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All diseases in Part | must be causally related.
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THE DIVISION OF HEALTH OF MISSOURI

71958

CATE OF DEATH

STAN DAR%TgFI
Regisrration Distriet No. .. __ ST &8 __ Primary Rag'illraiinn District N°'1'OO3‘""—----"-—- Ruqistrur's 3

58-012273
STATE FILE NUM%?

27

1. PLACE OF DEATH 2, USUAL RESIDEMCE (Where deceased lived. |f institution: Residence before
a. COUNTY a. STATE Misgsouri b COUNTY imaﬁm:% 7
b. CgRY {If cutside corparate limirs, giva TOWNSHIP anly) lnside Limits <. CBTRY '|nsi‘dc Li;n)'!é (24
town ST, 1OUIS,MO, Yes [J 0o [ ] TOWN St .Louls Yes[J 6 []
c—ggls_ll’_l NAEI.EOOF (If NOT in hospital, give location) | Length of stay in 1b d. STREET {If outside, give location)} Reside on Form
TAL OR ADDRESS I .
;b INSTITUTION ST.I-OIES mﬂ mﬁP.#l. 23 a'?dé b . BI’O&dWay Yes D NDD
3. FTAME OF DE)CEASED First Middie Last 4. DATE Month Day Yaor
ype or pring ; OF
5. SEX D 6. COLOR OR RACE 7'MARR|ED[]Q«EVER marrIEDL] 8. DATE OF BIRTH 9, AIGE. {n ,zo,; l;ol.'l‘l;lr:)’ER [i’:yfAR I:::NDER 2;:&5.
. 5 asf o I N
Male white wooweo[] /  oivorceo[] @Ct 15,1902 g der I

100. USUAL OCCUPATION (Give kind of work done

10b. KIND OF BUSINESS O

11- BIRTHPLACE (City and staie or country)

king, life, aven if retired)

ek Driver Ham

fiTYTransgér

Millstadt,I11./

12. CITIZEN OF WHAT COUNTRY?

Ulb‘l

13a. FATHER'S NAME

Phillip Schmidt

13b. MOTHER'S MAIDEN NAME

Emjna Middlebusher

t4. NAME GF HUSBAND OR WIFE

Ethel Schnuwidt

15. WAS DECEASED EYER IN U. 5. ARMED FORCES?
(Yas, no, or unknqwn}l (If yos, give war or Nc of service)

16. SOCIAL SECURITY NO.| 17. INFORMANT

RS

Ethel Scrmidt(Wife) L7 5.

Broaaway

V8. CAUSE OF DEATH (Enter only one couse per |
PART |. DEATH WaS CAUSED BY:

' IMMEDIATE CAUSE (o)

ine for (o}, (b}, and {c).) .

N INTERVAL BETWEEN
T sut candioyaseulan dml:%’fé‘ WP,

Conditinns, if any, DUE TO (b} M
which gave rise to }
above cause (o),
tati h, der-
z ying “couss. lest. ) _DUE TO (¢} 4‘7(3 A
=t PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not raloted to the terminal dizeose condition given in PART I (a} 19, WAS AUTOPSY
S PERFORMED?
2 . VESK] No[]
w1 200, ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART H of item 18.) /
w
C J O O
3 c. TIMEOF Hour Month, Day, Year
2 INJURY a.m.
= p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home,|{ 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D form, factery, street, office bldg., etc.)
WORK AT WORK

21. | attended the deceased from

3/17/58

. to

Derh occurred at

and last saw ﬂ:; alive on

m on the date stated above; and to the best of my knowledge, from the causes stated.

3/X7/58

22b. ADDRESS

15 LAFAYETTE AVE.

22¢. DATE SIGNED

3/18/58

23e. BURIUCR EMATION,| 23b. DATE 4 23c. NAME OF'CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {Stare)
RE)EVAL (f.:lly) - . . R N
urisl A-20-58 New 8+t .Mareus St.Louis Mo
24. FUNERAL D.IRECTDR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. REGIZTRAR'S SIGN
Weick Bros £201S . Grand MAR 19758 y g
(Li d Embalmet’s St on Reverse Side) [/4
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STATEMENT BY LICENSED EMBALMER

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

’.‘*’by I, OF DY ittt iiir rerictisi e r et tattsiatasasraransrnnsrnsssonnernsennsnneasanisanson , Student Embalmer No. .........covvevenen

working under my personal supervision.

Student .coiiriiiii e
Signature of Student Embalmer
3NN SANTINE - Licensed Embalmer
.. C:
a8 P. O. Address....
Ao " R iy’ re el ar Rt . . . .
RAS 'L\{- Note:+Theabove-MUST BE-SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting. - -
If this body is not embalmed, fact should be so stated above,




