THE DIVISION OF HEALTH OF MISS50URI

valth,
el - STANDARD CERTIFICATE OF DEATH
ee o FILEDMAR 271859 STANDARDEERUIFIGAIROPORATL ek
rvice Registrotion District No. v oo csvssmenrem e Primary Registration District Noo
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decensed lived. If institution: Residend® before
00 a. COUNTY a. STATE 414 ggouri b. COUNTY adpssian)
-57 b CITY (If cuiside corporate limits, give TOWNSHIP only) | Inside Limits c. CITY . Inside Limits
Tg\RvN >t. Louils Yes X No [ Tg":'N St. Louis YesK] No[]
s- c. FULL NAME OF (1§ NOT in hospital, give locotion) [ Length of stay in 1b d. STREET (If outside, give |c‘>curion) Reside on Farm
5 m‘;@rﬁ'rTLf\T'-mo&ut.heran Hospital 4, yrs ADDRESS 3411 Hartford Street| ve[] noXj
3. NAME OF DECEASED First Middle Last 4. DATE Month Doy Year
{Type er print) OF .
JOSEPHINE S. SCHMID DEATH  March 14, 1959
5. SEX 6. COLOR OR RACE| 7. MARRIED [ JNEVER MARRIED] ] 8. DATE OF BIRTH 9. AGE (in years iF UNDER | YEAR| IF UNDER 24 HRS
. . Ieytbirthday) [Months | D H Min.
female white woowen[X 3 obivorcen[][Mar. 12, 1873 gL I N I i
100. USUAL OCCUPATION {Give kind of wark done | t10b. KIND OF BUSINESS OR H. BIRTHPLACE (City end stote ar country) 12. CITIZEN OF WHAT COUNTRY?
during most of warking life, even if ratired) INDUSTRY . . . -
T Hofe Wittenberg, Missouri ¢ Usa

13a. FATHER'S NAME
William Goecke

13b, MOTHER®S MAIDEN NAME
Theresa Stadleman

4. NAME OF HUSBAND OR WIFE
Frank Schmid

15. WaS DECEASED EVER IN U. 5. ARMED FORCES?

17. INFORMANT

14, SCCIAL SECURITY NO.

Address

(Yes, nﬁéj wnkrown)| {If yes, give wor or dotes of service}

none
for {a), {b), @

ars. Irene Van Veen, 3411 Har t,for a4 Street
18. CAUSE OF DEATH {Enter only one cause per |i
PART 1. DEATH WAS CAUSED BY:

% : ERVAL BETWEEN
} DUE TO (¢)

D DEATH
PART "-;D‘ER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal ]is-ml condition given in PART I (o)

d (c))

¢$ﬂ$@4?

Canditions, if any,
which gava rise 10
cbove couse (a),
stating the wnder.
lying couse lost.

DUE TO (b}

/

19. WAS AUTOPSY
PERFORME
YES[J NO

MEDICAL CERTIFICATION

USE ONLY BLACK INK QR RIBBON TYPEWRITE IF PDSSIBLE

20a. ACCIDENT  SUICIDE HOMICIDE 20b. HESCRIBE HOW INJURY OCCURRED {Enter noture of injury in PART | or PART I of i 18.)
0 O < M Rt
20c. ITI RQ{F Hour  Month, Day, Year 6
a.m.
. T (ﬁ/;%b&é /

20d. INJURY OCCURRED 20e. PLACE OF INJ (e.g., inor abouthome,| 20f. CITY, T OR LOC. ON + COUNTY STATE
WHILE ATD NOT WHILE D targ® factory, e}, office ., etc.) ‘o
WORK AT WORK } l A

LB 4

| attended the deceased fro; ond last sow t";l alive on

ath oecurred ot

2.

m on the dote stated above; and 1o the best of my knowledge, fronyhe causes stated.

-3‘ lzzb. AD[)?:’ oo Z z ) _/ 22c;97 zf»:g.z

23c. NAME OF CEMETERY OR CREMATORY (Srate)
Concordia Cemetery
25. DATE RECD. BY LOCAL REG.

MAR 16’89

May GEawusER S AL INUST DE COUEaHY reiared.

23a. BURIAL, CREMATION,

bﬁ&u\ia\}. {Specity)

23b.
dar. 17, 195

24. FUNERAL DIRECTOR ADDRESS

BEIDERVIEDEN F.H.iNC.,1936 St.Louis Avd

23d. LOCATION ([City, tawn, or county}

5t. Louis, siisscuri




WHNOROD

STATEMENT BY LICENSED EMBALMER

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

[V LTI S 3 ) v TR ., Student Embalmer No. .......ooirri

working under my personal supervision.

Student .coeeeiiiii e
Signature of Student Embalmer

-----------------------

.................

................

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failu
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

I this body is not embalmed, fact should be so stated above.




