CA INK—MAKE A PERMANENT RECORD

N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH in plain terms, go that it may be properly classified. Exact statement of OCCUPATION is very impo
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STANDARD CERTIFICATE OF DEATH

Stals Fils N WZBQSS

ISEP 2518701

Primary Registratlon District No__lﬂo_3_ Regisirar's No.
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
(a) County. O Mo
(b) City or town__._st.,__l;o_ula.rM (a) State : (b) County.
N (If outsida eity or town limits, writs * HURAL and name of township) é

(¢} Name of hospital or institution: . (¢} City ar town. St . Loui 8

14311 _Montelsir 02) (If outaide ¢ty ar town limits, write “RURAL")

{If not in bospital or institotion, write street number or location) .

(@ Street No._. 1411 M ontelalr

{d) Length of stay: In hospital or institution

(Specifly whether

Inthis community.
yaars, months or days)

(If roral, give lacation)

(e) X foreign born,"how long In U. 8. A.T YEaTs,

3. {a) PRINT
FULL NAME

Minnie K. Schorield IL"B

8. (¢) Social Security
No.

3. (b) It veteran,

MEDICAL?CERTIFICATION

20. DATE OF DEATH: Month _AUZ ., aay.11th
year...mlg_gz.o_m“__._hour_____a______._m!nube_aﬁ._.AM.

ikl 21. I hereby certify that I attended the d d from
5. Col .| 6 Singl Mi 0.
Female “*White (“) nele “WT&‘DW& 1938 . 0 Ohtory s ——-L~—— 1.79;
4. Sex ed || thattestanw b.£X". aliveon Oy 19?@-
6. (b) Nomoof husbandor wife._______ 6. (¢) Age of bushand or wife ff || 2nd that death occurred on the date and hour mtod above.
Wm, G. Schofield BUTe oo ¥ Immediate uﬁe of death
7. Birth dato of & a__dune 19 70 e -w%r—m_ﬂ——_ﬂé%-_‘i\—é_ﬁ—— j—"f-”*;t
{Month) {Day} {Year} vyhew o Sc XaepoSr s Yy
8. AGE: Yenrs Months Days If tess than one day Duae to /1‘ :
70 1 22 \ NI |
hr. min Dae to \ f’ﬂ ﬁ l -“v‘/'
9. Birthptaco__ St oL Mo, 0 h :
{City, town, or connty} (Btate or forelgn country) k I [’: ‘ﬂ
' Oth diti
10. Usuat ocoupation_HOUSEWLTES a:;::.n..t ey wibin 3 montbe of desth) 7 \ i
11, Industry or business PHYSICIAN
M findi . -_—
E { 12, Namo Unknovwm "? llof :"“m onA ‘\ Underline
% \ss. Birebptace Unksnown ) e ) it it
ty, B, 3 tats or foreign conn
& ( 14. Malden mma_aﬁﬁmn T il Of sutopsy ;&;ﬂ;ﬁf‘b"
E Unknown v ¥

15, Birthplaca

1

18. (a) Informant’s own signatura.

(b) Addrem
@ Burial

(Burisl, cremation, or removal

{City, town, or county) (State or foreign coontiy) H

8 13 40

(Month) (Day) (Year}
(c) Place: burial or Zion Cemetery

18. (a) Signature of faneral director_Dr€NMann-Harral
» Aadrem 1905 Union Blv

19. (a) )]
{Data received loca) registrar)

e Ave,
(3) Date thereof.

(Registraz’s signatore}

22, 1f death was due to external causes, fill in the following:
(a) Accldent, suicide, or homicide (specify)

{b) Date of oecurrenes
(¢} Wherea did Injury occur?.

(City er town,
{d) Didinjury cccurin or ahout home, on farm,

(Conaty} (State)
Industriat place, in publie pim?

(Swdf!(w)r of place)

‘White at work?. ps of lnjury______________,__
23, Signature (M4.D. oroum)ﬂ_D
Addrem |t Date signed §={12 %0

{Licensod Emba!mer’s Statement on Heverse Side)
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STATEMENT BY LICENSED EMBALMER

i

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

working under my personal supervision.

, Registered Apprentice No.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI
the above constitutes grounds for revocation of license.)

. (Failure to comply wi

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



