{ealth,
Welfars
'ublic .

arvice

All diseases in Port | must be causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

..Primary Registration District No.____ .

gistration District No.

59-015690

"STATE FILE NUMBER

o qu.f.a'&._zaﬁs..___

2. USUAL RESIDEYCE (Where deceosed lived. If institution: Residence befor

[Type or print}

Joseph A, Schoemehl

a. STATE o b. COUNTY admission}
b. CgRY (If outside corporate limits, give TOWNSHIP only} Inside Limits c. C(l)TRY tnside Limits
I Town St. Louis Yes [ Ne ] TOWN S-r.' Lo U ‘S Yes[ ] Ne [
c. FULL NAME QF (If NOT in ho:pnal give lecation} | Length of stoy in 1b d- STREET (M outside, give location) Raside on Farm
R a1 43 it aa06 'S, g TH | D
3. NAME OF DECEASED First Middle" Last 4. DATE a Month Day Year

OF
DEATK March 16, 1959

5. Séx 6. COLOR OR RACE ?'MARRIEDE NEVER MARRIED[ ] 8. DATE OF BIRTH 9. AFE S.““'::;; ::j:z“;::‘k ':::DER 2;::!!5.
ol W f v Ol Aug, 17, (J06] L2 l
I 105, USUAL DCCUPATION (Give kind of work done | 10b. KIND GF BUSINESS OR 11. BIRTHPLACE (@ry and state or country) o | 12 CITIZEN OF WHAT COUNTRY?
ring mosi worl lifa, even if ratired) INDUSTRY
Tave Rl OW e d, °. U-S. A.

130. FATHER"S NAME

FRANK.  Sedoe MedLl

ECEASED EVER IN U. 5. ARMED FORCES?

service}

PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o)

13b. MOTHER*S MAIDEN NAME I

Oa THERINE

Boing |STCAAR

14. NAME GF Mublahd-0OR WIFE

SodoemeH L

- O]~

18. CAUSE OF DEATH (Enter only one cause per line for (a), {b), ond ().}

16. SOCIAL SECURITY NO.

17. INFORMANT Addres

STchiA QeHdoeMmerh

2aotl S./iTH

Conditions, if ony,

INTERVAL BETWEEN
ONSET AND DEATH

which gave rise to
chove cauvse {a},
stating the under-
lying couss last,

} DUE TO (b)

DUE TO (<}

/6 3AA

T

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the terminal disedss condition given in PART | (a)

19. WAS AUTOPSY /
PERFORMED?

YES@ NO [[]

20a. ACCIDENT SUICIDE  HOMICIDE

d O O

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nvﬁa of injury in PART | & PART Il of item 18.)

20c. TIME OF Houwr Month, Day, Year
INJURY  am.

p.m.

MEDICAL CERTIFICATION

20d. INJURY OCCURRED

WHILE AT[ NOT wHiL e
WORK D O

Xe. PLACE OF INJURY {e.g., inor aboyut home,
farm, .ctory, street, office bldg., etc.)

20f. CITY, TOWN, OR LOCATION

COUNTY

STATE

21. | attended the d

d froml'hr 10 1259

, to 1

Deoth occurred at

and last sow :‘

ﬂliv.m&r |6 Igsg
from the causes stoted.

m on the date stated obove; and to the best of my knowledge,

22¢. SIGN,% 9@ % or title} ; 7\‘3

22b. ADDRESS
1515 Lafayette ave

e, PATE SIGNED

3-16-59

23b. DATE

230, auauﬁunwu

REMO d&:ﬁl

RRO.IN'?

ATieNA

23c. NAME OF CEMETER‘I’ OR CREMATORY

L Cem.

Te EFersoN

23d. LOCATION (City, town, or county}

{State}

Bagracks, Mo

J ZNER;\L DIRECTOR E: E .

%?OAZDRESS é

25. DATE RECOD, BY LOCAL REG.

2. %Wmn: :f /7 0.

MAR19 59

(Llc-ﬂl-d Embalmec’'s Siotemant on Reversa Sids)

DR E




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
-~ “"% |

bY Me, 0L DY oottt e e e e e , Student Embalmet No. .................7 |

working under my personal supervision.

SEUAENL +ereenrnriicietiireierarnrcrrnraerasrnsssrssasreranan
Signature of Student Embalmer

Llcenseg‘ atmer Nowz... 7.0 et

P. 0. Ad A Aot i

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWYHANDWRITING. "(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,




