THE DIVISION OF HEALTH OF MISSOURI

5. No.300 . .
o | FLED OCT 241955 '/ NDARD CERTIFICATE OF DEATH ser e 32132
BIRTH NO. REG. DIST. mNO, _31_8___ PRIMARY REG. DIST. IO].O_DB_ Regisivar's No 8833
1. PLACE OF DEATH ' 2 USUAL RESIDENCE (Whare decossed livad. If lustizocl idence bufore
\ a. COUNTY A STATid b, COUNTY sdictmion),
(o ]
b. CITY (i outsida ¢orpurate limits, write RURAL and give ¢. LENGTH OF ¢. CITY 4. Is Residencs within limits of
[s] w co . .
TOWN St. Lohis toweatip)| STAY o hiesinen| OBy St. Loudls _ f‘-’-”ﬁ“"“"’r‘&‘""u‘:"é_
d. FH&PP‘IBMEO%F {If not {s hoepitsl or insticution, cive streot sddre- or locatlon} ..ASTRREE‘;TS i (E1 rural, give location) E ’_s , O
INTITUTION 6511 Tennessee Ave, /ggp 5511 Tennessee Ave. /
3. gg'%;“éﬁ s?a'i-: a. (First) b. (Middle) ) ¢. (Lest) 4, DM-E (Month)  (Day)  (Vear)
(Tweor Priny  HARRY LOUIS SCHERZER A0 ot s B tH, 1955
5 SEX . ?| 6. COLOR OR RACE { 7. MARRIED, NEVER MARRIED.4 8. DATE OF BIRTH 9. AGE (In yenrs] IF UNDER | YEAR | o UNDER &4 HEs.
WIDOWED, DIVORCED (&8s ¢ birthduy)} Monthn, Days | Hours | Min,
_Male | White |widower _ ° |Sept. 22, 1887 8™ I l
102. USUAL OCCUPATION (ke kind of work | 10b. KIND OF BUSINESS OR IN. | 11. BIRTHPLACE (i, 4u4 stace or Foreips Country Q) | 12 CITIZENOF WHAT
uring 1ife, even if retired) DUSTRY ¥ aad State or Foreig 4 COUN
| Refired Halesman — Swift & Co St. Louis Mo. GULR,
: 132. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND/OR PIFE
| Unknown Scherzer | Clara Strittmater Clara Mae Scherzer
E-' WAS DEEkEA‘SEP E\(I;ZR INﬂU.S.ARMdED FORCES? | 16. SOCIAL SECURITY 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
oa, ha, or Dow D, oa, xive war or dstes of servies) Q.
o = one " |39m_03_a060 | Melvyn H. Scherzer 5725 Goethe Ave.

PuSE OF DEATH I. DISEASE OR CONBITION
. Enter only onecauseper | I.
line for {a), (b), and {c) DIRECTLY LEADING TO BEATH*(5)

MEDICAL CERTIFICATI INTERVAL BETWEEN
j ] *
‘.3-—._%@,

*This does nol mean | ANTECEDENT CAUSES

the made of dying, such | Afordid conditions, if any, giving DUE TO (b}
. a# heart fallure, nsthenia, | rise to the obove cause (a) slating
de. It meons the dis- the underlying couae last.

care, Infury, or complica- DUE TO {c)
tion which caused death. | 11 OTHER SiGNIFICANT CONDITIONS

Oonditions contribuling to the death Sul sof
related to the disease or condition cousing death.

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 0 20, AUTOPSY?
TION g_,l 20+ [E/
2ja. ACCIDENT (Bpeeily) 21b. PLACEOF INJURY (e.s.. Inoraboat | 2Tc. {CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE .~ . | bome,{arm, fastory, strest, offios bldyg..ena)
HOMICIDE - - R -
21d. TIME (Month) (Day) (Year} (Hour) 2le. INJURY OCCURRED | 2If. HOW DID INJURY OCCUR?

WHILEAT NOT WHILE
WORK AT WORK

INJURY o.

195; that T last saw the deceased
atl deatX oceurred al ., Jrom the causes and on the dale slated above.

Mﬂuw Bb.rjm ! ! .-W &.[71’5& ED
oL il o I Fa ;zl
RIAL, CREMA- | 24b. DATEY [ [ 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity} bown, or connty) [ (fiate)

TiS" “‘f°"f‘“"""” 10-11-55 Sunset Burial Park |St ILouisVcounty Mo.

DATE REC'D BY LOCAL RAR'S SIGNAJURE 25. FUMERAL DIRECTOR'S SIGHNATURE ADDRE 3S
0CT 101955°° ZW My AKriegshauser 4228 S.Kingshighway Bl.

2. I herel) certy
aliy,
2a. 511G

WRITE PLAINLY-—-USING UUNFADING BLACK INK—MAKE A PERMANENT RECORD

3 Embal e S on R Side)




ll

STATEMENT BY LICENSED EMBALMER

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

DY ME, OF BY it rtira e i eeiaaiaceeeraieiaoncissraaaaneataaeeaanas , Student Embalmer No.............
working under my personal supervision.. Y
?
. v
o) )
Student...cooooii i eiiaaiariinaaan, L. ARV P ST o o oty
Signeture of Student Enbalwer L/
: Wy
Licensed Embalmer No..ﬁﬁ
P. O. Address ... .

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.

™% this body is not embalmed, fact should be so stated above. -



