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ITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

§

!Blﬂ;ﬂi‘:@ FEB

THE DIVISION OF HEALTH OF MISSOURI .,
STANDARD CERTIFICATE OF DEATH % st v

REG. DISY. NO. 3 lzs

PRIMARY REG. DIST. nol(lo-a- Registrar's No.

Sd'?

e

1, PLACE OF DEATH - 2. USUAL RESIDENCE (Where deceased lived. If institotion: resid befors
n, COUNTY a. STATE . b. COUNTY adinbuion).
I1l1linois
b. CITY (If outaide corpurate imits, writse RURAL and give g_rALYENhGE: nlC.)F <. ClTY (If outslds scrporate limita, write RUTRAL aod give township)
townabip) [ col e I
Town ST. LOUIS 10N Edwardsville, I11, &7 22
T{JOL%FP#AT.EOOF (If not in boapital or institution, give street sddress or location) d. ASS'DRREEESTS ¢If raral, give location) J/
INSTITUTIoN BARNES HOSPITAL 222 So, Kgnsas avenue
3, NAME OF s. (FirsD) b. (Midale) e, (Lash) 4. DATE  (Month) (Day) (Yean)
DECEASED OF
(Type or Print) LEO JOHN SCHMIDT | DEATH 1l 30 52
5. SEX 6. COLOR CR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (In years| IF UNDER | YEAR | o uwDEX 2 WS,
WIDOWED, DIVORCED tBpecliy) inst birthday) Months, Days | Hours | Min.
male white June 24, 1894 | 57 l
10a. USUAL OCCUPATION (Givskind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT
done during most of working Life, svsn if retired) DUSTRY / COUNTRY?
store keever Illinoig
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE ] |
Joseph Schmidt Anng Bange Mavme
I5. WAS DECEASED EVER IN U,5. ARMED FORCES? | 16. SOCIAL SECURINTY 17. INFORMANT' S S!GNATURE OR NAME ADDRESS

(Ywe. no. or unknown}

yes

l (llmnrwdﬂudm) | 361_09_9490'0

Mayme Schmidt, Edwardsyi l]ﬁ{ 113, |
MEDICAL CERTIFICATION INTERVAL BETWEEN

B e 1. DISEASE OR CONDITION ONSET AND, DEATH
. Enter only onecause per .
1ine for (a), (1), and (o) | DPIRECTLY LEADING TO DEAm'(a) CARDIAC ARREST 0 min
. ANTECEDENT CAUSES
"This docs it mesn MYOCARDIAL INF
the mode of dying, such Morbid conditions, f any, giving DUE TO (b) AL ARGTION 3 DAYS
ar heart failure, asthenda, | rise to the abooe catse (o) stating
de. ‘It meony the dig. | 1M underlying couselost. - . . . ) . . L
case, injury, or complica- DUE TO (&) _
tion which coused death. | 11 OTHER SIGNIFICANT CONDITIONS ST . : i N
" Conditions contributing to the death but mot 1
related to the disease o’:'y condition cousing dealh. CANCER OF TONGUE’ RIGHT 1 2 YEARS
19a. DATE OF OPERA- | 19b. ‘MAJOR FINDINGS OF QPERATION . ., R . . - . 20 AUTOPSY?
TION : m
_ _ ves (A vo [J
f| 21a. ACCIDENT {Bpacify) 21b. PLACEOF INJURY (... Inorabout | 21c. (CITY, TOWN, OR TOWNSHIP). - ‘(COUNTY)} . (STATE)
SUICIDE boma, {arm, fagtory, atrest. office bldg..ete.) . .
HOMICIDE
21d. TIME (Month) (Day) (Yesr) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID [NJURY QCCUR? 02'0
- e . WHILEAT NOT WHILE|
INJURY - WORK AT WORK: = / H

2. I hereby eeriff that I auended the deceased from 1/25 1952 10 _1/30 19_52_ that I last saw the deceased
alive on }J and that death occurred at Mﬁ m., from the causes and on the date staled above.
Z3a. SIGNATURE. (Degree or title) | 23b. ADDRESS 23c. DATE SIGNED
M Wﬂ H.D. BARNES HOSPITAL 1/30/52

24; BURIAL CREMA-
TICN, REMOVNiEmd!r]

24b. DATE

rémoval &~ | Jan 30th 54

24c. [NAME OF CEMETERY OR CREMATORY

24d. LOCATICON (Oity, town, or uou.my) {State)

LN

|_JAN 3 1 1959

DATE REC'D BY LOCAL

gﬂuz sseuérum-:ﬁ o, I

Edwardsville4 111.

25 FUNERAL DIRECTOR'S $1GNATURE ‘ADDRESAS *

Straube, Edwardsville. 111,

(Licensed Embalmer’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 byeemmocoeee

Student Eabalasr No,

working under my personal supervision. \

SEUGONTE covnavnsasmcrsssasnansnanatnsasscss Signed..

Student Embalmer
Licensed Embal.é No..... ? " é é

P. O, Address % AT T

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




