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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
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DEPARTMENT OF COMMERCE

= LED

THE STATE BOARD OF HEALTH OF MISSOURI

P A SEE @ 11946 STANDARD CERTIFICATE OF DEATH
Primary Registration Dlstrlct No..___.__.-.._.ﬂ.ﬂn ':;

State F:Ic'Nal:bﬁ .?

Regisirar's No.

Registration District No... . _ﬁ..!.ﬁ.......

1. PLACE OF DEATH; ¥ 1%/

(g) County

(b City or Lown...g t LO ui a, MO -
(If outalde city or town limits, write “IIURAL" and pame of townahip)
(¢} Name of hospital or institution: /

2647 Shenandoah

(If not in hospital or institution, wrile street nupber or location)
(d) Length of stay:

In hoapital or institution
{Specify wheiher
In this community
years, months or days)

. USUAL RESIDENCE OF DECEASED: 5" o
Y

Mo
{a) State L] (& County. .= —
{c} City or town..: St‘ Louis / ///
{If outside city or Lowa limits, write "RURAL")
@ Sweet No.__ 3047 Shenandoah ;
{If rurnl, give location} 0
(¢) Citizen of foreign country? (Yes or Na)

1f yes, name country.

MEDICAL CERTIFICATION

Slguamreoft'unera]ducczoKriep'ShauseI' Und.Co.
So. Kipgshigh

18. (a)

Address 4

" O ekt ditis 1S40

PRINT '
Iui? EMN' Ida Schaerer 0 1
R = > 20, DATE OF DEATH: Month OCT . 5 8.,, 9
3. veteran, 3. (¢) Seocia urity 19 46 5 ] i
name war None No None year. hour. minute. ﬂ M.
21, I hereby certify that I attended the d d from
5. Color ot G. (a) Single, \ﬂdowed martied, ||, /i g A 10, y‘ to L. ‘? ______________________ 19{.‘
4. Sex Ee__m&l e __/ rao&"!hi_t“e_ divorced.:.2! arri ed thal I last saw hoZA_ alive cm_@ ? 195/4
6. (5) Name of husband or wﬂ&..E.QWj- Ii_ . 6. () Age of husband or wife if || Bd that death occurred on the date and hour stated above. Duration
Ur
ative..... “ég __________ yeary |] Immediate cause of death .
7. Blrth date of deceased...... M€ 16 1885 | -nf —%mﬁﬂ"-‘f'—)
(Moanth) (Day) (Year) p /
8. AGE: Years Months Days If less than cne day Due to. H )
Ve e M
/ 61 S |24 ... B i, T/
/ Due to -
“o” Brhpnad€Rhan - . Ill v i J 7 é? - -
{City, town, or county) (Stata or foreign ccunury) g ¥ N
10, Ustial occupation HOMSEWOTrK : Qther conditions... da bl <2 - —
i1. Industry or bvrmnm e R PHYSICIAN
r tndings: e
§{ 12 vome FREniin Haselhorst Of operations ——
21 1. Birnpece CBTROUN: CO, . ____I_l;.l.._._._/_..... e puse o
1 e {3 r fureign coonl 9
g ( 14 Maiden name PRYTRERB Unknowfi™ == == | Ofautopsy et
" - 0. - tmhm y.
§ 15, Birthplace G'a(&fl&?glws‘?)‘ (Squa]; ‘E:i;n mm_}{q) 22, If death was due to external causes, fill in the following:
16. (@ Imforment. BGWAN Schaerer ' (e} Accident, suicide, or homicide (specify)
(b)) Addr 3647 Sh enan dO Bh (&) Date of occurrence.
17. (a) B ur 1 al (& Date themof._l_o_.___l._z__i..s__ () Where did injury eccur? {City or town) {County} {State)
(Buarial, cremation, or removal) {Moanth} {Day} (Year) (d) Did injury occur in or about home, on farm, in industrial place, in public place?
(©) Places busial or crematioNEW. 59 Peter&Paul Cem| ‘

*  (Specily I.ype of pl-cn) T
\Vh:.[e atwork? (¢} Meansofinjury

gnature. @IJMM D. orother)ﬂ.u@
Address & 27 Lo . W.}_’xg Date signed. Ia-m-fé
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{Licensed Embalncr’s Statement on Hoverse Side)




v STATEMENT BY LICENSED EMBALMER

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

........ : ~7..., Registered Apprentice No. ey

working under my personal supervision,

Licensed Embalmer No

P.O. Address...oeeeeeee.

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

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

.



