Health, THE DIVISION OF HEALTH OF MIsSOURI 58:01482“5_ _____

C

& Weifare F“.ED AP 2 2 : STANDARD CERTII’ICAT[ OF DEATH STATE FiLE NUMBER
Pwblic R 1958 - _30 2’-
y Service Registration District [\ p— S _,________Pr_imcry Rawq_illralion Dls!{'l:! No. e 22 Reﬂi:trur's No.____ w8
K
I 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceos:d gacd If institution: Rulderu:e before
y . COUNTY . STATE - . UM dmission
> 30 ° Lafayette ° missouri Mbayette * 0S40
=57 3' b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits < CITY Ingide Limits d
q OR Yes Ne [ Or Yes Ncp{
0279 TOWN Lexington %! TOWN Higegingville Lk y
| <. FlOJ'S-l!'- NAM%OF If NOT in hospital, give location) | Length of stay in 1k d. STREETS {If outside, give location} Reside on Farm
H ITAL OR Al
INSTITUTION moriel Hospitel| 5 hrs. Dok  F ly/j Yos [] Nog]
3. NTA.ME OF DECEASED First Middle Last 4. MTE Yoar
int N .. .
{Type or print) Louis Albert Schowengerdt DEATH Y f/ 9 1958
5. SEX 6. COLOR OR RACE 7.MARRIEDNEVER marrieo[] 8. DATE OF BIRTH 9. AGE (In ,..,, FUNDER | YEAR| IF UNDER 24 HRS.
male 0 white wioowen[ ] i oivorcen(]|  March 12, 1900 last birthitpg) [Monihs I Oge | Heus | M.
10a. USUAL DCCUPATION (Giva kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country) 12. CITIZEN OF WHAT COUNTRY?
duri 1 of working life, if ratirad IND .
" Toader. '™ | 1ce Plant nigginsville, in0 14 USA
132. FATHER'S NAME 13b. MOTHER*S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
Louls n. Schowengerdt rvizzie neld Mrs. Viola schowengerdt
W
a2 [ 15 WAS DECEASED EVER IN U 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
] (Fes, o, ot skl yos, gie ~gglrmer o vericsl 1 494-30-4200 yrs, viola schowengerdt aigginsville, x
o 18. CAUSE OF DEATH (Enter only one couse per line for {g), (b}, and (c).} INTERVAL BETWEEN
w PART |. DEATH WAS CAUSED BY: 4 . - ONSET AND DEATH
i IMMEDIATE CAUSE (o) '
= ‘ Fepecrd,
= . j -?Mi
w Conditions, if any, . DUE TO (b) ﬂ S /# ﬁ .
= which gave riss Ko — A
- above c;:ulo ia). }
z statin - ore
g z |;;:0 gtma-u?ult. DUE TO (c) 4&00
- PART (. OTHER ${GNIFICANT GONDITIONS CONTRIBUTING TO DEATH but not related 1o the rerminal disease condition given in PART | {a) 19. WAS AUTOPSY
T i< ﬁ PERFORMED?
s S ARAAANAY YES[] NO°
- % 5| 200. ACCIDENT SUICIDE HQMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of irem 18.}
= = w
2 xf¥ O ] ]
] F :
¢ < B5[ 20c. TIMEOF .Hour -Month, Day, Year
2 afs INJURY  “a.m.
'g : &3 p.m.
E % 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
- w WHILE ATD NOT WHILE O form, factory, sireet, office bidg., etc.)
g 3 WORK AT WORK . ‘ -
E 21. | attended the dncoesad from . to 4 q Y J and lost uw::ﬂh'ﬂ on s q ( k
: Desath occurred ot ’ m on the date stated above; and to the best of my km-rlod;?, Erom the causes stated.
§ WH egrey or title) 0 j‘ '8 22b. ADDRESS . z Z 22¢. PATE SIGNED
]
7 Mfm/ f %a_%z 4‘31-0‘?9“4"'” #-/2-SF
230, BURIAL, CREMATION, | 23b. DATE 23¢. NAME OF CEMETERY OR CREMATORY "Z3d. LOCATION (City, rown, o county) {Stara)
REMOVAL {Spesify)
r(, puria april 1T, 7958 Uity ﬂigginsville s MO,

24. FUNERAL DIRECTOR ADDRESS 25 DATE RECD. BY LOCAL REG. STRAR'S SIGNATURE
. A, Hoefer nigeinsville, uo. f—r8-5% Zm&iﬁaﬂaé

{Liconsed Embalmar’ s Stotement on Reverss Side)




STATEMENT BY LICENSED EMBALMER

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

by me, os by ..ieviiiiriiiiriii s fe e ieessesesesessensreatrerrrriiisersiisrassasnnatrras . Student Embalmer No. ...........covnveen

working under my personal supervision.

Student ... Slgnedml/ fL/ /,) /% ﬂ:h_/

Signature of Student Embalmer

Licensed Embalmer No....4801..........

P. 0. Address,, 1gginsville, xo.

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




