lth, THE DIVISION OF HEALTH OF MISSOURI 58_0201
Welfare STANDARD CERTIFICATE OF DEATH 2 STATE FILE HUM

e NFILED MAY 2 3 1958, 000 oo to AR i ioresekdIDR e DIZD

. 1. PLACE OF DEATH 2. USUAL RESWE {Where deceased lived. I institution: Res‘;dgncg bpfore
. COUNTY . STATE b COUNTY admissi
%0 ° . 1SS0 oRY )"{’

r g

-57 b. CITY {If cutside r.orpumta limiss, give TOWNSHIP ogly). Inside Limits c. CITY Inside Limits

T0uN S o o/ls o [reeOneOd ,a TS\‘.‘,N 57" Lo o /'J' Yos[ ] No[]
FULL NAME QF (If NOT in hospital, give locatie ) Lengtlfsf stay in 157) |4 d. f outside, give locatien) Reside on Form
ST o R b0 G ot U Bk 55, ¢ s |

3. NAME OF DECEASED First ¥ Middle Last 4. DATE Manth Year

Y V) ScHpvrANy Skl oo /NAY /3 /ﬁgj

5. SEX KP 6. COLOR OR RACE 7.MARR|ED@*¢ er makrlEn( ] ‘8. DATE OF BIRTH 9. AGE ({In yeors £ UNBER | YEAR] IF UNDER 24 HRS.

MA ’P WHITE wbowED[ ] DWORCEDDJE}L\{ 3, /299 :éu;?dm Months | Days | Hours I Min,

IDG USUAL OCCUPATION (Give kind of work dore | 10b. KIND OF BUSIHESS OR 1. BIRTI‘FLACE {City and storl or :oun!ry) 12. CITIZEN OF WHAT COUNTRY?

BEER “BiTIER RUSEY Brewedt ST sowis | (U

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. HAME OF !'[USBAND OR WIFE

HRIST/IAN SCHAUMANN - WilllIce HoRETTA &:HAUMANI‘/

15. WAS JECEASED EVER [N U, 5, ARMED FORCES? 16, SOCIAL SECURITY NO_| 17. INFORMANT Address

{Yos Ao bunlmqwn)l (If yos, give war or dotes of servics) ¢¢¢.a3 aRET_{A J;HA UMANM 332’ S 7

18. CAUSE OF DEATHAEnIar only ane cuuso per lina Br (a), (b}, and {c). 6 INTERVAL BETWEEN
PART I. DEATH WAS CAUSED B ONSET AND DEATH
IMMEDIATE CAUSE (a) Adenocarc:.noma of transverse colon, , 6 months,

(splenic flexure).

abave cavse {o},
stating the under-

Condltions, if any, } DUE TO (b)

which gave rise to
DUE TO (¢) /53' ’

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

=z Iying cause last.

- _g : PART iI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disease condition given In PART I (a} 19. WAS A{l).];gé'os‘?(
s L3 » I3

5 £| Intestinal resection and wound separation while hospitalized, each a Yea By No 0 /
. E| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury-in PART | or PART |l ofitem 18.
= & ‘ 4 surgic 6cedure.

3 u O O dJ

4 S[ 20c. TIMEOF How  Month, Day, Yaar

2 3 INJURY  am.

‘.:i ‘X p.m.

E 20d. INJURY OCCURRED e. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY . STATE
T WHILE ATG NOT WHILE 1 farm, factory, street, office bldg., ete.) '

S WORK AT WORK

E 21. } ottended the deceased from 5—8—58 . 1o 5—13—58 ond last iowm alive on 5"12—58

5 Death eccurred at about I1T:00 a.m, 2 m on the dote stated above; and to the best of my knowledge, from the causes stated.

- 2%0. SIGNATURE @E w titly) b 72b. ADDRESS Z3c. DATE SIGNED
-

= C.E.Stindel=M, LQ . ™M D 3701 Grandel Square, St, Louis |5-14-58

230. BURIAL, CREMATION, | 23b. DATE 23: NAME QF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) ﬁ)
REMOVY AL (Specify) {5 - - e )
goa MR 1] 195f YEW ST VARG ¢r 57 Lov/lS

V4]
coce [ WIS | R e 72




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse sxde of this cert:flcate was embalmed

by me, or by ...................... e raeee e e e ——earat e ranteaaeraarrreenn s . Student Embalmer No ...................

working under my personal supervision.

Stadent ..o e eaeaae Signed
Signature of Student Embalmer

u.:ensed Eb;lmet

Néte: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his"OWN THANDWRITING. (Failire
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting. “ s
.. If this-body is not embalmed, fact should be so stated above.




