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THE DiVISION OF HEALTH OF MISS50UR|

STANDARD CERTIFICATE OF DEATH

Service

IFI LED MAY 1 6 195&|s?ruﬂon District No.

. Atg

.Primary Reglstmrlon District 'ﬂ_ Ooq —

58—020153

STATE F]LE&J@%
S Rebgishur o, 4

1.

PLACE OF DEATH

u__su

2 *USUAL RESIDERCE (Where deceosed fived- |f institution: Rcsld‘gce befora

L300 a. COUNTY a. STATE Misso b. COUNTY u}m-sswn)
i]_57 b. CIO'I'RY {If outside corporate limits, give TOWNSHIP only) Inside Limits c. CBTY Inside Limits
R
a tow  St, Louis Yes L1 NLd) | BT 1/ qTOWN St . Toud Ves{] No[]
| Py L1 O0UlS
¢. FULL NAME OSjéf NOI‘sI hgs i1ub ixe locppion) | Length of siay in 14 d. 8REET (If outside, give location) Reside on Farm
i HOSPITAL OR . u3.§ 1 HOB :I.Egj. I ADDRESS B
i 245 NsTiTuTion ty K # 2818a Wiscpnsain Yes[] N ]
: 3. :"TAME OF DE}CEASED First Middle Last 4. DATE Month Day Year
- ype or print . OF
| Margaret % .Schachner- Simoria pEATH  “ay 10, 1958
]
5. SEX - 6. COLOR OR RACE| 7. marRtED [ JNEVER, MARRIED ] 8. DATE OF BIRTH 9, AGE [In yeors | F UNDER 1 YEAR| IF UNDER 24 HRS.
- laat birthday} | Months | Days Hours Min.
’ Female White wooweo[X 7/oivorcen( 1| May 11-1883 7l I
10a. USUAL DCCUPATION (Give kind of work done | t0b. KIND OF BUSINESS OR 1. BIRTHPLACE {City and xtate or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working lifa, aven if retired) INDUSTRY .
| cusewife none St,.lovis, Mo, U.S.A,

130. FATHER'S NAME

13b. MOTHER'S MAIDEN NAME

14. NAME OF HUSBAND OR WIFE

Paul Michalek Wilhelmina Gebhardt doseph Simorka (Dec'd)
I‘.SI- WAS DECEASED EVER IR ':J. 5. ARMED FORCES? 18, SOCIAL SECURITY NO. 17. INFORMANT Address
(Yo onppgnkoenl| (1 ves. give wor or dotopebipigt<d | 49220583173 Henry L. Schachner 2822 Wisconsin

18. CAUSE OF DEATH (Enter only one :uusa per lina for (a), {b}, ond {e).)

PART I. DEATH

Canditions, if ony,
which gave rise 10
above ¢couss {a),
stating the under-

WAS CAUSED B

INTERVAL BETWEEN

IMMEDIATE CAUSE (a) CO”GEQT'IUE- BEART FAILUVLRE

ONSET AND DEATH

oueto oy ARTERICSCLERCT IC HEART

DISEASE

} DUE TO (¢}

USE ONL Y BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

é lying cowse last.
- £ PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING YO OEATH bur nat related 1o tha tarminat diseasa condition givan in PART | (a) 19. WAS AUTOPSY
T e . T 6( PERFORMED?
] HERAE LL-0 ves(] o]
- 5| 200, ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
= w
g v ] ] O
] F
v Y[ 20c. TIMEQF Heur Month, Day, Year
2 a INJURY  a.m.
§ E3 p.m,
E . 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor chouthome, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
= WHILE ATD NOT WHILE D farm, factory, street, office bidg., ete.)
& WORK AT WORK -
£ 21. | attended the decessed from ~22-58 . to 5=10-50  .ndtas sow g alive on 5-10-50
5 Death occurred at m on the date stated above; ond to the best of my kaowledge, from the causes stated.
é 22a. ATURE {Degres or title) 27h. ADDRESS 2¢, DATE slg%sn
= 9\ Mwﬂ M, 1515 iqafayette ~10~
-
23a. BURIAL, CREMATION, DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {Stala)

REMOV AL [Spetily)
'gurla

May 13-1958

S5 Peter & Paul Cemetery

St.Louis Mo,

24. FUNERAL DIRECTOR

ADDRESS

Gebken-Benz Mortuary 28?+2 Meramec

25 Wf RiCl?ZB’s.gCAL REG.

26. REGISTRAR'S SIGNATHMRE
g _/f:fjd’[¢ »ﬂi

—

{Licensad Embalmer's Statement on Reverse Side}




¥

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
by me, or by ........... B 4 = SO OO UUPUUPTRPRURTRURN , Student Embalmer No. ........ccoeevenen

working under my personal supervision.

Student ..o e e

G-, =i Le=CLeg

"

wdent Licensed Embalmer No,...l..0..0 4. ...

! 'l;‘. :O%J-Addressﬂ.z "2

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. .-

If this body-is not embalmed, fact'_ should be so stated above.



