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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CATE OF DEATH
lﬂLED AUG 2 8 is&iﬂrulion' District Neo, gi‘lé’ﬁrimmy anistruﬁ?p Dillric}ﬁ:,_l

58—-030935

STATE FILE NUMBER

003....

— Rugisltut's No.._.,

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence o;.
a. COUNTY o STATE M4 gsouri b COUNTY odmu?z(
b. CITY (1f oulsiq_. corperata limits, give TO_:WNSHlP only} Inside Limitg c. CITY - Inside Limits
o St. Louis, Mo. Yos O] N (J own St. Louis Yes[J Mol
c. FULL NAME OF (lf NOT in hospital, give location) | Length of stay in b STREET (I cul:lde, glvt location) Reside on Farm
/5 painunion Lutheran Hosp. a7/ éf sooress 6136 Loulsiana YOO N
3 :!ah;fcorl;?’:)CEASED First Middle Lcs! 4, DS;E Month Day Yoor
William Je Schnelder peatH  Aug, 11,1958
5. SEX 4. COLOR OR RACE 8. DATE OF BIRTH 9. AGE {In ysors JFUNDER | YEAR| IF UNDER 24 HRS.
nale white :;ﬁ;tol!“l‘:ggNEv ::;2:3% Oct. 28 , 18?1 B.sbin:der) Months | Days | Hours l Min,
100. USUAL OCCUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or courngry} 12. CITIZEN OF WHAT COUNTRY?
PEL Tyl DitigslEt U Er I11inois 7
138. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. MAME OF HUSBAND OR WIFE
William Schneider Catherine Koch Elizabeth Schneilder
15, WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANT Address
{Tes, nuo or unknqum)l(li ,.hﬁhé’ or dates of servica) lmk . h .I'a’yton Schne 1der 5041 Bay Avé o

MEDICAL CERTIFICATION

18. CAUSE OF DEATH (Enter only one causs per line
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

!

Conditions, if any,
which gave rise 1o
above cause (o),
stating the under-

DUE TO (b)

for (a), (b), and (c}.}

INTERVAL BETWEEN
0N§ET AND DEATH

24

u{}. 9’-?-3‘/l

. .
DUE TO () Wm_‘t&

lying covse lest. M
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated to the terminol diseass ofndition given in PART | {a} 19. WAS AUTOPSY
. PERFORMED
5,/0 YES[] NO
0. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | os PART Fl of item 18.} V
O (I O
20¢. TIME OF Hour  Month, Day, Year
INJURY a.m.
p-m.
0d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, .ctory, street, office bidg., etc.)
WORK AT WORK
21. | attended the deceased from - o e r - - _ﬁ-. (r.md last saw t::‘ aliveon § = /f ~ 5'9/
Decth occurred at 3_20 p adle m on the dote stated above; and to the best of my knowlsdge, from the couses stoted.
22s. SIGNATURE (Degres or titls) 27b. ADDRESS 72c. DATE SIGNED
) o ooy Lot T LoT= A fRnng LIBLN  |5-72 -5
2. auam_ CREMATION, | 23b. DATE d 23c. NAME OF CEMETERY OR CREMATORY 234. LOCATION (Ciry, tawn, or county) {State)

HtohBEEh Y M

8-14-58

t. Hope Mausoleum

Lemay 23, Mo.

24, _FUNE DIRECTD
gh G?Eﬁ&raétfl Suis

ADDRESS

25. DATE RECD. BY LOCAL REG,

, Mo, AUG 1 2'58

REGI RS SIGNATURE

{Licansed Embolmer’'s Stotement on Reverse Side)

V4

e




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, 0r bY o , Student Embalmer No. ..........c..c00s

working under my personal supervision.

SEUAEAL  ceeevrnrririineiitinieinasessaseresraeerrnrasaennnnan Signed %W ..................................

Signature of Student Embalmer

_Licensed Embalmer No.e2. 2. ...

P. O, Address...c.ccoovvvivvvrercccmnrinaianns

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constituies grounds for revocation of license). L
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.
. T . 3




