.MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH Y 563;026348

DEPARTMENT OF FUBLIC HMEALTH AND WELF . STATE FILE NUMBER
] Reglll'rahnn District No, ______. rimary Registration District *00 i ¥

DO NOT WRITE AMENDED T
ON THIS STUS FH o i 2 964

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceated lived. (f institulion: Residence before
a. COUNTY a. STATE MiSBOUI‘i b. COUNTY admissicn)

VS 300
Rev. 4/59

b. Cé'l: (If ourside corporate limits, give TOWNSHIP anly) Length of stay in |b <. COILY Inside Limits
own St. Louis 88 yrs TGWN St. Louis Yes fl No J

c. FULL NAME OF (if NOT in hospiral, give location) Inside Limits d. STREET {If cunside, give location) Reside on Form
HOSPITAL OR ADDRESS

INSTITUTION 1.630 varrelmm Ave. Y“E No O 4630 Varrelmann Yer ] Noﬂ

3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
(Type or print} OF

EDITH SCHILLINGER DEATH ___Jun , 1963

5. SEX i 6. COLOR OR RACE 7. Married [1  Never Married [J [8. DATE OF BiRTH | 9. AGE Uowr birthday) | IF UNDER 1 YEAR IF UNDER 24 HR

. R Widowed Divorced [J Months |  Days Hours Min,
female white B 6/15/1875| 88

10a. USUAL OCCUPATION [Give kind of work done | 10b. XIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and siate or country} [ 12, CITIZEN OF WHAT COUNTRY

" duripg most of wor) lng life, even if retired)

ToU SeWL. at home St. Louis County, Mo.| USA
|3ﬂ FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Autenreith Margaret Hoffmann John George Schillinger

15, WAS DECEASED EVER IN U.5. ARMED FORCES? 17. INFORMANT Address
{Yes, nﬁ,c;or unknown) | (If yes, give war or dates of serv Mrs . Val Salzmann 4630 varrelmann Avenue

18. CAUSE OF DEATH {Enter only one causa per line for (a], th), and (c). INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: . A . ONSET AND PEATH

IMMEDIATE CAUSE (a)

Conditions, if any, DUE 1O (b} W . éW’f

which gave rite ta

above ::usc d(l].
atating the ynder- /
lying couse last DUE 10 o) 4 %M W

PART 1. OTHER SIGNIFICANT CONDI‘TIONS CONTRIBUIIN 0 DEATH but not related to the rerminal FART t). ¥ deteased wBs female way
diseate conduion given in PART | . there a pragnency in last 90 days.

‘/'0101 o [ ves I Brfo |E|Unknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
PERFORMED? [} 0O )
YES [0 NO @

20c. TIME OF  Hoob  Month, Day, Year |
INJURY a.m.

¥ DATE AMENDED

DOCUMENT

L~

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

p.m.

20d. INJURY OCCURRED 20e, PLACE OF INJURY (eg., in or shour heme, | 20f, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, street, office kldg., ere.)
NOT WHILE AT WORK [

- -
her .. 2

21. | attended the deceased TIOMWM n%ﬁdl&é?_émand Tost saw o alive on%ﬂ"%ﬁéj_*

I/—Wcurred at 30 on the date itated above, and 1o the best of my k ledge, from the causas stared.

22c/DATE $IGNED

. SIGNA E (Degrea aor title) 22b. ADDRESS
A L o, %JMC?/ AL B

Z2a. BURIAL, CREMATION, | 23b. DATE 73c. NAME OF CEMETERY OR CREMATORY N (City, tawn, or county}  /  topdte]
REMOVAL (Specify)

removal 6/21/63 Memori nrlt Cemete St. Lou1s Count ‘Missouri’

24, FUNERAL DIRECTCR ADDRES . DA RECD. BY OCAL REG.

BEIDERWIEDEN F.H,INC.

MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.
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STATEMENT BY LICENSED EMBALMER

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

or by : : Student Embalmer

working under my personal supervision.

Student

Signature of Student Embalmer

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 a STUDENT, he also shall sign in his OWN handwrmng

If this body is not embaimed, fact should be so stated above.




