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

' BIRTH KO. REG. DIST. NO. 31 8 PRIMARY REG. DIST. no.1_(_)g3___ Rzgl:frar'J:Na 5851

FLED AU 2 -~ THE DIVISION OF HEALTH OF MISSOURI e
AUG 2- 1955 STANDARD CERTIFICATE OF DEATH State File No =4254

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whete decoased lived. 1f institution: rmiclence before

a. COUNTY a. STATE b. COUNTY adiuission).

Missourl ~

b. CITY (M outeld ts limits, write RURAL and g ¢. LENGTH OF Il e. CITY . d s Rex

OR  ouide corpurmte Him ™ \awastip) | STAY ija thie place) OR ‘ * l"é!':"::n‘;ewmh'l‘n““m‘x‘:!
Town St, Louile yra W 8t, Louls Y,

d. FULL NAME QF (I not in hoapital or institution. give streot address or loeation) STREET (I rural, give location} .S/
HOSPITAL OR ESS ;:/ D
iwsrturion _Géétner Home / 5000 8 Broadway

" 3. NAME. OF . (First b. (Middie) c. (Last) y
e ey HB (Fi ‘) 4. DSEE {Monthy (Day) (Yean
(Tveeor Pty RETGATEL R&umseluin eA July 4,1955
§. SEX 6, COLOR QR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| iF UNDER | YEAR | o UNDER u Mas,
WIDQWED, DIVORCED (8pecity) - lagt b g.y) Mnnuu’ Days | Hours | Min.
Female '| White 1dowed Mar, 11,1886 K 9
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- [ 11. BIRTHPLACE . . . 12. CITIZEN
done duaring most (wnrl:in;l.ﬂa.u:nnni! :nx‘l:::l) DUSTRY {City and State c: Foreign Couatrul TRY?OFWHAT
at home at _home B8t, Louls Mo,
13a. FATHER'S NAME 13b. MOTHER' S MAIDEN NAME 14. NAME OF HUSBAND OR ¥IFE
Chas, Schmitt | Emma Krggzngn________Mlnhanl_______inﬂnﬁaﬁﬂﬂ)
I15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes. no.or unknown} | {If yes, £ive war or dates of service} NO.
no none Dorothy Hutcbinge 19Graneds way
18. CALISE OF DEATH MEDICAL CERTIF CATION INTERVAL BETWEEN
A ! . . - ‘ ONSET AND DEATH
. Enter only ohecauseper | 1. DISEASE.OR CONDITION .
ine for (8), (b). and (¢) DIRECTLY LEADING TO DEATH (g .r__!, 1 © tarisistigs
*This does not mean ANTECEDENT CAUSES 0T ‘%—-fa.—
the mode of dying, such | AMorbid conditiona, if any, giring DUE TO (B) &I&Q
a2 hear! failure, asthenia, | Tise fo the above cause () stating [
ete. It meens the dig- | ihe underiying cuuazllaat , i )
cate, infury, or complica- DUE TO (c) i 7

tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS NT,B,M_.-»./
' «+. | Conditions contributing to the death but not ’

related to the direase or condition causing death.

19a. DATE OF OPERA- | i$b. MAJOR FINDINGS OF OPERATION &f, AUTOPSY?
TION . i
YES D NO
21a. ACCIDENT (Hpecify) 21b. PLACE OF INJURY (e.x..inorebont | 2. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
a%lﬁ :gIEDE homes, farm. faatory. atreet. office bidy.,e10.}

21d. Té?E (Month) (Day) (Year) (Houon 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?

iy | . | e ) vorme , 331 x
2. I hereby certzfy that I atlended the deceased from _o/“'— 1953 __!_"f'_ 1958, that I last saw the deceased
alive on 1 , 19 5 % b and that death occurred M m., from the causes and on the date stated above.
23a. SIGNATURE egn%_mle 23b. ADDR! TE SIGNED
. : . .q;;.rq-yc,,‘s S'TLH-M4 s,bé
24a. BURIAL, CREMA. | 24b, DATE 245, NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Olty, town, of county) (Gtato)

TIQY. REMOVAL (Bpedii: .
moval . Orove Mausoleum St. Louis County Mo,
DATE REC'D BY LOCAL 25, FUNERAL DIRECTOR'S SIGNATURE ADDRESS

JUL 7 195%5‘5
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was eml

byme, or by . ..o e e e et e e e s , Student Embalmer No,.........

'working under my personal supervision..

Student . ..ooore i
Signature of Student Embalmer

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting. - Q

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