THE DIVISION OF HEALTH OF MISSOURI

Health, 8‘_046259
 Welfare STAN DARD CERT'FICATE OF DEA‘H STATE FILE
Publie @
Sarvice E]LED JAN 6 1gsgsm:rion_ District No. ___3,18,________________,,,,.Primary Registrution 100_3 e Regisfruri‘i_’____.&_g_,____"
o 1. PLACE OF DEATH 2. USUAL RESIDENCE {Whers deceused lived. If institution: Residence byfore
300 a. COUNTY o. STATE Misgsouri b countySt, Lo L?i"‘myf‘
1~57 b. CIOTY {IF autside corporate limits, give TOWNSHIP only} Inside Limits c. C:)TRY L}-. £ ? Inside Limits
o St.Louis Yos [§ No [] rown Jennings 2 Yes( No[]
.. FULL NAME OFSI(t[“lO i I’tﬂgl give location) | Length of stay in 1b '? STREET {If cutside, give location} Reside on Farm
HOSPITAL OR ADDRESS :
A4 WNenotion Chi gren s Hospftal 17dayid 2904 Glade Ave, | Yes[O Ne[X
3. NTAME OF ?ECEASED First Middle Last 4. DATE Manth Day Y ear
(Type ot print) David Ralph Schademann oo 12 10 58
5 SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE wars JF UNDER 1 YEAR| IF UNDER 24 HRs.
. MARRIED[JNEVER MARR’EDE o 12 -8-48 l g:gyd:;; Months | Days Howrs Min.
; male white WIDOWED[] pivorcen| ] 0'.7 . ]
E 109. USUAL OCCUPATIDN (Giva kind of wark done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) . 12. CITIZEN OF WHAT COUNTRY?
‘. duri st of warking life, svan if r )
: uting most & g wtired) INDUSTRY none S t . LOuiS ,MO . < U . S .A .

l3a, FATHER'S NAME

Lawrence M.

Schademann

13b. MOTHER'S MAIDEN NAME

Gertrude Weber

14. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN U, 5. ARMED FORCES?

(Yas, no, or utlknqwn]|(l! yes, give wor or dates of service)

16. SOCIAL SECURITY NO.

none

Address

A IQ8Ts, Hospital 5008

Kiggshighwa:

R 2 s

PART I

Conditions, if ony,
which gove rise 1o
abeve cavae {a),
stating the under-
lying causs lawr.

DUE TO (¢}

18. CAUSE OF DEATH (Enter only one cavse per line for {a), (b) and {c).)
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE {a)

DUE TO (b} =

E/‘l‘

INTERVAL BETWEEN
ONSET AND DEATH

29 Zuas .

Zettul

Poit- op cardiar Surg

Aef

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING' T DEATH

t not reloted to the terminal disscse condition given in PART 1 (a)

75 0

19. WAS AUTOPSY
PERFORMED?

yes® no[]

20a. ACCIDENT SUICIDE HOMICIDE

20b. DESCRIBE HOW INJURY OCCURRED. {(Enter noture of injury in PART'{ or PART Il of item 18.)

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

] d O
20c. TIME OF. Hour Month, Doy, Year
i INJURY o.m.
| p.m.
. 20d. INJURY OCCURRED 20e. PLLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE a farm, factory, street, office bldg., etc.) :
WORK AT WORK
21. | ottended the deceased from 1%-,}.'1-58 , to 12-- 0-58 and last sow![: alive on lZ-lU—DE
! Desth occurred at + U &4+ o the date stated above; and to the best of my knowledge, from the causes stated.

All dils-eclas -in'Par-l | must be causally related.

remov

220, SIGNATURE {Dsgres or title) 26. appREss 500 §,Kings nighway 22¢. IPATE SIGNED
c St.Louis 10, Missouri. 10-58
23c. ‘NAME OF CEMETERY OR CREMATORY 23d. LD.C_ATIOH {City, tawn, or caunty) {State}
New Bethlehem Cemetery St. Louis County Mo.

24. FUNERAL DIRECTR /

Bughholz" Hortuayry 5967»11. Florissant

PDRESS

25 DﬁfﬁECD BY LOCAL REG.

26. REGIS;EARSHGZTURE : % ;

/

fLi d Embal 'y

on Reverse Side)




.

STATEMENT BY LICENSED EMBALMER

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

DY M@, OF DY ceoieiiciiiiei ettt ee et e e vt e et ee st reeaer e et e e tertaans . Student Embalmer No. ......coovvvvnenens

working under my personal supervision.

Student .o s
Signature of Student Embalmer

) o ':Licensed Embﬁog@ég

P. O. Address 747\ .. g8 AL /

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 2 STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.




