THE DIVISION OF HEALTH OF MISSOURI

No, 300 v
o2 HLED 0CT 2~ 1953 STANDARD CERTIFICATE OF DEATH 7 v 1%
} BIRTH NO. REG. DIST, mﬂL PRIMARY REG. DIST. m.hz-ﬁﬂ_. Registrer's No. .42!\5"(,_
. PLACE OF DEATH j 2. USUAL RESIDENCE (Wbare d d Hved. If tmatitation: residencs before
a. COUNTY i a. STATE . b. COUNTY adimion).
St .Jouis . Missouri St. Louis
b. CITY (f ogumid Umnita, writs RURAL . LENGTH OF . CITY
- _OR vonde sorporaie Himl, write M\o'in.m" &) §TAY {in this place) ¢ OR ¢J// a.ng‘.’m rootamd umm.u
___TOWN  St.Johns 3 yra TOWN St.Jchns < o Y
d. FULL NAME OF . . STR )
HOSPITAL O {If not in hoepltal or institution. pive sirest addrem or location) . ADDREE‘STS {If rara), gtve location)
INSTITUTION__ 8206.Ezra Avenue AZ05-Fzra_Avenne
- ng‘AC:%JE\S%Ff:‘I a. (First) b. (Middle) c. (Last) - _4._06;1'-2 {Month) (Day) (Year)
{ T¥pe or Print) Viol:n Frances Yehlewsld DEATH Sert 14,1953
S. SEX ; | 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (In years] IF UNDER § YEAN | W UNOEW 3¢ fs,
/ WIDGWED, DIVORCED (Bpndl,)/ last birthday) | Months l Dars | Houre | Min.
Female White Varried Auc,2,1922 31 l
m:;" USUAL Ef..cﬂif‘li.?.’.“ &222?:&:; 10b. KIND OF BUSINESS og_r IF:‘Y . BIRTHPLACE (01 sad State or Foreign Country) Iztgm%ﬁp‘u’?pwun
Housewife - Home Edwardsville,T11., / U.SLVA.
138, FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND-OR WIFE e
Ferdinand Schmidt 4 JTda Scheeke .. | Rohert Vehlawsld
15. WAS DECEASED EVER IN U.S5.ARMED FORCES? | 16. SOCIAL SECURITY | 17 INFORMANT S SIGNATURE OR NAME ADDRESS
(Yes. 00, crunknown) | (If yes, eive war ot dutes of sarvics) NO.,
No None 340-16-9199 |Rohart Vehle . - -

18. CAUSE OF DEATH ) . MERICAL CERTIFI ION | . . lg;‘gghgaggﬁm
I, DISEASE OR CONDITION 22; s H
 puter only cnecsuseper | ThIRECTLY LEADING TO DEATH'(a) i .

lins for {8), (b), and (c}

ANTECEDENT CAUSES [2 4
*Thiz does nol mean a“ 21 d M W
the mode of dying, such | Aorsid conditions, if any, giving DUE TO (b} /fy% hd

a8 heart failute, exthenia, | rise to the above cavae (o) dating / d
cc. It meana the dis- | the underlying cause last. . . i - : . '
cose, infury, or complica- i DUE TO ()
tions which eaused death. 1l. OTHER SIGNIFICANT CONDITIONS
) ' Conditions contributing to the death bul ot
related to the disease or condition cousing death.
19a. DATE OF OP_F[ROAN- 18b. MAJOR FINDINGS OF ‘OPERATION . - -1 AUTOPSYT.
'S 3 K ves ] wo [
21a. ACCIDENT {Bpecity) 21b. PLACECF INJURY (.., Inorabout | 21c. (CITY, TOWN, OR TOWNSHIP} (COUNTY) (STATE)
SUICIDE Bome, farm, factety, street, 0fiow bldg ., #te.) i . .
HOMICIDE _ . \ .
21d. TIME (Month) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
. WHILEAT[—}] NOT WHILE
CTNJURY. . [ WORK 4T WORK
2. I Kereby cerlify that T attended the deceased from _£ \Ganr . 1O 1522 1 ‘% 19_9_.3 that I last saw the deceased
alive on _ , 1953 and that deathlodeurred at L}ﬂ_e.. m., from the causes and on the dale stated above.
|| 222. SIGNAT (Degrgnor titls) | 23b. ADDRESS Hpme 1|2 I TE SIGNED
Sy ey DB D Bt Bt T s | i)
BURIJAL, CREMA- | 24b. DATE Z4c NAME OF CEMEI'ERY OR CREMATORY Z'Id LDCATION {City, town, oroounty) (Bf.ﬂ,a)
TION REMOY. ALM - ¥ :
Burial 9-17-19573 ‘lake Charles Park Wellston wio .

WRITE PLAINLY—USING UNFADING BLA"CK INE—MAKE A PERMANENT RECORD

RAR'S SIGNATURE

el

FUNERAL DIRE'I:TOI 3 ueu;: noicss
ﬁﬂ)2‘3§i oodSon HY-Overlapnd-1j-Mo, —y

+ (Licensed Embalmer’s Ststement 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 embal;
L3+ T 3 < R » Student Embalmer No..............

working under my personal supervision,.

. / )
BtUAENE e e enieetiaienenineameieanenaraseeinananenann Signed. AW“/ f% ......

Signature of Student Eshslmer

Licensed Embalmer No.. .. 7. .=,

P, O. Address@te%«é@uw

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

If embalmed by a STUDENT, he alsc shall sign in his OWN handwriting,
™4 this body is not embalmed, fact should be so stated above.



