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diseases in Part'| must be causally related.

&

USE ONLY BLACK INK OR RIBBON TYPEWRITE |F POSSIBLE

THE DIVISION OF HEALTH OF MISSQURI

A T i STANDARD CERTIFICATE OF DEATH e ,:”_E NUMBER
f'”_E N Ov 1 8 Igf}aglstrnnon District No 3/ 7 anary Registration District No. .-_..-é:%_% ________ Reqls'rqr s No. ___4? ['j“_“__
ri
- PLA‘CJE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Rnsédgnce b)efo
a. COUNTY . STATE N - b. COUNTY odml s310n
St. Louis ‘ Missouri Jefferson
b. CBI'RY {If outside corporate limits, give TOWNSHIP cnly) Inside Limits e. CITY Inside Limits
OR
TOWN Kirkuood Yes [y No [ TowN  Barnhart Yes(gg No[J]
<. E{g%é_l_;{ACd%gF {1 NOT in hospital, give location} | Length of stay in 1b d. STREET [ outside, give location) Reside on Farm
Al Lo CADDRESS .
iNstITUTioN  Ste Joseph Hospital 2 daus Rt. #1 Box 208 Yes [ %o
1
3. NAME OF DECEASED First Middle v Last 4. DATE Month Day Year
(Type or print) OP
Baby Boy Schopp pEaTH November 12, 1958
5. SEX 6. COLOR OR RACE| 7. MARRIED[ ]NEVER MARRIED@ 8. DATE OF BIRTH 9. AIGE' S_,.';;,,; I;:JI;I:!ER;YEAR |: UNDER 2;_HR5.
- e as 1 ay. nths ays oUrs 1.
.Male o White woowen[] ) piverceo ] November 10, 1958 - 3 [
105. USUAL OCCUPATION (Give kind of wark dane | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country} 12. CITIZEN OF WHAT COUNTRY?
during most of working life, aven if ratired) INDUSTRY o ’
None None Kirkwood, Missouri U. S.
13a. FATHER®S NAME 13b. MOTHER'S MALDEN NAME 4. NAME OF HUSBAND OR WIFE
Milton Joseph Schopp Anna:’‘Mae Werne AR
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Addess  Barnhart, Mo.

(Yes , of unkmm)l(li yos, give w ¢ dotes of zervice)
o

ne one None

Mrs. Milton Schopp Rt. #1 Box 208

PART |. DEATH WAS CAUSED BY:

18. CAUSE OF DEATH (Enter only one cause per iine for (g}, (b}, and (c}).)

INTERVAL BETWEEN

IMMEDIATE CAUSE (a) _c_c,!_g.brq. / /%:marf‘djfe . -

. . .
Cenditians, if any, DUE TO (b) Bl r n 1N ILAFY
which gave rise to b ¥ Jv rd
abeve couse (a),
stating the under- 7 éo D
g lying causa last, DUE TD (C)
I': PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net related to the retmingl dlssase condition glven In PART | {s) 19. WAS AUTOPSY
s PERFORMED?
J YES B No [
& | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18)
W
v O
4 L - Projonqci Labor
U| 20¢c. TIME OF ,Hour .Month, Day, Year
g INJURY  “a.m.
"% p.m.
20d. INJURY OCCURRED Lo 'PLACFE OF INJURY(a;? . mbc;?:bomh%ma, 20i. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE arm, factory, sh-eet. SHice bidg., etc R .
work L1 AT womk [ k;rK‘,,om{ ST Louis Co- Me -
21. | attended the decoased fom Ho Ve O, /TS § . w [ 4 and last saw 2 aliveon & 7O /44
Death occurred at 2 . 30 A. - . m on the date stated above; and to the bast of my knowledge, from the causes stated.
NATURE {Degree or Ii!l% 22b. ADDRESS 22c. PATE SIGNED
¢3¢ X ad A it /sr
230. BURIAL, CREMATICN, | 23b. DATE 23: NAME OF CE“ETERY OR CREMATORY 23d. LOCATION (Clty, town, or county) {State) ¥
REMOY AL 4Specity)
puriaf 11-13-58 Resurrection Cem. St.Louis County, Mo.

24. FUNERAL DIRECTOR

riegshauser-4228 S Kingshlghway

25. DATE RECD. BY LOCAL REG.

/= ) 2~&5F

VLT ¥ Bnde 1)

4 Embal

(L

's § on Reverss Side}

Y °E¢b,g




]

STATEMENT BY LICENSED EMBALMER

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

DY M@, OF DY ooiiiiiiiirieeiii i s cem s rrrerenraa st a o m et , Student Embalmer No. ...................

working under my personal supervision.

R T (=3 1 | SN et araaan
Signature of Student Embalmer

" Licensed Embalmer No....% Co

P. Q. Address . .....coovviiiniieinnennincianee

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). R
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. .




