. THE DIVISION OF HEALTH OF MISSOUR] 8.._02*?8 9
etere STANDARD CERTIFICATE OF DEATH "= GTATE FiLE NOWEER 6

Public

Service IF” Fn “” 2 1 1q%glsirunon District No. _....___:b.aa}\':. ________ Primary churrunon District No. ____3Q'1 a..) _________ Reglnmr s No., ___‘__l ‘a__________,.

, ‘7 t2 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residance befgie
300 , a. COUNTY Sal ine a. STATEBIIiS souri b. COUNTY Sal inéim'"m)yp
I\—57 b. CITY (If outside carporate limits, give TOWNSHIP only) Inside Limits c. CITY r" b3 Inside Limits
oR v No (] OR o9 v No [
o Marshall ef] No jomm  Marshall o | YesLX Mo
c. II-:ilC‘)”S-I!’-I'F::_AE QF (If NOT in hospital, give location) | Length of stay in 1b d. ST%%ET (If outside, give locatien} Reside on Farm
HOSITALOB76 S.Ellsworth (II years ADDRESSB7¢ g, Ellsworth Yos (] No )
| |
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeor
(Type or print) oP
Loul se schaber Albert DEATH July IS5th I958
5. SEX 6. COLOR OR RACE| 7. MARRIEDmV}éVER MARRIEDD 8. DATE OF BIRTH 9. AGE (in yeors | F UNDER i YEAR] IF UNDER 24 HRS.
| hday} [ Month: Days Haurs Min.
Female! | white wooweo[] ' ovorceo[J| June 4,1884 e I
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond slote or country) 12. CITIZEN OF WHAT COUNTRY?
during most of warking life, sven if ratired) INDUSTRY L O
House wife Own_home ¢ooper County, Mo, U.S.A.
13a. FATHER*S NAME 33b. MOTHER'S MAIDEN NAME 14, NAME OF H'IJ‘SBAND‘ OR WIFE
Andrew Schaber Marv Hahn Fredrick W. Albert
3 15. WAS DECEASED EVER IN U, 5, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
- '. ar W) e, QIVE WOF OF 28 of 3ervice,
(o gy or vrkrael| 0F yos, ghve war or dotas st senvicn) | Mrp g Ray Albert ,Marshall Mo. Star route
18. CAUSE OF DEATH (Enter only one cause per line for {a), (b), ond {c).) INTERVAL BETWEEN
PART . DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (a) cerebral hemorrhage -pulmonary embolus| 2 hrs.
e e s } bueto &) ——Esgential-hypertension
above covse (a),

stating the under-

DUE T0 (2) 33/X

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

z lying cause lasr.
- .»g- PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseass condltion glven in PART I (0} + 19, WAS AUTOPSY
° f, PERFORMED?
T ofe *‘beuma.to_iq_ar_tnrii.is YES[] NO
- 2| 200. ACCIDENT SUICIDE  HQMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART Il of item 18.)
p—rt w
s xffL_o o o
] G| 20c. TIMEOF .Hewr Menth, Day, Yeer
2 2 INJURY  a.m.
g ‘X p.m.
E . 20d. .INJURY OCCURRED ¢ 20e. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
< WHILE ATD NOT WHILE 'E] farm, factory, street, office bldg., etc.)
5 WORK AT WORK
s 21. | ottended the deceased 1940 1o d- ond lost saw bt aliveon __JURg 15,1958
H Death occurred ot - SQ E L I&'I . . m on the date stated above; and to the best of my knowledge, from the couses stoted.
__E_ 22a. SIGH. {Degree or title) Q 22b. ADDRESS 22¢. PATE SIGNED
-
z ~ ;Mazshnll.,_Ma . =16-58
230. BURIAL, CREMATION, | 73b. DATE  23c. NAME OF CEMETERY OR CREMATORY 234, LOCATION-(Clty, town, or-county) (Stata)

REMOY AL _(Seacily)
ur 1ai

7-19-1958 ':unset Memorial Gardens Marshall Missouri

26- nemsrnaw%m RE

g 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD, BY LOCAL REG.

Campbell-Lewis, Marshall Mo. Holo- S

{Liconsed Embolmesr’s Statemant oa Reverzs Side)




.- v . I . L

“STATEMENT BY LICEﬁSED-EMBALMER

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

by me, o-n-by- ...................... ., Student Embalmer No. ..........oeeennn.

working under my personal supervision.

Student oo e s
Signature of Student Embalmer

_— -y r

P. O, Addresa’x

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.

~—
I i s - 7 .




