N. B.—Every item of information should be carefully supplied. AGE shounld be stated EXACTLY. PHYSICIANS should\'state
CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of QCCUPATION is very important.

Wit lAYo 2, ) TEF

l 1. PLACE OF DEATH:

DEPARTMENT OF COMMERCE
BUREAU OF THB CENSUS

MISSOUR| STATE BOCARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District No— g D-.._...

1()085) 4

Stats Fils No.

Registrar's No.

7232

{a} County St a Louq.s

(b) Cityorto O ——
(11 notside city or town limits, writs “AURAL" end name of township)
(¢) Name of hospital or inat{tution: %

—-Brown &. ort Boad. .

(If oot in hoapital or 1Astitation, write streat number or location)

(d) Length of stay: In hospital or institution

(Specify whether
Iz thisgommunity.

_Years. months or days)

2. USUAL RESIDENCE OF DECEASED:

(a) sma_____MQ-___@___ (¥ County...
Overland

(It outaide clty or town limits, write "RURAL™}

(@ Street No. BTOWD & . Ai:cpgr_t__BQ_a.(L_. e

{1frural, give locotion)

St. louis

{¢) City or town

{¢) If foreign born, how long In U. 8, A.?. years.

»@FENL  Margaret Schuler 1_;,@.

8. (b) If veteran, 8. {¢) Social Security

name war. No wo. NODE W

. B. Color or 6. (a) Single, widowed, martied,

4.’ Sox.f%l@.w.., raca._whm divorced.ﬂ.id‘.gm

6. (3) Nameof husbandor wife....___ 6. (¢) Age of husband or wife if
Charles. Schuler. . oo PN [ S, -0

7. Birth date of decemd.._...___J ﬁn.‘_.z_,_ls,'ZQ

MEDICAL” CERTIFICATION

20, DATE OF DEATH: Month___.ApI.il__wdny 1o
year__l.g_io.w«._.hour_...«..s..ﬁ.o_ mlnuu._m o.M,

21. I hereby certify that I attended the d

d from

that I lzsfpaw h.. BX. alive on

and that death occurred on the date

d hour stated above.

Immediate cause of death

1 Qm_ﬂm_ﬂn LR

(¢} Place: burial or mmtludﬁﬂlﬁﬁ_ﬂemm
18. {a) Signature of funeral director__lo_s_._m_._c.lﬂ.nk.,_____
A' p oy

(%) Address_._.

19. (a)
{

(Month) {Day) T )
8. AGE: Years Months { Days If less than one day Due to__éi_w%m e
6 5 5 6 hr. min, Pa
a to.
-9, Birthplace Q . .
{City, town, or county) {State or forelgn mntry] (-.
WO Other conditions # B
10. Usua! occupation ... L{: {Inclade p within § montha of death) ::%
11, Industry or business. @ ; 5 ﬂ PHYSICIAN
Major findinga: —_—
E 12. Name... A4 0lph Ka e e Of operations 5 Underline
o el [ the cause to
= \ 18. Birthplace e;(rgmangz..m..m), wlilich ldgal:h
town, o7 tate or forelgn country, opey. shou e
14. Maiden mme___.ﬁ Uﬁnﬁns ev Of aut charged sta-
tistically
$ 15. Birthplace 4 ~ (State or fareign countrs) 22, f d:ath w::l ;:e to e:ter?;!dumes. ﬁll\!n the following:
ident, s
16 () Tnformant's own sigha - (a} Aeciden e, or homicide (specify
(¥ Date of ocourr:
(b) Address e ettt )
- ) ‘Where did { oeccur
17. (@) ....lﬁ"Li(i .(c} e ajory (City or tawn) {Cocaoty) {Stata)
(Burta!, cremation, or removal) {Montk) (Day) (Yess) || (d) Did injury oecur in or about home, on farm, in industrisl place, In public place?

{Bpacify ¢ f place;
e mneamofinjury

While at work?. . ssrrrrrs—

28, szm
Addr

&%A

_‘(l.lecmed Emmmtement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalméd by me, or by

+ Registered Apprentice No...
working under my personal supervision. .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (le ure to comply wi
the above constitutes grounds for revocation of license.)

If this body is not embalmed, above space should be left blank.



