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D’U‘ WRITE PLAINLY—USING UNFADING BLACK INK-—MAKE A PERMANENT RECORD

FILED MAY 7 1956

THE DIVISION OF HEALTH OF MISSOUR!
STANDARD CERTIFICATE OF DEATH

. John Sayles

i5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURIT(';’

Mary Maxwell

(Yes, nN06|mknown) (If yea, wive war or dates of service)

None

No.J.Schiltz

BIRTH NO. REG. DIST. No. _ 42 PRIMARY REG. DIST. uo.5_1.34=__ Fegistrar’s No. 482
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers detoased lived, If institution: residence before
a. COUNTY : a. STATE b. COUNTY adanlmiond.
Buchanan Missourl Buchanan
b. CITY (1f outside corpurate limits, write RURAL and .m ¢. LENGTH OF c. CITY d. Is Resldence within Ilzits of
STAY (in this place) QR a chy ﬁnwrpﬂukd town?
TOWN RURAT, ;WASHTNGTON- TWS 25 Yra ToWN Tndustrisl City B D N
d. FULL NAME OF (Il pot in hoepital or lnstitution, give streat nddros or locatlon) o STREET (If rursl, give locatlon) [{U
HOSPITAL OR ADDRESS
wsntonien  BElm St Industrial City Elm 3t, o o)
3 N E OF a. {First b. (Mliddle) ¢. (Last
DECEASED {Firsc) { (Last) ‘ 4. DSTE (Month)  (Day) (Year
{ Type or Print) Kate ) Schiltez DEATHAPI'. 26’ 1956
5, SEX 6. COLOR OR RACE | 7. \I;’IIARRIED, NEVER I\ESRRIED. 8. DATE QF BIRTH 9, AGEI:-:I:;.)‘" Llir UN‘:R ) YEAR | F UNDER o WS,
{Speeif; t ¥ 1] Days | Hours | Mi
emale ' |White S July 6, 1881 | W4 | | ™
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE (it 4s F y c 12, CITIZEN OF WHAT
d A Ui, it ratired) b ¥ am tate cor Forsign Country NTRY?
biedbicH -3 AN - Rt At Home Amazonia, Mo. '
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND'OR WIFE

Nicheolas J. Schiltz

17. INFORMANT'S SIGNATURE OR NAME

ADDRESS

Indastrial City

Elm St.

21a, ACCIDENT
SUICIDE home, farm, factory, streot, offiow bldg. e10.}

HOMICIDE ———""""———

———

———

18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
. ONSET AND DEATH
 Enter only onecsuseper | |- DISEASE OR CONDITION _
_ ¢ M
Jine for (a), (b, ond (e) DIRECTLY LEADING TO DEATH® () ay’ 4,¢cn.‘4J
*This does not megn | PNTECEDENT CAUSES D :: 2 - 9
the mode of dying, such | Morbid conditions, if any, giring DUE TO (b} o
aa heart falture, esthenia, | rise to the abose cause (o) dating .
ce. It wmeans ihe dig. | the underlying cause last. . W% .
caue, infury, or complica- DUE TO (¢} u
tion which cavsed death. | 11. OTHER SIGNIFICANT CONDITIONS ﬂ .
Conditions contributing to the death but not
related to the diseare or condition causing death.
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION . .20, AUTOPSY?
'B78X | w0 W@
e s * YES NO
(Bpocily) 21b. PLACE OF INJURY (e.g..inorabout | 21¢. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)

Zle. [NJURY OCCURRED

WHILEAT HOTWHILE
WORK AT WORK

214, TIME {Month} (Day} (Year) (Hour)
" INJURY  —e—————— .

2if. HOW DID INJURY OCCUR?

2. I hereby certify that I atlended the deceaszﬂ‘from
alive on

e

lo __ﬁ"..Z_G’_, 19.&, that I last saiv the deceased

., from the causes and on the dale stated above.

)

23. SIGNATURE (Degree or title) [

/230, ADDRESS

' W15 .
__L’ni_ 193% , and that death occurred at= = JIE

/ y7 oAl

2. PATE SIGNED

H# R -5

24b, DATE

Apr 28,4546

=

24s. RURIAL, CREMA.
TIO EMQVAL (Bpedify)
r+ @

emtor:'e

‘BME OF CEME—.TERY O'R-ERE'M'MO’RT'

?c-r

244, Lt

TION (Qity, tcwn. or oo;ﬂr.y)

J'a.SCP‘ _}I!a.

(Einte)

DATE REC'D BY L%%%L REGY RAR'S SIGNATURE

UMERAL DIREC

{24

7.

 May 3, 1956 ]

(Licensed Embalmer’s S

AL egrn SIAER G D212 ,‘/g e L5 f

emext on Reverse Side) _.

OR" 5 /% IGNATURE
/

g

:?;@o);,,




'STATEMENT BY LICENSED EMBALMER

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

working under my personal supervision..

Student.....covuioveceamiicnairnarrarserozaessiranans Signed........ .
Signature of Student Exbalmer

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

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




