THE DIVISION OF HEALTH OF MISSOURI

58-038203

. Health,
& Welfare STANDARD CERTIFICATE OF DEATH STATE FILE NUMB
. Publie @
h Service I'”_tu U CT 3 O 1g5—&glsfmhon District Na ________________ 8_18 Prlmury Raglsrrurlon District No, 1003 _________ Rag-ma: 5 ___ﬁ:@?._--_
.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera deceosed lived. If institution: Residence fora
COUNTY o STATE Mg b. COUNTY admi ssj#h)
L ]
‘ -57 cgav (1f outside corporate limits, give TOWNSHIP anly) | Inside Limits c cgv Inside Limits
. " R .
Tow  St. Louis Yes [ Ne (O Jowv  St. Touis Yes(J No[]
Egg.l:l’_lilltlArEogF (If NOT in hospital, give location) | Length of stay in Ib d. STREET (tf cutside, give location) Reside on Farm
Al 5 DDRESS
nsTiTuTion ot . Anthony Hospital B/ L 498la Potomac St. | Yes[O n(d
3. NAME OF DECEASED First Middle Lost 4. DATE Month Day Yeoor
(Type or print) QF
ANNA H. SCHULTZ DEATH Oect. 20 1958
5. SEX 4. COLOR OR RACE| 7. MARRIEDD MEVER MARRIED[ ] 8. DATE OF BIRTH -3 A|GE “-".ﬁ;:;} l:ﬂUTﬂERgLEAR I;::HDER 2:‘_HR5.
a n £ ] n.
Female |, White | wooweo® 5 ovorceod| Aug. 27,1885 | "¥% | I
106. USUAL OCCUPATION (Give kind of wark dene | 105. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country) 12. CITIZEN OF WHAT COUNTRY?
rin, of workimg life, even if retired PYgT, ]
HOUSEWSHR ™ =it | p Y he St. Louis, Mo. o U.S.A.

3 130, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME J4: NAME OF HUSBAND OR WIFE

: Jacob Hammer Sophie Koenig Late Theodore R.Schultz
S 13. WAS DECEkASED EVER IN U. §, ARMED FORCES? 16. SOCIAL SECURITY No.| 17. INFORMANI Address

E. {Yes, MTT un| nqwn)l {If yos, give N ar dnlé' of service) ﬂ a H . im_'pSOIl 4981 POtOmaC St .

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

IMMEDIATE CAUSE (a)

b (b}, and {c}.

)

INTERYAL BETWEEN
ONSET AND DEATH

Caonditions, if any, DUE TO (b)

which gave rise to v
above cauie fa,

stating the wndar-

lying couse last. DUE TO (g)

PART Il. OTHER SIGNIFICANT CONDITIONS CO

RIAUTING TAYDEATH but niot ralated to th terminal disease condition given in PART | (o) 19.

WAS AUTOPSY
PERFORMED?
YES[] NO

8/ 2

o O O

20. ACCIDENT SUICIDE  HOMICIDE Nb.WEWRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART H of item 18.)

20¢c. TIME OF .Hour Month, Day, Year i
INJURY  a.m.

p.M.

MEDICAL CERTIFICATICN

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

STATE

20d. INJURY. OCCURRED 20e. PLACE OF INJURY (e.g.,inora ome, | 20f, CITY, TOWN, OR TION COUNTY

WHILE AT w'lILE form, factory, street, offic Q- ete.)

WORK . . ff’f_ P A
a

21. 1 ottended th deceaed from {g: g < .1 nd last Saiv I alive on M( ;é ;:E . @Ei
Death eccurred at M - m on the dote stoted above; and 1o the best of my knowledge, from the couses stafad.

All diseases in Part | must be causally related.

22b DRESS
o |,

Yy

22¢. PATE SIGNED

e

o

B o BR)

23a. BURIM:REMTIUN, 23b. DATE . 3¢, MAME OF CEMETERY OR CREMATORY

[State)

24. FUNERAL DIRECTOR

Krlegshauser 4228 S Klngshighwaj

28. DATE

r

23d. LOCATION {Ciry, rown, ot co )
Burial™ loct.2 1958 New St. Marcus Cem. St. Louis, W4,

RECD. BY LOCAL REG.

AcT 2 2°58

{Licensed Embalmer's Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

BY ME, OF BY oiiiiiiiiiiiaitineire st eres s e e , Student Embalmer No. ..........ccoveet.

working under my personal supervision.

SEUAGIL  reneererereenasmsmssrsreaeessasaaarneeeesencessennss Signed M%’;/%M .................

Signature of Student Embalmer
Licensed Embalmer Noj/-"’ﬁ/

P. O, Address s34

-

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. . = | .




