- THE DIVISION OF HEALTH OF MISSOUR!
2% FILED FEB 10 1g55 STANDARD CERTIFICATE OF DEATH st rie e 204

L 10.48 1P FYSRE G Ll LU} (MR T T YR R e R E e om0 SR IRO AN et i

BIRTH NO. REG. OIST. NO. 3[ ] Rimary REG. DIST. wo. 5’_‘&[ R,y,,,m,N,___/.??

I. PLACE OF DEATH 2. USUAL RESIDENCE (Where d d Uved. I L id before
a. COUNTY I . . a. STATE _ b. COUNT, . aduimlon.
St. Louis Mo, - : gt. Lou:Ls
b. CITY (f eutadd limitn, writs RURAL and give c. LENGTH OF . ClTY o . ce .
b OR susice sorourate fimia " w‘::mmp) STAY (in chis plaeo) 7? < ]. :’l‘f;“' ] hmo:dpnn;j:hdun;lul:r:!!
ToWN  Clayton DOA o Crestwood / WHT D
g d. FH(I)JS-P'I!TAME OF (If not in hospital or institution, cive streot addresa or location) & ASDTI?REEE-SI..S (If raral, dv{ location)
E INGiToTion Ste Louis County Hospe 1107 Spellman
3. NAME OF 8. {First b. (Middle) - ¢, (Last
DECEASED A(LiBE)RT p { SCHETD E((}G E)R | 4DATE  Cfont) (Day) (Yew
e { Type or Prind) OEATH Jan 20 1956
ﬁ 5, SEX q 6. COLOR OR RACE | 7. xlAD%ﬁﬁI’ED EIE“'ISRCESREIE@' 8, DATE OF BIRTH 9.::(55,:;?.;“ hl;‘ unu;-.: | YEAR | tF UNDER 14 W3
E . : (Bpeci t ¥ o Houm Min.
5 male white mé’owe$ April 20, 188L L {9 ! 0 | \
] 102, USUAL OCCUPATION {Givekindofwork | 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE . . 12
5 dnudurinlmﬂtolworkluuh.ovm‘}.f !?ellr:;) ) DUSTRY (City sad State o Foreign &mntry?ﬁ zcocﬁﬁ%ﬁl:v?r WHAT
g |self employed arpenter Berger, Mo,, UsA.
< 138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND' OR WIFE
@ 'Frank Scheidegger 4 )
k2 1| 15 WAS DECEASED EVER IN U.S. ARMED FORCEST [ 16, 1AL SECURITY | 17, INFORMANT' § § OR NAME ADDRESS
« {Yes, 0o, or unknown) | (M yes, kive war or dates of service) NO. .
T no none. rancis Scheidegger 227
18, CAUSE OF DEATH MEDICAL CERTIFICATION 2 NTERVAL BETWEEN
i [l Enteronlycnecaumper | 1. DISEASE OR CONDITION _ . Kirkwood Wu
Z |l linetor (o), (), and (0) | DIRECTLY LEADINGTO DEATH® q) Unlcnown naturgl oauges -
5 *This does mot mean ANTECEDENT CAUSE..-
- the mode of dying, such | Morbid conditions, if any, giving DUE TO (b)
! - a4 heart failure, asthenia, | rise to the above cause (&) sating
i 17} ele. It menms the dis. | the underlying couse last. ) s
f o case, Injury, or complica- DUE TO (2}
= -tiom whi‘c_fl cu't‘tstd death. | 11, OTHER SIGNIFICANT CONDITIONS
= : Conditions contributing to the death but not
a related to the disease or condition cousing death.
[ 19a. DATE OF OP_FIFEN :IQb. MAJOR FINDINGS OF OPERATION 20. AUTQOPSY?
= .
5 7_94:{ YES D Nom
o 21a, ACCIDENT (Bpecify) . 21b. PLACE OF INJURY (e.g.. lnerabout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE) »
h SUICIDE bome, farm, faotory, street, office bidg.. ava)
E HOMICIDE - . - .
o 21d. TIME (Mosth) (Daz} (Year) {Hour) 2le. INJURY OCCURRED | 2112 HOW DID INJURY OCCUR?
=}
WHILEAT[ ] NOT WHILE }
i INJURY = | CworK AT WORK
? 22. I hereby certify that I atlended the deceased from , 19 , lo , 19 , that I last saw the deceased
'j alive on LA , 19 , and that death occurred at ________ m., from the causes and on the dale siated above.
g 23, SIGNATU cgTes of mlebq 23b. ADDRESS 23c. DATE SIGNED
5 erbert R,Domke, M.D cal Regi I 651 S. Brentwood Blvd, l-d5-5 (4
= 24s. BURIAL, CREMA- | 24b, DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or Bou.nty) . {Btate)
~ TION, REMOVAL (8peditr)
= hnrigl 1/23/56 Rasurrection

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE

(=22-£C




»STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embal
[ 328 ¢+ T-TUNE- % 0 - PP, P, , Student Embalmer No.............

working under my personal supervision..

Student.....cooiioiiiriiiniraiesia e araranaas Signed....... M . M.MM!PZ ..............

Signature of Student Ecbalmer i
Licensed Embalmer NOBOB

P. O. Address../.m.... {ereTs

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

If embalmed by a STUDENT, he also shall s1gn in his OWN bandwriting,

T4 this body is not embalmed, fact should be so stated above. :



