vo.300 [ \ﬁ@ MAR 1 8 19 . THE DIVISION OF HEALTH OF MISSOURI l ()9 ,?
e. g o -
- 92 STANDARD CERTIFICATE OF DEATH Sate Fie Now, D
'BIRTH NO.___________________ REG. DIST. NO. .,ZL_PMHAM REG. msrﬂﬁaﬁ Registrar's No /00
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decomssd lived. If iostitution: residence before
‘y a. COUNTY ST- ImIS a. STATE MISSOURI . COUNTY ST LmIsd'mﬂ‘Dﬂ)-
7 b, CA‘EY (If outzida corpurato limits, write RURAL s&d give gerlvENGTH OF €. Cg'Y (If eutalde corporate limits, write RURAL acJd give township) ’
/ township) ({in this place)
| town  CLAYTON yoars i £ 6N chou Y LS D
d. FIEIJ(%’S'PP#A{EO%F (If pot in bowpital or lnstituticn, give streot addrees of loeation) d ASJEI}RREEESI; rural, give loeation} . d
wstirerion 7520 YORK DRIVE 7520 YCRK DRIVE
3. NAME OF 8. (First) ~ b, (Middle) c. (Last) 4. DATE (\Iunth) (D
DECEASED ! - 03 h ay}  (Year)
(Typeor Print)  LENA ELIZABETH SCHAEFER. oern  JAN, 1952
8§, 5EX 6. COLOR OR RACE | 2 \MARRIEB IEI)'I-"\:,"EECIESRRIED 8. DATE OF BIRTH - Q.I:GEI'(‘L:;:nn l\: UNDER 1 YEAR | [F UNDER a4 Hs.
. tﬂuui!.v) 13 ¥} onthe | Days | Hours | Min.
Female ! | White W dowe MARGH 6 1870 73 l
10a, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINSS OR IN- | 1. BIRTHPLACE 8 f A
donniu.ri.u cat of wurl:.ln;l.[fc.'un';! rollr:'d) : DUSTRY fate or torelgn couatey) / lzcgh'lu%ERP‘Jr?OF WHAT
ome Col'mntms Ohlo
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Kraft . Ejaghez George Danial Schszefer,,
I5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Ye-.m:.uﬁmknown) {I{ you, give war or dates of service) NO.
o none . Mra L, P, Dursnd - 2812 St Charles Ave,

18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

»
s 1. DISEASE OR CONDITION . v { ONSEREND DEATH
- Fnter only onecsuseper | 1 op 'S PEABING TO DEATH* (4 «Brstrsnagrm. LAY

line for (a}, {b), and (c)

. . Q n .
*This doey mot mean ANTECEDENT CAUSES

the mode of dying, such | Aforbid conditions, if any, gieing DUE TO (B)

038 heard feilure, asthenta, rite (o the above cause (o) slating . . . .
ete. It means the dis- the underlping cauae Iast. .-nF Am -
case, infury, or complica- DUE TO (c} A
tion which caused death. | 1[. OTHER SIGNIFICANT CCNDITIONS . ' U ) .

Conditions contributing to the death but nof
related to the disease or condition cousing death.

19a. DATE OF OPERA- | 15b, MAJQR FINDINGS QF OPERATION - w1 20. AUTOPSY?
Al | "R 21| dep | 0.

111

UNFADING BLACK INK-——MAKE.A PERMANENT RECORD

.. 21a. ACCIDENT (Bpecity) 21h. PLACE OF INJURY (e.5..inorsbout | 21c. (CITY. TOWN, OR TOWNSHIP} (COUNTY) (STATE)
,L‘ SUICIDE ) ) home, farm. faciory. street, office bldg..s1a.} )
= HOMICIDE Ny
g 21d. TIME (Month) (Day} (Y INJURY OCCURRED | 21f. HOW DPID INJURY OCCUR?

. .OF . - ) ‘ LEAT[™]. NOTWHILE
I [INJURY . N | AT WORK

S ' al
= 22, I hereby cpifify that I atiended bhc deceased fromM 19 to%th._,ll 195-1}@! I last saw the deceased
'_':‘ alive on + 18 2- and that deatfloccurred at ., JAdm the causes and on the date gfaied above.
- 2. SIGN RE R : (D@Ht]ﬂ) 23p, ADD Es 23¢c. DATE SIGNED
=~
Q St Movan MGIG b3 |
& 24a. BURIAL, CREMA~]-24b. DATE 24c. NAME OF CEMETERY OR'CREMATORY{) v, $8wor coutiiy) (State)
R P
& 72> Jan'y 15/52 Beldefontaine @Qemete St, Louis, Mo, -
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 25 FUNERAL DIRECTOR'S SIGNATURE ADDRESS
REG.
]-/Y-53 M £. Dy . Ffo //AC.R.Iupton & Sons;7233 Delmar Blwd.,

5“,1?:&1::.“:1 Embalmer’s Staternent 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, or by—e-.

) .. st
working under my persona! supervision. udent fmbalmer No

------

Signd... @@2«%/1%

Licensed Embalmer No..44.2. £ 2. .

P. Q. Address._# ‘/éuz_‘e, _%

Note; The above MUST BE SIGNED BY THE LICENSED EMEBALMER in his OWN HANDWRITING. (Failure to comply wn‘J
the above constitutes grounds for revocation of license.)

Signed,veuiasas

Student Embaimer

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

+




