THE DIVISION OF HEALTH OF MISSOURI

538017474

10a.

USUAL OCCUPATION {Give kind of work done

105, KIND OF BUSINESS OR
INDUSTRY

11. BIRTHPLACE (City oand state or_country)

12. CITIZEN QOF WHAT COUNTRY?

e known UNKNOWN UNKNOWN
13a. FATHER'S NAME 13b. MOTHER®*S MAIDEM RAME |4'-_ HAME OF P!USBAN[! OR WIFE
ANTOINE SEIBERT BARBARA SCHAEFFER

15.

WAS DECEASED EVER IN U, 5. ARMED FORCES?

16. SOCIAL SECURITY NO.

17. [HFORMANT

Address

raith,
\':Ilifnu STANDARD CERTIFICATE OF DEATH " STATE FILE NUMBER
blic
rvice I_ED MAY 1 9 Tgs&gishqﬁon- District Na.. ‘/’7 Primary Registration District N°-m—‘-3-q--a- ------------ Registrar's N°--—--’!!------—-----
"I 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceosed lived. If institution: Residence before
;(: a. COUNTY CALLAWAY a. STATE MI SSOU RI b. COUNTY MARI Eﬂg"“wy
3 b, CITY (If cutside corporate limits, give TOWNSHIP enly) Inside Limits c. CITY 0 Inside Limits
2 Or FULTON Yes (3 Mo [ SR BELLE 0639 g
Q/ e. FULL NAMEOOF (If NOT in hospital, give location} | Length of stoy in 1b d. STREET (I ourside, give location) T Reside on Farm
‘ e ST.HOSPITAL #1 | 19 yrs. ADORESS JNK. Yes (] No [
' 3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year 2}
' (Type or print) OP
TONY SEIBERT DEATH MAY 13, 1958
5. SEX 6. COLOR OR RACE| 7. MARRIED[ JNEVER Mmmﬂﬂ‘ 8. DATE OF BIRTH 9, AGE (In yuors JF UNDER i YEAR| IF UNDER 24 HRS.
i | MALE 0 VJHITE j\'IDDWEDD 0 DlvoRCEDD UNKN OWN g[;‘ birthday} [ Menths | Days I Hours l Min.,

".[}HKM*)WI {If yws, give wor or dotes of servics)

UNKNOWN

ST. HOSPITAL # 1, FULTON, MISSQJRI

All diseases in Part | must be causolly related.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

18. CAUSE OF DEATH (Enter only one causs per lina for {a), (b), and (c}.}

DEATH WAS CAUSED 8Y:
IMMEDIATE CAUSE (a)

PART I.

ARTERIOSCLERQTIC HEART DISFASE

INTERVAL BETWEEN
ONSET AND DEATH

-GENERALIZED ARTERIQSCLEROSIS

Caonditions, if any, DUE TO (b)
which gove rise 10
above e;ua- jc), }
wtatl -
z yimg covse. laer. 4 DUE TO (¢) 4200
E PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseass condition given in PART ) (a) 19. gésé'.:&é)JOPSY
P — (]
S| CHRONIC BRAIN SYNDROME WITH CEREBRAL ARTERIOSCLER®G IS YES[] N
E 200, ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter naturs of injury in PART | or PART I of item 18.)
w
o O O 4
G| 20c. TIMEOF .Hour Month, Day, Year
i) INJURY a.m.
3 p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (o.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D form, factory, strest, office bldg., etc.) .
WORK AT WORK
2XK¢:"S&JMEQSEMAL %.]_.. 2- 9—1,239.*0 5-13"1958 ond |allka-:-m- imu""oﬂ 5-13—1958
Doath nccursai\uf 12:2 P.M, A : m on the date stated above; and to the best of my knowledge, from the causes stoted.

23a. BURIAL, CREMATION,
REMOVAL (Specify)
———

22a. SIGNATU / ) {Dagres or Iilw V"?_ ADDRESS
‘\\—-_— +
@‘_U\ Kg;%ﬁm“ sdae i ln /Bt, Hospital #1, Fulton

7. LOCA

T1c. PATE SIGNED

5/13/58

T

N (City, town, of county} L4 * (Srate)

y D |

25- DATE RECD. BY LOCAL REG.

Py )i - 1958

25. REGISTRAR'S SIGNATU

{Licansed Embalmer's Stﬂ.-m on Revarss Side)



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 ........ et s e oot s et s s e s e e s eeeeeneneen .» Student Embalmer No. ...................

working under my personal supervision.

Strdent .o e s SHENEd L. it s e ra i rnes
Signature of Student Embalmer

* et

Licensed Embalmer No.............ccevvnne.

P. O. Address........ s,

. * 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 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.




