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WRITE PLAINLY—USE UNFADIN

5 BLACK INK—MAK‘E)Q/PERMANENT RECORD

DEPARTMENT OF COMM CE.

I Registmtion District No._

MISSOURI STATE BOARD OF HEALTH

Bowiro or oee Consen @/4@ STANDARD CERTIFICATE OF DEATH

e — j 2 Primary Registration District No... ma_.._.

State File No 34843 -
=R¢¢mm': : No.;..“.m:.llﬂﬁ._

1. PLACE OF DEA

() County uchanan

IJ%
St. Jogeph

{If outside city or tawn {imits, write “RURAL" and neme of townshiz)

(¢) Name of hosmtaéai 6:1 tionfaye tte ’i’

(8) City or town.

{d) Length of stay: In hospital or Institution

25 years

{Specily whether

In this community.
yotrs, months or duys)

(I oot {n hoapital or [nstitution, write street number or location) '

2. USUAL RESIDENCE OF DECEASED:
(@ sate__ MO @ Couuzy_EH.Qhé-_Il&n_.__~
@ Cityortows_ 90« _JoOgeph

(It outside city or town limits, write “RURAL"™)

Od) sweetNo.— 910 _Lafayette

(It rural; give location)

{¢) If foreign born, how long in U. & A.?

3. {a) PRINT

rorename William VeSter Schonewetier
 OfgSTEYsNG

3. (¥ If veteran,

name war. none
5. Color or 6. (a) Single, widowed, married,
. sedlale retillte avorceaBrTied
6. (¥ Name of husband or wife, 6. (c) Ageof h d or wifelf

Ellam Jane Schonewetter

MEDICAL CERTIFTICATION

20. DATE OF DEATH: Month Oct. ¥. 17t’h'

lq O hour. -u' mlnm.30 P =.M
21. T hereby certify that 1 attended the d d from
JO=LT -;1/ 19 to RTY7 1/
that I last saw h.aereae alive o TG o V-

and that death occurred on the date and ho!
Immediate cause of death

Duration

{Buris), crematicn, or (Moath) (Day) (Yens)
(&) Place: burial or mum__liemo:clal_f’_a.nh______

{0) Signature of fusera] directs NG. .

() Address 8T. JOSEPH MO.

{a) __.ﬁé’% *
{Dats vod boca] regiatrar)

18.

19,
ol

'Addma_ZA‘b’_L_

7. Birth date of deceased.... B E Rt oo 2 JSSB wmmww@a— _24h4 4
{Month) (Day) {Year) .
7
8. AGE: Years Months Days If less than one day Daue to. Lot !ﬁ
58 g |5 1Y
hr. mig. *
i Due to.
9 Blnhnlaee_.__P almgra Ind,
{City, town, or couaty) {Stats or hdmmnm)& ) + d ﬁl AL a 4 -
10. Usual oecupation e . (tndggffuo within 3 months of death) ——
11. Indusiry or business 3 PHYSICIAN
g 12. Name_ RANJolph Schonewetier || Mgy Bndinay: A T g —
n
213, Birthpiace.._U0KNOWN _Germany ; Jthe caue to
City. (Btate m m:r;) ) M ) fwhich death
E 14, Mudes narme PREATL ARA Grout AT Of astopey. should be
' : N HERTE
{ 1s. Birthprace SO0, Louds Ma. ¥
= (City, h'n, or county) (Stats or forsign country} 22. 1f death was due to external causes, fill in the following:
" 16. (&) Informant__E 1180 Jane 8 W (o) Accident, sulclde, or homicide (specily) L«
® address 310 _lafayette St, Mg J| ® Date of occurrence L
17 (@) Burial - " (% Date thereot OCT . 21 19 (e} Where did Injury oocur?Le” ora) (Stata)

[
() Did injury occur in or about home, on fn.rm. o loduyst, place n public place?

8:@&& at work?.

23. mm/

Specity t: f place)
¢ (:)”ﬁunn of e

(Licensed Embalmar’s Statement on Reverse Side)

[ WAl A
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: ' -
MOV 261044 - - '
: #
A g A gy - - - -
N
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STATEMENT BY LICENSED EMBALMER : . e !
I hereby certify that the body whose name is re:co;'de;:l‘on the reverse side of this certificate was embalmed by me, 2
_-R 3 l ! I iF v N

working under my personal supervision.

— ,sm-zﬂ/wa/

Licensed Embalmer No...._ X_)._. ? \7(? ..................

R P. 0. Address...
Note: The ahove MUST BE SIGNED BY THE LICENSED EMBALMER in hm OWN HANDWR

the above constitutes grounds for revoecation of license.) t oo

If this body is not embalmed, fact should be so stated above. . —aer




