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Doctor, coroner, ete. must use only standard nomenclature in item 18. No symptoms wiil be listed, Al

Coroner cannot certify to o death due to natural causes,

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

diseases in Part | must be casvally ralated..
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PART I. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE.(a)

18. CAUSE OF DEATH {Eurer only one cause per line for {c), (b) and (¢}, |

INTERVAL BETWEEN
OMNSET AND DEATH

/:,u_a_-.u..

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decuased lived. |f institution: Rosidence befors
o COUNTY a STATEE b. COUNTY adil ssion)
: [s]
b. Cé}‘( {If cutside corporate limits, give TOWNSHIP only) | Inside Limits €. CCI,LY Inside Limits
Town _ St. Louds Yeg! NeD Town  St. Louis Yes NoO
c. I-Iiglgf!’-nh":l{*EOOF {1f NOT inhospital, givelocetion){i ength of stay in 1b ﬁ (I cutside, give location) Reside on Form
2uwstirution  St, Lukes Hogpltql 22yrss A4l thooress #21 Thornmberry F1, YesO Nodd
3. NAMEK OF Firat Middle Last 4. DATE Month Day Yeor
DECEASZD ,
(Type or printy Augustus Michael Schlessing PEATH Nov, 9, 1957
5. SEX ‘U] 6. COLOR OR RACE 7. MAmnyn'E] NEVER MARRIED [] 8. DATE OF BIRTH AGE (In years | iF UNDER 1 YEAR hiF uNDER 24 MRS,
M W 14, 1893 645‘(_”""‘“9) Months | Days | Hours | Min.
wipowen [} pivoreen ) May » =
“§10a. USUAL OCCUPATION ((ise kind of work done [ 100, KIND OF BUSINESS OR INDUSTRY [L1. BIRTHPLACE (City and atafc of courtry) [12. CITIZEN OF WHAT CORINTRY?
during most of werking life, even if retired)
Mfg. Medical Fgquip, {H,Schlessing& Co. . Austris USA
13. FATHER'S NAME : - 14, MOTHER'S MAIDEN NAME
Anthony Schlegsing Unkmovm
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.}17. INFORMANT Address
{Fer, no, or unknown) {If yea. pize war or dales of sertice}
No None 488-01,-0537 m_mmm_smaaing_ﬂo hornby, P

Conditions, if any, DUE TO (&)
which gare rise to
above cause (a), . . SArTee .
ataling the under- .
x tying cause last. DUE TO (c)
k=3 PART.IL. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEM.IN PART I(n) . \:;iag;ggf;‘f
[ ,
g : ‘7‘2_0 i s® wod
i= | 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED, (Eater nature of injury in Part I or Part Il of iter 18.)
z 0 o 0
= | @ TIME OF  Hour. . Month, Day, Year
b INJURY e m. - T
E p.m. N
X | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (¢, ¢,, in or ahout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT ' NOT WHILE Sarm, factory, street, office bidg., ete.)
WORK AT WORK /

21,

B -
1 attended the deceased ho:,n_rA%_LJ_L
Death occurred at _._é — .

3
. to Mand last saw ;:;' alive on ML K]

m on the dagﬁc‘unted above; and to the beat of my knowledge, from the causes stated.

-

22s. SIGNATURE - - - (Degrge or title} ¢’ |22b. ADDRESS : R : 22c. DATE SIGNED
MM ﬂ 7?4.4, & 77, 27 uo M&" Core R A
23a. ‘BURIAL, CREMATION, | 236, DATE 23c.MAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town. or county) ' {State)
REWOVAL {Specifin - ) .
| ‘Cremation [ Nov, 11, 1957 QOsk Grove Crematory ~ jouis Ca, ., Mo, s
24. FUNERAL DIRECTOR ADDRESS 5. DATE nEco.'v_ LOCAL REG, |26/BEGISIRAR'S SIGYATURE -
P | 7
W éﬂﬁﬂé&gﬁ/ NWV-12%7 (X Latl Achha TR i
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{Licensed Embclmer’s Statament on Reverse Side) 2
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"STATEMENT BY LICENSED EMBALMER

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

byme, OoF by «.oniin e O S S teseenes , Student Embalmer No...........

working under my personal supervision.. . . WWW% '

Student ..o ciie e cmgiaaiasoicsaacnsssaranan

.

LR . PR i ‘ .
' iNote: The above MUST B
+16-comply with"the above constitutes grounds for revocation of license).

“” If embalmed by a STUDENT, he alsc 3hall sign in his OWN handwriting. & T
If'thi_s body is not embalrned, fact should be so stated above. o L _
Nt IR S ' .. e



