'URI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

IEND‘g LEn Vl&isuaqyn &t*tm5.?.-.?.;:9____—---_.Prlmnry Registration District No. _.

59-04141%6

STATE FILE NUMBER

DOCUMENT

BY AFFIDAVIT OF

1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institytion: Residence before
8. COUNTY S t . Cha r l es a. STATE M i 880 UIh.1COUNTYS t . Char‘ le Scdmiuinn)
b. CITY {If outside corporata limits, give TOWNSHLP only} Length of stay in 1b <. COILY Inside Limits
TOWN St. Chariles 33 Yrs. TOWN St. Charles Yo Xl No [
c. ﬁlg.épr#‘\\TEo(gF (f NOT in hospital, giva location} Inside Limits d. :EJEFF'!EE‘;S {f cutside, give location) Reside on Farm
INSTITUTION St. Joseph Yos B Ne 2102 NW. Fourth St.|ven No'g)
3. NAME OF DECEASED First Middle Las? 4. DATE Month Day Year
{Type or print) A t DO.:I‘H
nton T. Schroff £ Nov. 12, 1989
5. SEX 6. COLOR OR RACE 7. Married 01 Never Morried [] [8. DATE OF BIRTH | ¥ AGE (last birthday} | IF UNDER | YEAR IF UNDER 24 HR |
Male "m 1. tve Widowed [J Divorced B Dec . 27 , lE 83 75 MirtSﬂ lj:\s I Hours [ Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY{ 11. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY
during most of werking life, even if retired)
tore Owner ™" |Retail Business Marceline, Mo, U.S5.A.

13a. FATHER'S NAME
Charles 3Schroff

13b. MOTHER'S MAIDEN NAME

Nellie Dyckman

14. MAME OF HUSBAND OR WIFE

Lydia Bauer

15. WAS DECEASED EVER IN U.S. ARMED FORCES?
{Yes, aqu unknown) | (If yes, give war or dates of service)

16, SOCIAL SECURITY NO.

#o8-16-8479

17.

INFORMANT

- Il
Mrs.Emma McKinney, Woodriver

Address
-

Py

18. CAUSE OF DEATH (Enter only one cayse per lina for
PART |. DEATH WAS CAUSED BY:

{MMEDIATE CAUSE (a}

), (b), and (e}

INTERVAL BETWEEN

OE;?N%J{%

Conditions, if any, DUE TO (b)
which gave rise to
above cause {a),
stating the under.
lying  coavse [laat. DUE TO ()

5 PART li. OTHE SIGNIFICANT CONDI\'ION CONTRIBUTING 10O DEATH lated to !he| terminal PART 111, 1'{1 deceased s {emale was
E dis nditian givemin PART %‘ there » pregnency in last 90 days.
e} c L7 ID Yes l O Ne | O Unknown
E 19. WAS AUTOPSY 20a. ACCIDENT SUlCIDE HOM|C|DE 20b. DESCRIB! HOW INJURY OCCURRED. (Enter naturs of injury in PART | or PART I of item 18.}

& PERF| ED? O

v YES NC O

- .

& 720c. TIME OF  Houl  Month, Day, Year

z INJURY  am.

w p.m.

=

20e. PLACE OF INJURY (e.g.,

20d.
farm, factory, street, office bldg,, e1c.

INJURY OCCURRED
WHILE AT WORK

0
NOT WHILE AT WORK [

in or sbout home,

)

20f. CITY, TOWN, OR LOCATION

COUNTY STATE

21. | attended the decessed frorn /J’ 57

+ o)

(] =12 -5%

[-12-57

Pam=
and last saw ;o alive on

Desth occurred at.

m on the data stated above, and to the best f my knowledge, from the causes stated,

e U, m 7,

22b§;ﬁ£53 :

22¢. DATE SIGNED

/13- 5%

23s. BURIAL, CREMATION, | 23b. DATE |

23c. NAME OF CEMETERY OR CREMATORY

ethodist Cemete"v

’
23d. LOCATION (City, town, ar county)

Big ,Springs, Mo.

{State) .

REMOVAL [Specify)
déug /3, /4.

Burial
24, FUNERAL DIRECTOR ADDRESS
St. Charles

H.C.Dallmeyer & Sons,

25. DATE RECD.

(74

CAL REG.

WGMRAR S SIGNMUW :

~SF

(Licensed Embalrner 1 S:a!ement on Reverse Side)

)




STATEMENT BY LICENSED EMBALMER >

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

or by Student Embalmer No.___

-
working under my personal supervision. / : ? i
Student Sigred__—"

Signature of Student Embalmer

Licensed Embalmer No.

P. O. Addrd . a
7

Note: The above MUST BE SIGNED BY THE UCENSED EMBALMER in his OWN HANDWRITING. (Failure to comg
with the above constitutes grounds for revocalion 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.




