RI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

LED V§/

DED

DOCUMENT

BY AFFIDAVIT OF

SEP 1 91960

Registration District No.

_-‘Z‘Z_.Z_)nmary Registration District No. v._ﬁ_ /__Regurrlr ‘s No. g]ﬁ Sﬁ.

e

o1

036766

STATE FILE NUMBER

1. PLACE OF DEATH

2, USUAL RESIDENCE (Where deceased |ived.

If institution: Residence before

a. COUNTY St.Louis 2. STATMo, b. COUNTY St .Louis sdmission)
b. CCI)TRY (I# outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CéléY Inaide Limits
TOWN University City 3 mths, rown University City Yo I No Ol
c. {{%EP?IAATEOEF {If NOT in hospital,_give location) Inside Limits dASI‘:I"RDEEET (I1f cutside, give focation} Reside on Farm
instrution.  ¥6hvLeland City YesX) No[J 76l Lekand Y O No
3. (l_'rlAME OF ?E}CEASED First Middle Last 4, Dé‘\;:I'E Month Cay Year
ype or print
MORITZ M, SCHAPER oEAH  Sept. 1h,1960
5. SEX 6. COLOR OR RAGE 7. Married [] Nover Marrisd [ FB_ DATE OF BIRTH 9. AGE (last birthday) ] IF U:‘DER 1 YEAR | IF UNDER 24 HR
; ; Mon D H Min.
Male White Widowed [% Divorced [ 2/9/1882 78 s ays ours n
10s, USUAL OCCUPATION (Give kind of woark done | 10b, KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state ar country} | 12. CITIZEN OF WHAT COUNIRY
j ost of working life, sven if ratired)
TRpTOyer Y. M. HA Poland USA
13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Abr,Schaper Fanny {unk) Leah
15. WAS DE SED EVER IN U.S. ARMED FOQRCES? 14, SOthL iECURITY NO. 17. INFORMANT Address
[Yes, no, or ukkkbwn) | (Hf yes, give war or dates of service} NKe Al fred SChaper 76h Leland

MEDICAL CERTIFICATION

23a. BURIAL, CREMATION,
REM%AL [Specify)

Conditions, if any,
which gave rise to
above
stating the under-

18. CAUSE OFPADE?'I"H {Enter only one cause per line for'{a), {b), and {c).

DEATH WAS CAUSED B .

IMMEDIATE CALSE (s} #MM&&&B

cause (o),

OUE To cbiwm

INTERVAL BETWEEN
ONSET AND DEATH

] b

-

1 b,

& yraan

lying  cauzs lasr. DUE TO {¢)
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not refated to the terminal PART 111, If ceceased wasW female was
disease condition given in PART | (a) thers & pregnancy in last 90 days.
l O Yes | O Ne | O Unknown
19, WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE 20h. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 11 of item 18.)
PERFORMED? ] ]
YES[J NOF
20c. TIME OF Hour Month, Day, Year
INJURY a.m.
p.m.

20d. INJURY OCCURRED
WHILE AT WORK [
NOT WHILE AT WORK O

20, PLACE OF INJURY (e.9., in or about homa,
farm, factory, straet, office bidg., ete.}

20f. CITY, TOWN, OR LOCATION

COUNTY

STATE

21, | attended the decessed from__h&%—L‘iis—, 'Q—MILM.
3¢ 4

Death occurred at.

nd last saw ::.: slive onM_ﬁb_a—

on the date stated above, and to the best of my knowledge, from the causes stated.

22a. SIGNATURE

B

{Dagrea or title)

22b. ADDRESS

4500 Otud &T.

IGNED

ﬁ&o

ﬂm wmD.
23b. DATE 23¢. NAME OF CEMETERY OR CR
9/16/60

EMATORY

Chesed Shel Emeth

23d. LOCATION (City, town, or county)

University Gity,Mo.

V(51ath)

24. FUNERAL DIRECTOR

Berger Memorial L715 Mc:r herson

25. DATE RECD. BY LOCAL REG

'q__

JTL L@ uesalll

{Licensed Embalmer's Statement on Reverse Side)




\
- STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.

Student Signed
Signature of Student Embalmer

Licensed Embalmer No. ﬁpz Z

v -

P. O. Address

Nofe: The above MUST BE SIGNED BY THE LICENSED™ EMBALMER in his OWN' HANDWRITING. (Failure to
with the above. constitutes grounds for revocation of license).
M 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.

L] - - . - .

Y



