. THE DIVISSON OF HEALTH OF MISSOURI
. No.300 / 3 9 4
o ff VEDJAN 271955 STANDARD CERTIFICATE OF DEATH sueriens.... Y305
. BIRTH ND, REG. DIST. NO. 3.3 ‘ i PRIMARY REG. DIST. NO. .f; QL Rmiﬂmr‘aNo._.&jﬁlé—*.
1. PLACE OF DEATH ] 2. USUAL RESIDENCE (Where decessed lived. I institgtion: residence befoie
M a. COUNTY St. Louis a. STATE Missourd b. COUNTY adicimlion.
a b. CITY (1 outeida eorpurate limita, writs RURAL and glve ¢, LENGTH OF c. CITY (If outside vorporats limits, writa RURAL snd give township®
OR STAY (in o) OR
5 TOWN Rural Wellston '| 6 montha ToWN  Ste Louis ROF 7
d. FULL NAME OF (11 not in hoepital or Institction, give strast addres ot location) d. STREET - (Ef ruesl, giva locatlon)
HOSPITAL OR . ' ADDRESS s
g INSTITUTION  St'e Vincent's Hospital 2108 Linton Street
H [P NAMESE ™ » @ b, (Miadie) = (Las) CoAE  (emm e (en
B FTvow or Print) Jery Adelaide (Schroer) D onley DEATH  Dec. 17, 1954
& ssex 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (o yesrs| T Weam 1 TEAR | W DWORN 1 i,
E WIDOWED, DIVORCED (Bpeeify) : | last birthday) |Montha| Duys | Hours | A,
- Femsle | Ihite Wi dow 1 May 28, 1865 | 89 . |6 |
19a. USUAL PATION (W wor . - : )
g L DN o NS o B | T TS ot - i o) | R
@ | Housewife oME Jofferson “Yity, Missouri U.8.
< 13a. FATHER'S MAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
a John Albert Schroer -. Bujemia iL_JJKv JAME S M- Dople
k2 |75, WAS DECEASED EVER IN U.5. ARMED FORCES? { 16. SOCIAL SECURITY [T7. INFQ | ANT' S SIGNATURE on NAME ADDRES
o || reens Z’m", I U yom, wive war or dates of service? i Mﬂo M m Don
= 7\7 0 {20 South Elizageﬁh, Eg;gg n, Moe
| 18, CAUSE OF DEATH MEDICAL CERTIFICATION 15"35.!‘;'&1, A
[~ ent I. DISEASE OR CONDITION
& '1?;1:?“(5)’.?;::6?; DIRECTLY LEADING TODEATH*(,y _Arteriocscleroti Be . ) Years
] y ANTECEDENT CAUSES .
O |l m;j:f"a;:,.m Aorbid wnditions, f any, gotng DUE TO o __GeD@TRlized Arteriosclerosis Years
3 .as heari fafture, asthenia, rise to the qbooe cause {a) slating - .. ) L .
[} de. Ii means the dis. | he underiying covac layt. = o - ) o
» ¢eaee, injury, or complica- DUE TO (c) % g
& || tiom which coused death. | IT. OTHER ii’::;'u‘im;'; i’w'&tﬂs Chronic¢ Brain Syndrome Associated with
3 e st o condition csing ceath. S€ile Brain Disease with Psychotic Hea, Yo&rs
- || 19a DATE OF OPERA- { 150. MAJOR FINDINGS OF OPERATION . .+r 4 , . . , 20. AUTOPSY?
g ' . . , 7&00 ves [] wo
@ [} 21a ACCIDENT (Boacty) 2o ﬁzonmunvmmm 2lc. (CITY, TOWN, OR TOWNSHIP) mmr) . STATE)
& HOMICIDE o, faanary. st e : L T
g 21d. TIME (Mooth) (Dan) (Tean) (Hou) | 2ie. INJURY OCCURRED [ 2if. HOW DID INJURY OCCUR?
| | mdury - o | WHILEAT[™) NOTWHILE .
P
8 22 I hereby certify that I attended:the deceased from _8=17=53 19, to __12_1_7_..__ 19.5_.4., that I'last saw the deceaced
& alive on _12=16- , 19_ 2% 54 , and that death occurred ai 2355 »m. , Jrom the causes and on the dale stated above.
3 23. SIGN (Degres ¥g title) | 23b. ADDRESS 23. DATE SIGNED
-W ry
0 - 7V 7301 .St. Charles Rock Rde . 1217 /54
E nmduagsn ) g}ﬂmaua- 24b. DATE . 74, NAME OF CEMETERY OR CREMATORY _| 24d. LOCATION (Oity, town, of county) (Etate)
. M, . - e L . .
E | pembvas 12-2o-scl | cAyvary CAPETER/ ST Loy s Mo .
DATE REC'D BY LOCAL | BEGISTRAR'S SIGNATURE 25- FUNERAL DIRECTOR'S SIGNATURE ~ ° ~ ADDRESS -
J_Q—[g-sc.fm ‘ ‘§(qc‘:n’Ma?r7'wﬂn?/ 5885 BReEnvTvvoed Az

Y rsed EmlnImnlStnthcan Side) éLFJ}/T"-/{, AMe




T D

STATEMENT BY LICENSED EMBALMER

»

I hereby cértify that the body whose ‘name is recorded on the reverse side of this certificate was embalmed by me, or by ...
’h ........ . Studont Embalmer Mo.

working under my personal supervision. ' M
Signed ;?M /

Student ...avsecacsccsancsnnsanssnrrnrnse e
Studlnt Ellbllll.l‘
: R ' Licensed Embalmer No 20 St

- POAdMsM%

Note: The above '\IUST BE SIGNED BY THE LICENSED EMBALMER, in his OWN HANDWRITING. (Failure to comply with

the above constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be so. stated above.




