TI'I'E DIVISION OF HEALTH OF MISSOURI N 58—046262
Wetiare STANDARD CERTIFICATE OF DEATH " SATE FILE WAL T '

e stration District No. 3 ,1.8.,.,Primcry Registration District NolDQ_a______, we v e Registrar’ : xi%o

ice Repairiy 1AM £ 4QR@station District Now ovecerneo - 4 € Primory Registation District NoA NSNS Registrar's b A0 I0F
e --l.-'.'li‘g-!_l'L'L'
o 1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased haud If institution: Ru‘;&en:n b)eiore
. COUNIY . STATE b. COUNTY admrssion
300 ° . Missouri ST LouUs
-57 b. C:JTRY {If ewtside corporote limits, give TOWNSHIP only) Ylnsidu L,;:E] [ CBTRY A "]l\ﬁv—a—ca Yln.id. l;:miu
TOWN es [x] TOWN Koch. Mo. o o]
. FgLL NAME OF {l{ NOT in hospllnl give location) | Length of stay in 1b d. STRE%'gS v (If ourside, give locotion) Reside on Form
HOSPITAL OR ADDR
INSTITUTIONS 11aCityHoep, 6 days 2> Koch Hospital Y O Mo
3. NTAHE Of oz)cusen First Middie 7 Last 4. 03:_ E Menth Doy Yaor
{Type or print
FRED C, SCHAPER peaH  Now, 30th 1958
5. SEX & & COLOR OR RACE 7'MARR|EDDNEVER ”ARRlEDm os. DATE OF BiRTH 9, AEE (;i,:",:;:; :oL::lﬁER‘l):'EAR l;::t.DER 2:‘:?5.
white winowED [ oivorceo[}| Jan, 28, 1889 '95 I
100, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPL ACE (City ond state or country} ¢| 12 QITIZEN OF WHAT COUNTRY?
during most of working lifa, even if ratired) INDYST
Gardnsprr ' KocH Hospital [8t, Louie County, Mo, U.S.A.
130, FATHER'S NAME 13b. MOTHER'"S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Henry Schaper Sophie Niemeyer None
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT AddreuLemay (25 ) Mo,
(Yes, ng_or unkngwn)} (1§ - or dates of service)
we Tl Nof 488.-26~9247| Minnie Schaper 434 Forder R4,

18. CAUSE OF DEATH (Enter only one ¢
PART 1. DEATH WAS CAUSED

IMMEDIATE CAUSE (o}

INTERVAL BETWEEN

0., : ONSET AND DEATH

i por !)- for (g}, {b), and (c}.}

Conditionsy, if any, DUE TO (b,
which gave rise to

obove c¢ause (o),
atating the wnder-

z lylng couse last. DUE TO {c) r
-g E PART Il. OTHER SIGRIFICANT CONDITIONS CONTRJBUTING TO DEATH but lated to the tarmipial dl!llul
: ol / ,
v w
= | 2a. ACC&‘NT SUICIDE  HOMICIDE notugeMfohugin P ;l; .
w
o 7
4 o O k sy A -
9] X TIMEOF  Hour  Month, Day, Year M ¢M /? A 4
8 U - f“-- W .?4. g
g e /7 .w éff

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

20d. INJURY OCCURRED fLACE OF I Y(e‘g -nordubouthcime. 201, CITY OWN, OR ATION Col Y STATE
WHILE AT NOT WHILE arm, cto] t, office Bldg., etc -
D_av work ™ O / M M (4

21. | attended the decegsed hrom
Death occurred ot

ond last saw h ¥ alive on
m on the date stated above; end to the best of my knowledge, from the couses stoted.

All diseases in Part | must be cousally r

n.(»cnﬁ?;s {De 22b. ADDRESS 22¢. ATE SIGNED
Gl 4 ./ FoD W 7Ny 4
230, BURIAL, - A_TION, 23b. DATE E OF CEMETERY OR CREMATORY 23d. LOCATION {Ciry, town, or county) {State)

$val |Dec.3,1958 . Hope Mausoleum Lemay (25) Mo,

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 28. ISTRAR'S SIGNATURE

Fendler Und, Co,,7420 Michigan(1l) DEC1 '58

{Licensed Embolmer’s Statemant en Reverse Side)
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STATEMENT BY L[éENSED EMBALMER

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

by me, or by y N , Student Embalmer No. .........covueeerns

...........................................................................................

working under my personal supervision.

DS Vs (=1 1| S PO UON
Signature of Student Embalmer

P. O, Address/? 20 ......

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure

-

to comply with the above constitutes grounds for reyocation of license). ... .. . ey .
* If embaltied by a STUDENT, he alsé shall sign in his OWN handwriting. ¢ *
If this body is not embalmed, fact should be so stated above. . . ... N e e




