5SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH . oo

—
STATE FILE NUMBER
Registration District No. __--__.__-_____7.,,___ Primary Registration District No. ___J.ﬁz-_-ﬂcgmrar ‘s No. 3_é2k___
AMENDED
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased Ilved If institution: Residence before
o a COUNTY St LO‘lllS a. STATE Mlssournl’- COUNTY 8t. Loulg admissiont
= b. CITY (If ouvtside corporate limits, give TOWNSHIP only} Length of stay in 1b c. CITY Inside Limits
& OR ] OR . ] .
s owN  Richmond Hgts, Mo. 5 days owN University City, Mo.|vsln.O
5 c. f*l.g.épw':\q.’ilEOOF (it NOT in hospital, give locatian) Inside Limits d. :TREETS (If cutside, give location} Reiide on Farm
DDRE
. INSTITUTION St , Mary- s Ho Spltal Yes L No O %456 Braddock Dr. Yes [J No B4
o
3. NAME OF DE]CEASID First Middle Last 4, Dé\TE Month Day Yesr
{Type or print, F
NORMAN P. SCHMID veatiDecember 22, 1961
5. SEX 6. COLOR OR RACE 7. Married [ Never Married 8. DATE OF BIRTH | 9 AGE {last birthday) | If UNhDER | YEAR IF UNDER 24 HR
. . Widowed (J Divorced Months Days l Hours Min,
Male White 5/?%/19 3 58
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESSé)R INDUSTRY . BIRTHPLACE {City and state or country) | 12, CITIZEN OF WHAT COUNTRY
during most of working life, even if retired} [‘Oiuc 0 .
Produce Salesman ab918sBrafer St. Louis, Mo. U.5.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
Peter Schmid Christina Dauster
15. WAS DECEASED EVER IN UW.S. ARMED FORCES? : INFORMANT Address
{Yes, np, or unknawn}| (If yes, give wer or dates of service} : .
o l Mrs. Alice Tucci 8456 Braddock Dr.
= 18. CAUSE OF DEATH (Enter only one cause per line for {a) (b}, and (c). INTERVAL BETWEEN
E PART |. DEATH WAS CAUSED B - - . ONE-AND'DEATH
w :E_’ IMMEDIATE CAUSE (a} T ERCINCME ©OF ELoprpgel mos
U
|2 o]
ui o Conditions, ¥ any, DUE TO (b)
- which gave rise to
2 above cause (a),
= stating the under-
lying cause last. DUE TO (2]
z PART tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART IIl. If deceased weas femsle waos
g disease condition given in PART | {a] there a pregnancy in last 90 days.
. 5 . fD Yes I 0O Ne rD Unknown
E 19. WAS AUTOPSY ‘[ 20a. ACCIDENT SWICIDE  HOQMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART ) of item i8.)
3 [ _PERFORMED? () O [m] .
= v CYESECNODT | " i
— - - —
& 1720c. TtME OF  Houl  Month, Day, Year =
- o T INJURY a.m,
L4 ] :o\ g [-N
> *"| 26d. INJURY GCCURRED 20e. FLACE OF INJURY (c.g., in or about home, | 20f. CITY, TOWN, OR LGCATION COUNTY STATE
* WHILE AT WORK [J farm, factory, sireet, office bidg., eic.}
MO I NOT WHILE AT WORK (J
[a) - Y - - -
5 21. 1 attended the deceased from__L-_M, to. /J‘ - )') - ‘_L,nd last saw m.live an {; - J’ ;" é/
o t.
a Death occurred at 7 . 'r d m on the date stated abave, and to the best of my knowledge, from the causes stated.
—
8 5 22a. SU egree ar title) 22b. ADDRESS 22c, DATE SIGNED
I
@ S 3220 e
2 | 3 sURIAL, CREMATION, [ 236 DATE 7 23:2(AME OF CEMBAERY OR CREMATORY 73d. LOCATION (Ciyf Jtown, o1 county) {State)
o' [2] REMO\:’AL (Specify)
z = Burial 12/26/61 Yalhalla Cemetery St. Charles Rock Rd, Mo,
= < 24. FUNERAL DIRECTCR ADDRESS 25. DAITE RECD. BY Léfs. 2WA?|GNMURE ”
= % i : - - -6/ | Mol & P2, fy %
= o] EKriegshauser-West 9450 Olive Bilvd /2 . 4
- [Licensed Embalmer’s S1stement on Reverse Side) U v




.

o . .
Wt s i (Y o *
- - L . S

_STATEMENT BY LICENSED EMBALMER

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

or by : Student Embalmer No,

working under my personal supervision.

Student

Signature of Student Embalmer

. / .
Licensed Embalmer No. 4’?]’

e, - A e e s p. 0. Address 2450 0,4-6 &

R ‘-,"\"-ﬂ‘\

Note: The above MUST BE SIGNED BY THE LlCENSED EMBALMER in his OWN HANDWRITING (Failure to comply|
with the above constitutes grounds for revocation of license).
~7- . If*embalmed by a STUDENT, hé also shall sign-in his OWN handwrmng S M
If thts bedy is not embalmed, fact should be. so stated above. B 3






