JR! DIVISION OF HEﬂlel — STANDARD CERTIFICATE OF DEATH
FILED VS MAY 6 1868

NDED

DOCUMENT

BY AFFIDAVIT OF

=60-01'7303

,2 47b STATE FILE NUMBER

Burd Jones

Emmiline Beard

Registration Distriet No. o ____Primary Registration District No, trar’s
1. PLACE OF DEATH 2. USUAL DENCE (Whera decssed Iwoﬁ institution: Rasidpnce  before
. COUNTY St. Louls Missouri . STATE . b. Lt 4 .
: ; . o SRl CLAT . Mo S
b. CITY {If gytside corperate |jmits, givg TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits
o 8t uis’ Mo short shaFy o Frank Clay, Mo.
WN OO R IR XS - TOWN You CX No [0
TFULL NAME OF (If (1 NOT n hospnal give Iocallon) Inside Limits d. STREET i {If cutside, glve location) Reside on Farm
e, dded 10 office g ron | O Y
lu ; nion a es R o [ es [] NogD
3. RME OF _DEJCEASED First Middle Last 4. D6R|=TE Month Day Yeer
ype or print,
JOSEPHINE SCHEERIN peas  April 25,1960
5. SEX 4. COLOR OR RACE 7. Marrie Never Married (J 8. ﬂ&'ﬁGF Bn‘ppg‘q,- . AGE (last birthday) _IiUNDEI! 1 YEAR | IF UNDER 24_HR
Female white Widowed [ Diverced (] 7/13/1882] 77 yr. Meaths ' Doys | Hours ] Min.
10a. USUAL OCCUPATICN {Give kind of work dene | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY
v FEHANTYC o wbr household duples Pilot'Kngb,Moe. MISSOURI
13a. FATHER’S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Tom Scheerin

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16.
(Yes, no, or unxkilown) ' (If yes, give war or dates of service}

SOCIAL SECURITY NO. [17.

Unknown Letha Maxfield

INFORMANT

6242 p1ymouth Ave.

PART ). DEATH WAS CAUSED BY:

I8. CAUSE OF DEATH (Enter only one cause per line for {a), (b], and {c].

INTERVAL BETWEEN
Al

weore cavse o, Myocardial Infarction &2~ 0, /) T aay ™™

Arteriosclerotic hypertensive heart disease 20 mo.

which gave rise to
above canre (o).

Conditians, If any, DUE TO (b)
stating the undcr-]

chronic ear,nose & throat infection

1958

NOT WHILE AT WORK []

lying causa lest. DUE TO {c}
% PART 1l. OTHER SIGNI.FICAI_\IT C'Oh'l’DITIONS CONTRIBUTING TO DEATH but not related to the terminal PART III. IL deceased was female wam
E ditoqso condition given in PART | (a) Cys to cO ele with urimry there a pregnancy in last 90 days.
Y N Unknown

¢ frequency D ves [ N | O Umen
= | 19. WAS AUTOPSY 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of tnjury in PART | or PART |1 of item 18.}
[ PERFORMED? ] O a
o YES O N none
& | 20c.TIME OF Hour  Menth, Day, Year
a INJURY a.m.
g p.m.

20d. INJURY QOCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE AT WORK [J faren, factory, street, office bidg., etc.)

21, | attended the decessed fro . b i
I l;a:l\ occurred  at. 5:30 Poﬁ- Apr. 2:2.19 Qh

i

Mnd last saw :::1 alive on 530 P - M- WE%U_

22a. SIGNATURE res 4 I £
Henry E.Rosenberz M.D,

22b.

ADDRESS

V77, . 1467 Union Blvd. St. Louis

on the date stated above, and to the best of my knowltdge, from the causes stated.

R FESTE0

23a. BURIAL, CREMATION, | 23b. DATE

23c. NAME OF CEMETERW OR CR

EMATORY 23d. LOCATION (City, town, or county)

(State)

Boyer Funeral Home, Leadwood,Mo.

APR

REMOVAL [Specify)
Removal };-28-60 Leadwood Cemetery Leadwood,Mo.
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

25, REGIYBAR'S SENATY
250 | L

{Licensed Embalmer's Statement on Reverss Side)

i




AL ‘ s -

- . Rl 7 S \ ) |
PRI e r_l: LG o e .-
. . ‘
.' [ - M . | -
. g "o STATEMENT -BY LICENSED EMBALMER

| hereby cerfify 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

Signature of Student Embalmer

e - . v " Licensed Embalmer No. _&,Zé
D L - _P.O. Address \é @4

N P - .. - .. LI

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hIS OWN HANDWRITING (Failure to cd
with the above consfitutes grounds for revocatlon of license). _ r.

If émbalmed by a STUDENT, he al$o shall sign in his OWN handwrmng - e
If this body is not embalmed, fact should be so stated abo:f\e _
. . f e N - } . .o . o




