DED

VISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

.E!N 9 ggéﬁumion District No. ___-__-_-318J

~60-047904

STATE FILE NUMBER

rimary Registration District No. 10:03._--_Rwil!rlr‘n No.12058.__

1.

PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived.

If institution;

Residence before

DOCUMENT

BY AFFIDAVIT OF

a. COUNTY a. STAT b. COUNTY edmission)
‘MISSOURT
b. Cé'l;( (If outside corporate limits, give TOWNSHIP only} Length of stay in Tb < CITY Inside Limits
OR
TOWN TOWN Y N i
ST, LOUIS ST. LOUIS il Sl
<. FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREET {if cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS
INSTTUTION 5830 NOTTINGHAM Twyg %0 5830 NOTTINGHAM =0®%
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeor
(Type or print) DOFTH
EA
WALTER H. SCHNEIDER SH. ER 14, 1960
5. SEX 6. COLOR OR RACE 7. Married Never Married (] |8. DATE OF BIRTH | % AGE (last birthday) | IF UNhDER 1 YEAR "IF UNDER 24 HR
Widowed Divareced Months Days Hours Min.
JALE | CAUCASIAN 8/25/190 60
10a, U L OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY] 11. TBIRTHPLALE (City and state or country) [ 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if retired)
_CQAI ST. LQUIs. MISSQURT "ﬂq'&
13a. FATHER'S NAME 3b. E N E 14, "NAME OF HUSBAND O IFE
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 6. SOCIAL SECURITY NOQ. WWWR—
(Yes, no, or unknown)| {If yes, give war or dates of rervice)
NQ 083-10--5126 7 §2
18, CAUSE OFPDE?'I'H (tE’mer onl&gné;ag;ﬂn%e; ling for (s}, (b}, and {c). J INTERVAL BETWEEN
ART 1. DEATH W, H ONSET AND DEATH
,EB W G\AM-G\ N\ w S\M - :
IMMEDIATE CAUSE (a) N

W e R NI
DUE TO (b) h)ﬂﬁPQ' S yo a al &~ Qe Q_M Cﬁ_\&_& y@ S&

nunotc)wwwj' @Q'DN\ \JW ?7é.’(

Conditions, if any,
which gava rise to
above cause (a),
stating the under-
Iying  cause last.

&\

mewmwu“—\,

IR RAD

PART M.
disease condition given in PART | (a)

QIHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal

PART III. If

deceasad  was
there a pregnancy in [ast 90 days.

fernale  was

IU Yes

O Ne | O Unknown

19, WAS AUTOPSY | 20s. ACCIDENT  SUICIDE  HOMICIDE 205, DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART I or PART 11 of item 16
PERFORMED 0 [ni O -
YESO NO Sea. alreve—

20c. TIME OF  Howl  Month, Day, Year |
INJURY am. .

p.m.

MEDICAL CERTIFICATION

20d. INJURY CQCCURRED
WHILE AT WORKX

NOT WHILE AT Wgﬂl( Q’ “'\M

208, PLACE OF INJURY le.g., in or about home,
farm, factory, street, office bidg., ete.}

20f. CITY, TOWN, OR

OCATION

owes  MA

COUNTY

STATE

eased from

21. | attended the d.

to.

and lagt saw :Ienr_' slive on

REVIL
ath occurred &t o sptn on the date stated sbove, and to the best of my knowledge, from the cavses smed‘
£ .
/ | ZBAonaT 725, AD /&s g W Zczyt }(n
235, BURIAL, CREMATI 2‘3b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) Stata]
REMOVAL (Speci
BURIA 12/172/1960 CAIVARY CEMETERY

ﬁoﬁ%ﬁ‘ﬁ"“comnm MORTUARY

25,

I
> =

DATE RECD. BY LOCAL REG.

DEC 16 1860




STATEMENT BY LICENSED EMBALMER

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

or by

Student Embalmer No._ |

working under my personal supervision. %w
Student Signed W

Signature of Student Embalmer

Licensed Embalmer Neo- 4

. P. O. Addres .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING i

. (Failure to con
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng - )
If this body is"not embalmed, fact shouid be so stated above -




