st Health,
. & Welfore
5. Public
Ith Service

. 5. 300
w. 1-57

Doctor, coroner, etc. must use only stondard nomenclature in item 1B. No symptems will be listed.

All dissases in Part | must be causally related. *

4

#“USE;ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Y

ELED NOV 25 19, v ctaric e

THE DIVISION OF HEALTH OF MISSOURI

CATE OF DEATH

_Primary Reglsrrcmon D:ﬂncf Mo. 1003

42508

STATE FILE NUMBER

S & LA R v

1. PLACE OF DEATH

a. COUNTY

2. USUAL RESIDENCE (Where deceased lived.

If institution: R“édm b?fgr.
a. STATE COUNTY s y&'cn
Missocv k|

b. CgRY {)f cutside corporate limits, give TOWNSHIP only) Inside Limits Cng Inside Limits
TOWN ST- mUIS M'.). Yes [] No (] _TOWN 6 '. Ao a[s Yes[ ] Ne[}
c. Fgls.,l;l{j:onoF {If NOT in hespital, give location) | Length of stay in 1b d. DREEEES (If oytside, give locotion) Reside on Farm
L2 s hsriniosT. LOUIS CITY HOSP, #1, n /60 % gzs_L?AmsM(mM i Yes (1 Mo [J
3. NMAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) OF
MARTE SCHMID oeatNOV, 17,1957
5. SEX 6. COLOR OR RACE} 7. MARRIED[ JNEVER MARRIED] ] 8.-DATE OF BIRTH 0. A,C’E “i,:':;:;; :ﬂ',‘.?,“.i:,f‘“ lrhl:l‘:DER z:“Tts.
Femakre | WHiTe | wefdo@ ovocoDSAN 20 (891 | £5 I

10e. USUAL OCCUPATION (Give kind of work done

10b, KIND OF BUSINESS OR ~

11. BIRTHPLACE {City and state or country)

D 12. CITIZEN OF WHAT COUNTRY?

duriny st of working life, gqyen if retired) IND TRT .
IASPe CTFoR AAICATOR Co. | MissouR] U, S, A.
130 FATHER'S NAME 'IJh MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
T Havk — _ —
Ia. WAS DECEASED EVER IN U 5. ARMED FORCES?. 16 SOCIAL SECURITY NO.| 17. |NF9WT R Addrass
(Yes, no, or Im’ll'nwn)l(" yas, give wor or dates of zervice} \4?0-82 .0?5/, 8[ LLy S c ” M ‘ A 473,7 J%N”Syz"”

18. CAUSE OF DEATH (Enter only one cause per
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE ()

line for {a), (b), and {¢).}

INTERVAL BETWEEN ‘4
ONSET AND DEATH

Conditions, iFeny, , DUE TO (b)

which gave rise to

obove cause [a),

stating the under- } /7 0 K.
lying cause last. DUE TO (c)

to the termina! disease condltion givan in PART I (a)

19. WAS AUTOPSY

VI A a——

‘Decth occurnd ar

z
g P ; T, OTHER SIGNIFICANT CONDITIO NTRIBUTING TO DEATH but nat '.',F PERFORMED z—'_
& NaAsataroa Yo FEZM‘-U\ [\TTPVINTY YES [ Nﬂél
=l 20a. ACCIDENT _ SUIC HOMICIDE @ DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART i or PART If of item 18.)
wt
v & O O '
3{ 20c. TIMEOF .Houwr Month, Day, Year
8 INJURY o, N "
3
¥ . . [ HLEEN .~ Y
20d. INJURY OCCURRED .20s. PLACE'OF {NJURY (s.g., inor cbout home,| 206 CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD. NOT WHILE D farm, factory, streer, office bldg., efc.) .
WORK AT WORK . , B
‘2. *1 attended the deceqzed and last saw £ alive on L L7571

m on the date stated obove; ond 1o the best of my knowledge, from tha causes stated.

NATURE

egree or title)

22b. ADDRESS

>
MR

1515 LAFAYETTE AVE. .

22¢. DATE SGNED

11/18/57

23a. BURIAL, CREMATION,
REMOYAL (Specify)

24. FUNERAL DIRECTOR ; ;' E' ADDRESS Z y
[{N] d Embe}

3¢, NAME OF (EMETERY OR CREMATORY

New sT. MaRcuS

23d. LOCATION (Chy, towm, of county)

ST

(Snm)

Aouvrs

"W 18 gy

G.

on Reverss Slde)

Vg




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

working under my personal supervision.

Student
Signature of Student Embalmer

LENSERTE FITL L

VoL Note: The above MUST ‘BE SIGNED "BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of hcense)
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should bg so stated above.

.
~

LY




