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o o STANDARD CERTIFICATE OF DEATH Stoe Fie Vo

" HELAP
tmn I?strict No. g, fy Primary Registration District No.m_ Registrar's Ngﬁ«;__._____

; 1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
é (a) County. St Louis. .
H . .8 a3 -
’ @ City or town__ R L ¥ervew Gardens ) (@ sae Miggouri . ® Congt-Louisg—- b -
If outaide cit i Himits, wrize "RURAL" nnd I towrahj
0 (c) Name of hoap:gal or in;utr:txuo'n . nad namad P (&) City or towt Rivervew Gardens
n S | I - I (1f cutgide ¢ity or tawn limits, write “RURAL")
;’) {H oot u%zmm al or muul. lﬁninetﬁ!ﬁ; Al g;’nr locatinn) 0

none - @ strectNo_. 2874 Rivermont Dr.

(d) Length of stay: In hospital or institution

N (Specify whethar {11 rurunl, give location)
In this community. l yea‘r -
years, months or days) (¢} If forelgn born, how long in U. 5. A.? years.
3. {a) PRINT Bli zabeth: Schuchar'd t MEDICAL CERTIFICATION
FULL NAME March 12
— 20, DATE f§ XTTH: Month day.
3. (b) If veweran, none 3 ) SPPB‘!&’E‘"W hour. 10 minute, be M
NAME Wal—...o. No.
- 21, I hereby certify that I attended the deceased from._..._5 .3.9..._
, 5, Color or 6. (o) Single, widowed, ma.rde% 19 , 3 / | 2 N 41
4. seFemale | myhite divorced F 1A QWO that I 1ast saw BT aliveon 410 / _.,104],
6. () Name of husband or WWM-—-—- 6. {¢) Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
Schuchardt alive, o o y—pg—ryears || Imimediate cause of death
. Bisth date of deceased_____IF 2% 2& 18 5@ _Ghnonia_Mim:a.men.fﬁiciency___ .3 JrS.
Honth) r} .
8. AGE: Years Mouaths Daye If less than one day Due to

) ) &y e é’
74 3 2¢ b, min 77 ﬂﬁ&{

Due to
|
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5. Birthplace....... 2t Lonig S . S
. (City, tawn. or county) {Statas or loreign country)
" B Quge H Other conditionsa

10. Usnal occupatio: ork {Inclode pregnaccy within 3 muu of death) —————
11, Industry or business PHYSICIAN
& { 12. Name_ BCKert Laubach: Major findings: , —
a ’ arimt L't - Undertine
E 13. Birthplace Ge any { 3 thhcig-l;‘tlln :g

Clty, town, or county) (State or fareign country) W ea
‘5 14, Maiden nam GL egler Of antopsy - should be
51 1s. Birthpla \ 0 : tistically.
= P 5} 22, 1f death was due to external causes, fill in the following:

{0} Accdent, sulcdde, or homidde (specify)

® Addrm__._._..___, (d) Date of occurrence
Where did tnjury occur?

17. (o) m ~——— (b Date thereo % 4 {Clty or tow ‘,{a (State)
ny) (\"“) (&) Didinjury occur in or about home, oo farm, i.n Induatrial pla.r:: in public place?
(¢) Place: buria or uemsdon_mal.l._kﬂm.s_._—_ﬂ_._ ’
18, (a) Signature of luneral mm_‘ . :

@ Address....... 8319 : I r_BRg
19, (aw% ®
Date rece) reguirer) . {Registraf's signature)

...
o
-
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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

(Spocity type of place)
, () M of injury. =

‘. %
(M. D.or othcr).:a

Date signed. oo

.

While at wark?

Signature .
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almer’s Statement on Reverse Side)




W
.

L

PR

STATEMENT B{’ LICENSED EMBALMER !

1 hereby certify that the body whose name is recorded on the reverse side of this ceniﬁéate was embz‘a.lrﬁed byme, ot by .

, Registered Apprentice No

working under my personal supervision,

: P.O. AddressJ&./g\m-%.;té_; _________

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING . (Failure to comply wit
the above constitutes grounds for revocation of license.) P c

If. this body is not emhalln:led, fact should be so stated above. - : . . ‘




