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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

=

DEPARTMENT OF COMMERCE
BUREAU ov THE CENSUS

LED

Registration District No._

THE STATE BOARD OF HEALTH OF MISSOURI

%gﬂ'STANDARD CERTIFICATE OF DEATH

Primary Registration District No.._._.._.__.___ 1

State File No

Regisirer's No........... ﬂ_{)

100

I. PLACE OF DEATH:

St.loula

(1f outaida ity or town Limits, writa "AURAL"” and nome of township)
{¢} Name of hospital or institution:

Alexlan Brothers HOSpital
(If Dot in hewpita) or institetion, write sireet number or location)

6 Hoursa.

(d) Length of stay: In hospital or immuﬁon..__...j.

62-11-2

(8) County._.
(&) City or town,

In this community
years, months or days)

2. USUAL RESIDENCE OF DECEASED:

(a) State Kissouri {5 County - 7
(¢) City or town S t Loui 8 M
(If oulside city or Luwn limits, write “RURAL"} 7

5412 Milentz

(1E rural, give location)

no

(d) Street No

{¢) Citizen of foreign country?. {Yes or No)

If yes, name cotntry.

3. PRIN
full Mame... Fred Schneider
3. (b) If veteram, 3. {c} Social Security
name war. no Nn
5, Color or 6. {g) Single, widowed, married,

i sex. WAlEL| e W f avorcamareied

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month December, 1 6th
year. hour. 12 minyte. 30 P . L[
21. I hereby certify that 1 attended the deceased fro
19, to

that I Iast saw h. ‘:“*uhve on_..___../_.z‘[/ .é AN

6. (5) Name of husband o wite_.. L Q& ___. 6. () Age of kusband or wife if || and that death occurred on the date and hour sthted abové: Duration
ve.._... 5 ___yecarg || Immediate caus of‘ death ../ )
] .
7. Birth date of deceased Jan. 14 883 - )%W ................. %
N (Month) {Day) {Year)
8. AGE: Years Months Days If leas than one day Due to....... - MM-.. . [ﬂ.
5
,/ 62 11 2 hr, mitt ‘;"k j
“ v Due to, 3.
9. Birthplace Stl .LOUi S Mo o = ’1;
{City, town, or county) (State or foreign cottatey) j
. P cond; A . N
10. Usual occupation...-_-__..--_.B.eﬁrb....B.O_tl.tll.er.'..f.?.:!:..._'..;..._._-.:.._-.: D(;.:fl::do ;:::;::, ilhin 3 months of death) M [
11. Tndustry or busi Union”Secty;“ S a4 PHYSICIAN
ajor hndings: . 3 ——
5 12. Name Jacob:Schnelder . ++Of operations.......... e TA A Undent
nderline
2\ 13, Bisthptace Germany -// . the cause to
(City, tows, or <t ; or foreign country) Of antopsy should be
g 14. Maiden name bt Knowi” V] o b [ s
§ 15. Birthplace i prp——" N(S?'Ew Imemnom“ul "y 22, If death was due to external causes, §ll in the following:
6. (@) Informant___JA&_Schnelder . . .. ||@ Acident suicide. or homicide (specity)
® Address__....2412 Milentz () Date of occurrence
17 (6} Jburial ¢ bate thereor. L2=20=194 5]l > Where did injury occur? T T
. {Buzial, cremation, or removal) (Month} (Day) {Year) {d) Didinjury occurin or about home, on farm, in mdnstnal pla.ce in Dubllc plaoe?
{c) Place: burial or cremation T New St ,‘Mﬂ.rcus
18. (g) Signature of funera! director. Schumacher Und.Co. R i l(“)" ‘i'ln)of injury..
) é}? ec
19. (a) ___DEC__I 8:) X
(Date recrived local reenstrar)

{Licensed Embalmer’s Statcment on Reverse Side)




: R : T
. n:
- ~ - I . D '
STATEMENT BY LICENSED EMBALMER T
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me; or by. x
......... ...y Registered Apprentice No..._.. st : -,
A . 5

working under my personal supervision,

- ‘ _ . - Licensed l:.:gn:isa]mjob—a 5 é 5
- e ' .
. ' - P. O, Address_- .4‘%‘4} ‘%,-

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR ITING (Failure to comnply with
the above constltutes grounds for revocation of license.) . )
" If this body is not embalmed, fact should be so stated above, ot




