THE DIVISION OF HEALTH OF MISSOURI

______ 58-033917

Health, . . —
& Welfore . STANDARD CERTIFI(AT! OF DEATH STATE FILE NUMBER
Public r . - 5
1 Service :’LED SEP 1 6 195%_egislrmior! District No. 3 /é Primary Registration District Ho. .. ~3_ O3 ?......- Registrar's No., =2 ?é_-._..-_-._
Y. PLACE OF DEATH - 2. USUAL RESIDENCE (Whure deceased lived. |f institution: Residence bcfor
- 300 » COUNTY . g4, Francois STATE pissouri > O, FrancdiE
157 b. CITY (If cutside corporate Timits, give TOWNSHIP only) | Inside Limits c. CITY Inside Limits
OR Yes [€) No (] OrR Ye No []
TOWN Bonpe Terre MO Town  Farmington, Mo. sBgl Mo
c. FULL NAME OF (If MOT in hospital, give location) | Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
HOSPITAL OR ADDRESS Yes [ No[X
INSTITUTION Ta el i
3. ?‘TAME OF DE;.:EASED First Middle Last 4. DATE Month Day Yeoar
ype or print ) QF
Adam Schnidt, peati  Septe & 1958
5. SEX 6. COLOR OR RACE| 7. MARRIED [ JNEVER MARRIEDE 8. DATE OF BIRTH 9. AIGE (tn yaers :\UNIPEH ;YEAR [: UNDER 2:“HR5-
Male Vhite WIDOWED] | pivorcen[] A-Drll l}-l-l:LB?l 87"' | e I o oo I "

100. USUAL OCCUPATION (Give kind of wark done

ﬁr-n qun of thlni Iifé, oven | "“ﬁ"d)

10b. KIND OF BUSINESS OR
INDUSTRY

11. BIRTHPLACE (City ond siate or country)
Farmington, Mo.

12. CITIZEN OF WHAT COUNTRY?

UsSibre

13a. FATHER'S NAME

Adam Sehmidl.

13b. MOTHER'S MAIDEN NAME

Margeret Deckert:

14. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
{Yes, no, or unlmqum)l {Il yas, give war or dates of service)

16. SOCIAL SECURITY NO.

17. INFORMANT

Address

Anna Schmidt. Farmington, Mo.

INTERVAL BETWEEN

ONSESNW

Conditiong, i any, DUE TO (b

*

18. CAUSE OF DEATH (Enter only one cause per line for {a), {b), and (¢).}
PART I. DEATH WAS CAUSED BY: - - / .
IMMEDIATE CAUSE (a) m / .

L,

which gave rise 1o
obave cause {a},
stating the under-

!

$200

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

| sttended the deceased from
Death occurred ot

21.

<oronar, eic. must use only standord nomenclature in item 18. No symptoms will be {israd,

nd last saw h

alive on

im 6
above; ond te the best of my knowledge, from the cavies stated.

|Iff—%ﬂ€ J‘l,m

g Iying cause last, DUE TO (e}
5 = PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat ralated to the terminal dlssass condition glven in PART § (a} 19. WAS AUTOPSY
® x PERFORMED
< & YES[] NO
- | 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.}
= w -k
g v ] O |
S S| 20c. TIMEOF Hour Month, Day, Year
2 a INJURY a.m.
§ - p.m.
E 204, INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f, CITY, TOWN, OR LOCATION COUNTY " STATE
TB- \VHILE ATD NOT WHILE D farm, factory, street, office bldg., etc.)
o AT WORK . L g’ Vo i - i P
E
"
H
a
H
H
=

5 " 22qa. SIGN RE Degres or title) 22b. Al 22c. DATE SIGNED
3 . | /Mo SH 7 /2 58
. 30, BURIAL. CREMATION, | 73b. DATE 23c. NAME OF CEMETERY OR CREMATORY ION (City, tcwn, or covnty} (State}
‘ REMOVAL {Speciiy} .
. 3 ; Qld Celyary Farmington, Ma.
~# N 24. FUNERAL DIRECTOR - ADDRESS DATE RECD. BY LOCAL REG. | 26 REGISTRAR'S SIGNA

c.H.Lozean Farmington, Ma.

{Liconsed Embolne’s Stothmant on

averse Sids)




STATEMENT. BY LICENSED EMBALMER

I hereby certify that the bedy whose name is recorded on the reverse side of this certificate was embalmed
by me, 0r by .eoeeveieiiiiieieerens et eteeeaeeaaeaertaeeereeateaeeeaaraaratbrtnrareeneannnn ., Student Embalmer No. ......ccovevvnnnnn.

working under my personal supetvision.

Student ..o e e e e
Signature of Student Em.l?‘_almer

.;' [ . ‘ " . - ] - 2= -' - 4 . / g‘
o T Lo ‘ T Yy -° '™ .Lijcensed Embalmer No....... ; .... 0 ...... "

’
\Q . S

. . " P. 0. Address ;7 et 71{

-T - * ‘y - - t. ' .
.Note! The above MUST BE SIGNED BY THE LICENSED EMBALMER'in his-©WN HANDWRITI®G. (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.

L] -




