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STANDARD CERTIFICATE OF DEATH

Primary Rnglsimucn Dlslri:l No.

OF MISSOURI

44378
STATE FILE NUMB)
Rtgiﬂrur's No.! x;

Fos5/

. PLACE OF DEATH
o. COUNTY
Perry

2. USUAL RESIDENCE {Where daceased lived.

o STATE M4 gsouri ©Y

If institution: ‘Residence before

Be r'f*y

b. CgRY {IF cutside corperate limits, give TOWNSH!P only) lnside Limits c CIC;I'RY . Inside Limits
o Perryville Yoo DL N0 om Perryville  ,g/pld w0
c. FULL NAME OF {}f NOT in hospital, give location)_ | Length of stay in 1b d. STREET If outs ive loc Ilon) Reside on Far
HOSPITAL OR ADDRESS
INSTITUTION 3 WP gc'ran ooress 525 W, df nd Yes (] Nog
3. NAME OF DECEASED First Middle Last 4, DATE Month Day Year
(Type or print) . or .
Louis Joseph Schumer | ceamNov,4,1957
5. SEX £ & COLOEE OR RACE mmm o[ JNEvER MARNEDD 8. DATE OF BIRTH 9. AEE Enr:é;c" ::-TIE’-EFEI!:,EAR I:DI::DER :;:‘-Rs.
Male | White | weh® ovecoOlMarch 11,1874 '5 [
100 USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSIMESS OR 11. BIRTHPLACE ([City and state or country} 12. CITIZEN OF WHAT COUNTRY?
during mast of working life, sven if retired) INDUSTRY .
Retired Farmer lAgricultturei Perry County. MO U.S.A.

130. FATHER'S NAME

13b. MOTHER'S MAIDEN NAME

Unknown

14. NAME OF HUSBAND OR WIFE

Theresa Schemel’

Frank Schumer

15. WAS DECEASED EVER IN U, $, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
{Yes, no, o, nawn)] (If yes, give war or dates of service)
e Otto Schumer, Perrvville, Mo,
18. CAUSE OF DEATH (Enter only one cause per line for (a), (b}, and {c).} INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: o - TﬁND DEATH
MMEDIATE CAUSE (o ___Acute myocardial failure rs.
Condition, 1 ey, . DUE T v -_-O€NEralized arteriosclerosis 10 yrs.
which gove rlse
above sccuso (o‘)‘. } R
z Dy conne. tons. ] DUE TO (<) Bedfast 2 yrs.
= PART il. DTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but ot related to the tarmina! diseass coenditian given in PART ) (a) 19. WAS AUTOPSY
3 PERFORME
af G ~ 580 _YES[] NO
% | 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
W
© = d O ‘o
S| 20¢. TIME OF .Hour * Mionth, Day, Year
8 NJURY  om.
o - pm
20d. INJURY OCCURRED | 20e.- PLACE OF INJURY (e.g., in or aboutheme, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
wHILE ATG NO'[ WHILE D farm, factory, strest, office bldg., etc.) . R R
WORK
6. 1 oﬂendcd the docooud from _Inmmlusa to lq 57 and last saw lh:m alive on JU]-Y 1957
Death occurred ot Fa 5 A0 P M - m on the dote stated above; and to the best of my knowledge, from the cousas stated.
220, SIGNATURE (Degme or titly 2J-22b. ADDRESS 72c. DATE SIGNED
2 RF Perryville, Mo. 6/57

23e. BURIAL, CREMATION,

23e. NAME OF CEMETERY QR CREMATORY

234. LOCATION (City, town, or county} - {S1ate)

ﬁﬁ???? o 7 1957%t-"Bog'fnCe Cem. Perryville, Mo,
y /- 7-52
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. . - g STATEMENT BY LICENSED EMBALMER

-1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

by me, or by i Crettveeenreenenarrenneasaeatanraraner b biatiansatareraran .» Student Embalmer No. ............ceceuene

working under my personal supervision.

Student i i e e Signed ................ T ol A
Signature of Student Embalmer . ’

sl oo +-- -Licensed Emb Nowg . é
) R -« « " 'P. 0. Addres U AAs %
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hlS OWN HANDW
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwntmg .
1f this body is not embalmed,.fact should be so stated above. | : T

- oS . . d -




