THE DIVISION OF HEALTH OF MISSOURI

5. No.300 : 28 ) 4:9-
- o ALED AUG 29 1950  STANDARD %E%EFICATE OF DEATH St File N ’;? .
- - ( p
BIRTH NO. REG. 0137 NO, . _ . PRIMARY REG. DiIST. NO. -‘&0—3' Registrar's Na ...............................
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where u ! lived. If insticuti reald belore
a. COUNTY a. STATE . R b, COUNTY ad.nision).
; Missouri
b. CITY (If outeide corpurats limita, write RURAL and give §T AL‘P:GE: OF c. CITY (If curaide carporste limits, writse RURAL acd give townahip)
township) (in )]
TowN ff' Loevr S gz @wu St Louis 2/ 7/¢
FHOL%PF_IJ_\I\?_EOOF {1f not in bosplial or institution, cive strest address or loeltlon) d.ASDTI;R'{ZEEé (1f rural, give location) d .
INSTITUTIGN Barnes Hospital, 1915 Lindell, Blvd
3. NAME OF a. (First) b. {Middle}" - c. {Last) | . DATE (Month) (Day) (Year)
DECEASED OF
. (Typeor Pinty O T T 0 HENRY SCHWAR 2 DEATH iﬂﬁ‘ /? /950
5. SEX 0 6. COLOR OR RACE | 7. Jvﬂﬁ)%%:%g gﬁggchR[ED.) 8. DATE OF BIRTH |9, AGE.:S::.“;" L:Ir u&u IDM IF UNDER L RS,
{Bpacify’ . t bi ¥ on ays | Hours | Min.
M W 2 6/15/1888 8 | |
* 10a. USUAL OCCUPATION (Givekedof werk | 10b, KIND OF BUSINESS OR [N- | 11. BIRTHPLACE (State or forelgn country) 12. CITIZEN OF WHAT
done during exges of working life, sven if retired) DUSTRY ) 0’ TRY?
A\ Physician ‘- St Louis
FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

NFADING IiLACK INE—-MAEE A PERMANENT_RECORD

J

llSa.

Dr Henry Schwarz

Johanna Forgter |

15. WAS DECEASED EVER IN U.S. ARMED FORCES?
{Yes, Bo, or unknown) l {It yoa, glve war or dates of service)

16. SOCIAL SECUR:NITOY PINFORAN

May Vivian Rowe
SIGNATURE QR NAME

~ #%/.

ADDRESS

18, CAUSE OF DEATH
, Enter only onecanse per
line for (a), (b), and (c)

*This doey not mean
the mode of dying, such
o hear! fallure, asthends,
ete: It means the dis-
care, infury, or eomplica-
tion which cauged death,

MEDICAL CERTIFICATION

I, DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH* ()

ANTECEDENT CAUSES

Morbid conditions, If any, fﬂniﬂq DUE TO (b)
rise to the abore couse (a) sating
the underiying couse last.

DUE TO {e)

INTERVAL BETWEEN
ONSET AND DEATH

I, OTHER SIGNIFICANT CONDITIONS * .- - " - 7

Conditions contributing {o the death but nol
related to the disease or condition cousing death.

19a, DATE OF-OP_F%’IAG -19b. MAJQR FINDINGS OF OPERATION . ' ! |1 20, AUTOPSY?
Dea ‘3":‘? as ony vzs[ﬂ o L1
21a. ACCIDENT " (Boedtyr 21b. PLACE OF INJURY (e.z..in orabout | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) - {STATE)

SUICIDE, homa, larm, fagtory. strest, office bldg., ete.) P .

HOMICIDE
21d. TIME (Month) {Day) (Year) (Hoor 2le. INJURY CCCURRED | 21f. HOW DID INJURY QCCUR?

o i WHILE AT[—] .NOT WHILE

INJURY WORK AT WORK

2, I hereby certify .that I atiended the, deceased from Z-/- S-,DIQ

o.&m

, that I lasl saw the deceased

., and lhat death occurred al l.a_,ﬁ. m., from the causez and on the date stated above.

WRITE PLAINLY—USING 1

alive on —
B, SIGNATU @ (Degree or title) | 23b, ADDRarneS l"lOSpitaL .??ATESIGNED
N\ Hn.D, i B30
%NB}!'ERHIS\}F;LCREMA- 24b. DATE I Z4c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county)” {State)
. (Eipeslly) . - N .
: v Aug 21st . S5t Peters Cemetery St Louis County
DATE REC'D BY LOCAL RA??QNAT 25. FUNERAL DIRECTOR'S SIENATURE ADDREAS
AU 2. sar j M s § 3840 Lindell

(Tiversed Embalmet’s Statement on Reverse Side)




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, of by oo

Student Embalmer No, "

working under my persona! supervision, %A
Signed T2

Student ..cviissrnanacenns serasseresnnnanne

Student Embalmaer
Llcen ed Embalmer No.... ‘37 73

p. 0. Address_<>.& 40 DTM

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

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




