A

Rl DIVISION 0|= HEALTH — STANDARD CERTIFICATE OF DEATH 59-0307'70

] ' STATE FILE NUMBER
’DED I-“"'&gs!yaem utrlc! a6___]_g_§g_--__-_____.l’rlmary Registration District No. . ____ Registrar's No. __2-—--.2.1_39
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. !f institution: Residence before
N . 5T, : . » H
a. COUNTY o STATE M3 c g - COUNTY S’l‘ 10l S fm:uien)
b. CITY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. COITIY Linside Limits
wwn  St, Louis own Dellwood Yes 0 NoXJ
c Fl.g.slPNAMEOOF (1f NOT in hospiral, give location) Inside Limits d:[‘;%EEETSS (If surside, give location) Reside on Farm
Hi ITAL OR
instution Faith Hospital (New) [y nD 10343 Ittner Dr. Yes X3 No [
3. P:AME OF DE)CEASED First Middla Last 4, DggE Month Day Year
{Type or print
FRANK SCHMIDT van  July 31, 1959
5. SEX 6. COLOR OR RACE 7. Merried)C] Maver Married (1 [8. DATE OF BIRTH | 9- AGE (last birthday) |IF UNDER 1 YEAR [ IF UNDER 24 HR
Male White Widowed [] Divorced O 4/1 0/09 50 Months | Days | Hours I Min.
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY[ 11. BIRTHPLACE (City and state or country) { 2. CITIZEN OF WHAT COUNTRY
in 3t of wodking-Jife, eveg if retired)
HEVTTBaE U eTh A. R. T. Co. | Hungary U.S.A.
13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME ¢ 14. NAME CF HUSBAND OR WIFE
John Schmidt Unknown argaret Junge Schmidt
15. WAS DECEASED EVER IN LS. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address
{Yes, no, or unknown) | (If yes, give war or dates of service) .
s | g g — Mrs. Margaret Schmidt 10343 Ittner
= 18. CAUSE OF DEATH (Enter only one cause per line for {a), (b), and !NTERVAL BETWEEN
E PART |, DEATH WAS CALSED BY: ([}remlc polsomng ONSE D DEATH
g IMMEDIATE CAUSE {a) / Vot hf), ANFAL {‘l{f
g Dl}a ral kxdpey stor}ﬁs in gelna,kldnz Y P
A . / r
o Conditions, if any, DUE TO (b} ‘ c;r /’Z ol é//‘ Taera . T 774 //’ ff’(
which gave rise to ‘/ A/, . . I
aboye :;usend(n), / A {‘
tating 1 - ’ -
— iying - covse  loat, DUE 1O () A gl
, z PART [i. OTHER SIGNIFECANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal PART I1l. If deceased was female was
<3 disease condition given in PART | (a) there & pregnancy in last 90 days.
| 2 4 N
hv] (ﬂ < }D Yes I O Ne I O Unknown
| E 19. WAS AUTOPSY [ 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 11 of item 18.)
[ PERFORMED? 0O o
| g YES Y NO DI e e
; | 20c TIME OF — Hour —Month, Day, Year
g il yd
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about homae, | 201. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, factory, street, office bldg., stc.}
NOT WHILE AT WORK [J 7 on - . 7 ’ ; / s
iy T VYN
21. | sttended the d d frt:m . \ﬁ“l '/',“ /‘:’ ,L_)? {/ G’//u and last uw':i!:cliw on. 7/‘-“-,;/._) ‘? N
. - = . o3~
Dest o?(j"d at. LG /J‘ '/ v r,//d /// 2L m on the éu!e stated above, and to the best of my knowledge, from the causes stated.
a
5 22a. "G""U'Barnay Fl%/i(owru or m/ - - 276, ‘A/DD,R'ESS > / ] ‘ / 225.‘D,AT£’SJG_NED
= N F7 4 1 ”/CJ/ ?,r‘7n = O TESH T 9L
z 23s, BURIAL, cggmnon 236, DATE 23c. NAME OF CEMETERY QR CREMATCRY 23d. LOCATION {City, town, or counry) {State}
=) MOVAL (Specify) ( ;
& uria 8/3/59 58, Peter & Pgul Cemel St, Louis, H,sso.uri
< 24. FUNERAL DIRECTOR v 55 5. DAEECDIEY l%g REG. |26. GISTRAR'S SIGNATU
o .. | VA /7.
= | _JOHN STYGAR & SON — K5AT RIVERVIEW BLVD A D-
&
(Licensed Embalmer’s Statement on Raverse Side) ) 5 -f‘




STATEMENT BY LICENSED EMBALMER

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

or by , Student Embalmer No.

working under my personal supervision.

Student Signed 2

Signature of Student Embalmer
Licensed Embalmer No.—;fau o

—

-

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to cor

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 emirglmed, fact-should be so-stated above.

- .




