54 Calvary St Louis Mo .
DATE REC'D BY LOCAL | REG 'S SIGNATURE 25, FUMERAL DIRECTOR' S SiGNATURE  ADDRESS
SEP 13 195% s E.J.Schnur 3125 Lafeyette

{Licensed Embalmer’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

s

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

by me, or by ........... 4etteaaceecmarannntrasnrrassarrrrraTaatasssestenesamssesenvoen PR ' Student Embalmer NO..oemeeene---

working under my personal supervision..

Student......ccocisiimuirirannsoratraesazaciemarsanas
Signature of Student Embelmer

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
14 this body is not embalmed, fact should be so stated above.




