o)

WRITE PLAINLY—TUSING UNFADING BLACK INE—MAKE A PERMANENT RECORD

FIED JUN 27 1955

THE DIVISION OF HEALTH OF MISSOURI e )
STANDARD CERTIFICATE OF DEATH st Fie o o036

-
REG. DIST. NO. _31_8. PRIMARY REG. DIST. KO. _]_mg Registrar's Na.....snggé.

BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decensed lived, If institation: residence befors
a, COUNTY &. STATE b, COUNTY adicimSon),
Illinols Edwards
b. CITY (1f ocuteide corpurata limits, wrlte RURAL and give ¢. LENGTH OF c. CITY 2. In Residence within lmits of
R OR
T8WN ST. LOUIS, I'ESSWRI toweahip) | STAY (in this place) i GI‘a i 119 -‘:rue’y Incorpﬁr:lcd w;ﬁrr
d. F#E%P{‘%‘AT_EOORF (I oot in hmp%ul or [ostitytion, give streot address or location) . lA%IEREgS (If rursl, give location) % ( Fa %
o
osriaL ok BARNES HOSPITAL
3. NAME oF s. (FiTst) b. (Middle). e (Last) 4. DATE (Manih)  (Day)  (Year)
(Tvpeor printy  MAB (nM) ROCKS peat  June 1, 1955
5. SEX 6. COLOR OR RACE | 7. M]ARF;‘I;EB NF‘}IEEC%BRRIED. 8. DATE OF BIRTH 9. :.GE!’(‘LB yenme t-l; U&ﬂ | YEAR | tr UNDER u HEs.
. . (Bpecify) t day) oo Deys 3 Hours | Min.
Female ll white MErR o0 ‘] Nove 29, 1890 |
108. USUAL OCCUPATION (Giiwe kind of work | 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE . : - 12. CIT
. o e o 'orun‘m.'.:.nnu :.‘;rr:a) ' DUSTRY i (City aad State or Foreign Cauuyl/ COU!*:%E:?FWHAT
Housewife At Home Clay County, Tllinois UeS.A.
133, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND/OR WiFE
Adam Schrader. Unlknown I
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yea.no,or unknowa) | (Ff yes, give war or dates of service} NO. . L. .
No, Nil, None Joa Rooks Grgyville, Tilinois,
18. CAUSE OF DEATH MEDICAL CERTIFICATION Ig:gg}r.?‘lﬁgEJE\xEEN
. Enter only onecatise per i. DISEASE OR CONDITION TH
line for (a), (b), and (¢y | PIRECTLY LEADING TO DEATH® () MM& M
: ANTECEDENT CAUSES
*This does nol mean
the mode of dying, such | Aorbid conditions, if any, giving DUE TO (b) Cardiovascular Disease Y5,
a8 heard fatlure, asthenda, | Tise to the above cause (a) statng
de. I means the diy- the underlying cause last.
eaze, infury, of complica- DUE TO ()
tion which eaused death, | 1. OTHER SIGNIFICANT CONDITIONS
e Conditions contributing to the death but a0l
” | _related to the disease or condition cousing death.
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION
ves [ wo EJ
21a, ACCIDENT (Spweity) 21b. PLACE OF INJURY ¢e.x..lnorabougt | 21c. (CITY, TOWN, OR TOWNSHIF} (COUNTY) {STATE)
SUICIDE home, farm, Ingtory, strest. office bldg..av0.)
HOMICIDE .
21d. TIME tMoath) (Day) (Year} {Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? '
WHILEAT NOT WHILE
INJURY . ' = | “work AT WORK S70 e
22. I hereby certify Wenﬂe gge deceased from __f‘ﬂL, 1 _5_, lo _b_'lll-_, 19__55, that I last saw the deceased
alive on — , 19 , and that dealh occurred al m., from the couses and on the date slated above.
23a. AT E ~ ¢Degroe or tir.ltb 23b. ADDRESS . . . Pl,r 23¢c. DATE SIGNED
i Vit M v BARNES HOSPITAL |~ e g
24a. BURIAL, CREMA. | 24b. DATE” i 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Olty, town, or county) {State)
TION, REMOVAL (Bpeciiy) .
emova 6~-15=55 L,ocal Grayville, Tllinols,

JUN 161955°

DATE REC'D BY LOCAL

25 FUNERAL DIRECTOR'S SIGNATURE

Albert H. Hoppe 4700 Washingtone.

ADDRESS




STATEMENT BY LICENSED EMBALMER

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

working under my personal supervision..

Student .. ... i iiciiioisciaiinaaaas
Sighature of Student Embalmer

Licensed Embalmer, No... &.....

3 P. O: Addresvf% ..........

.. Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fa
to comply with the above constitutes grounds for revocation of license]).
1If embalmed by a STUDENT, he alsc shall sign in hiss OWN handwriting.
74 this body is not embalmed, fact should be so stated above.




