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

»
DEPARTMENT OF COMMERCE

BUREAU OF THE CENSUS

THE STATE BOARD OF HEALTH OF MISSOURI

13981

STANDARD CERTIFICATE OF DEATH

Stale File No

Registration District No_____ g Primary Registration District No...&.?..,...@_.’_a_..% Registrar’s No. J O
1. PLACE OF DIFA}HI 2. USUAL RESIDENCE OF DECEASED:
aye =]
(:, g,my I?Iitt " TETTS @ s tdssourd . . Lafayette 57
- _, ..
) City or town.. 2 mm&&i.lwumlh 'illm g dLASOUT - U-’ﬂi @ City ot town Higginsville, Missourli. 2
(c) Name of hospital or institution: / (If oatside city er town limita, write "RURAL™) /
e . @ Street No._. 1608 Malin Strant
{If not in hospital or institution, weite sirest nunber or location) (1f roral, give location) o
(d} Length of stay In hospital or institution
(Specify wheiber || (¢) Citizen of foreign country? {Yes or No)
In this community.... 5.0 yearﬁ
yoars, months or daye) If yes, name country.
MEDICAL CERTIFICATION
3. PRINT
3oty R Theoe W. Schmidt April 15
T ) St Seeurt 20. DATE OF DEATH: Month XE Tt aay y
. y .~ {c) Social Securi
3 @ veteran . ¥ year. hour. 'T minnte. 00 A—M'
name war- 21. I hereby certify that T aitended the deceased from 1-11 =4 1
5, Color or 6. {a) Single, widowed, martled, / e O 4 15 ,-47 e 19
4. Sex Male 0 te d‘v‘m’e‘i—Marri—e"d /that T1ast saw h... 3111 alive on....._HPIZ,L.lH_l!L, ......................... ey 195 947
6. {# Name of husband or wife.. . eeeeee 6. (€) Age of husband or wife if and that death occurred on the date and hour stated above. Duration
ur
Mimiescmidt,, ...... alive....... OB ___years || Immediate cause of death
7. Birth date of deceased... . egamber B_ch .1977 || Bulmonary edema gudden
(M.unt
8. AGE: Years Months Days If less than one day Due to Chronic myocar ditis 3 yrse.
69 3 16 ) .
hr. min. || . EOVOlutional psychosis 7 ¥rs
5. Bisthpiace Concordia, Missourls _./m ;
R {City, town, or couniy) {Stata or foreign couniry) e - T -
. Other conditions N
10. Usual occcupation Re tired FaI:Iﬂe'? e (:m:]ide?re.g’.l_nncy w'il.hinS months of dealh)
1t. Industry or business I ' : L’;aj ﬁ' v L P 4 PHYSICIAN
or indin 4 R
2. Nome....AUSUSE Schmidt £f-|| "6 operations oM S .
) ST T : 0 ) Lo - Underline
= Ge many / E . Lol the cause ta
i | 13. Birthplace 'whichdeath
h ty, town, or county) {Stata or [oreign country} Of autopay should be
a 14, Maiden rame? QA T0line: Se-Volkepr . ‘z - ct:!mt:.'zeﬁ;ta-
N [— 1sL1cal .
§ 15. 'Birthplaﬂ‘—-_—m—--(a-;;—;%?%y— P ———— 22, If death was due to external causes, fill in the following: '+ '¢ - !
. 6'_‘ ¢y Tnformant. Minnie Schmidb . . {¢) Accident, euicide, or homicide (specify)
@) Address.. Higginaville, Misscurl,|® D ef ccmumrec
17. @ .Burdal . & Datethercot_ April__l&_ IO W here did injury occur? T o por
{Burial, cremation, ar removal) (BMonth) (Dey) (Vear) (¢} Did injury occur in or about home, on farm, in industrial pla.ce in public plau:?
(© Place: burial or cremation. B S8iNsville City Cem
18, (@) Si‘kna_iﬁfe‘?f funetal director. hw While at work?__.__....._...._ﬁl:e_i.l_, t&r;e ‘1)\2 :;h:;)of ey Vs
® Address_ Bigginsv] ,1_,&,___}_@10. g _ % o /s
5 | - 23, Signature. (M. D. by _‘
. ifadd (8o AT otk aaes_Higginsyville . Mos... pueumead=17-4

(Licensed Embulner’l'gmummt on Reverse Side)




RECEIVED
District Health Officer No. 8,

District File Number____ . ____._.____
Date Filed 7 Pabel , <

STATEMENT BY LICENSED EMBALMER

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

, Regjstered Apprentice No "

working under my personal supervision.
) o
Sig

Licensed Embalmer No>=-%284 é

P.O. AddressHS ggdngvidle ;o
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the ahove constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be so stated above.




