MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 163=030473

DEPARTMENMT OF PuUBLIC HEALTH AND WELFAREK . ¥a T
S e e B Bt oo 10 1003 ROQY e
DO NOT WRITE AMENDED egistration District No. ___________ rimary Regiatration District No. . _ —-Registrar's No. ___. LY )

ON THIS STUB
_EW 2. USUAL RESIDENCE {Whera decessed llwved. 1f Institution: Residenca before

VS 100 8. COUNTY a STATE  [q b. COUNTY admiggion)
L4
Rev. 4/59

b. CITY (If ounside corporate limits, give TOWNSHIP anly) Length of stay in 1b c. CITY Inside Limirs

TOWN 3¢, Louis' Mo, 3 yr 50 diysrgsﬂu St. Louis Yos [J No [J

€. FULL NAME OF (tf NOT in hospitel, give locetion) fnside Limita d. STREEY {1f cutsids, glve location) Reside on Farm
HOSPITAL CR ADDRESS

INSTITUTION ._,t Louis Chr‘onic Yes ] No[O 6326 Ar‘thur Yes ] Ne [

J. NAME OF DECEASED Firsy Middle Last 4. DATE Month Day Year

{Type or print) M ary- Ann Sa ttel DE?AFTH 8 5 196 3'

5, SEX 6. COLOR OR RACE 7. Morried [1  Never Married B [8. DATE OF BIRTH | 9- AGE (last birthday) [ TF UNDER 1 YEAR | IF UNDER 24 HR

Female White Widowed [J Pivorced [ 1896 67 Monthy | Davs [ Hours T Min.

10a. USUAL OCCUPATION {Give kind of work dens | 10b. KIND OF BUSINESS OR INDUSTRY| 1i. BIRTHPLACE (City and state or country) | 12. CITIZEN QF WHAT COUNTRY
during most of working life, even if retired}

Home Hissouri USA
T3a. FATHER'S NAME 135. MOTHER'S MATDEN NAME Ta. NAME OF HUSBAND OR WIFE

Not_ Known Not Known
15. WAS DECEASED EVER IN U.5. ARMED FORC| NO. 17. INFORMANT

, of unknawn, i yes, give war or datey . . .
i o oreme Oy ot Robert Schneider,506 Olive St,

DATE AMENDED

~x

|

INTERVAL BETWEEN

18. CAUSE OF DEATH (Enter only one cavee per line for (a), (b), and (c).
PART I. DEATH WAS CAUSED BY: . ., - ONSET AND DEATH
IMMEDIATE CAUSE {a] d : Q.\»@.:Q_Lt LQAM s O
- P -

DOCUMENT

Conditions, if any, DUE TO (b}
which gave rise ro

above cause (a], 7 “ﬂ
stating the under- ’ &‘0
lying cavss  last. DUE TO (<}

PART Il. OTHER SIGNIFICANT coNDlT|ONS CONTRIBUTING TO DEATH but ner related 1o the terminal PART lIl. If deceased war femasle was
diseass condition given in PART I (s} there a pregnancy in last 90 days.

I O Yen | NNo I O Unknown

9. WAS AUTOPSY | 202, ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enfer naturs of injury in PART | or PART 11 of ltem 18.)
PERFORMED? m] ] ] .
YESQ) NOIg

20c. TIME OF Hour Month, Day, Year
INJURY a.m. '
p-m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.q.. in or about home, | 201. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ tarm, factory, streat, office bidg., etc.)
NOT WHILE AT WORK []

21. 1 attended the deceased fro 6 16 6 0__._8_5_63,ﬁ_and last naw hlrn alive on 8—5 —63

Death occurred at, 5 A M m on the date slated above, and to the best of my knowledge, from the causes stated.

AMENOMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

22a. SIGNATURE {Degraa o¢ 1itle) .~ | 22b. ADDRE3S 22c. DATE S5IGNED

g, g kY. L3 U Sypu |-z

Z3a. BURTAL, CREMATION, *[ 23b. DATE Z3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State)
REMOVAL (Specify) i
Burial 8/7763 SS,Peter & Paul St,lguis ,

24. FUNERAL DIRECTCR ADDRESS 25. DAUECD BY LOCAL REG. 26 RE%ARS GNAT
John L, Ziegenhein & Sons, 7027 Gr.av01s 3 4-4 JM /79

(Linnnd Embalmar’s 51atement on Reverse Su‘h)

USE BLACK INK
OR
TYPEWRITER RIBEON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




. STATEMENT BY LICENSED EMBALMER

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

or by C o~ Student Embalmer No.

working under my personal-supervision. . . ] y ﬁ
Student - Signadﬂ' {"‘7‘”’% /

Signature of Studant Embalmer

Licensed Embal

P. O. Add

Noie: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure 1o comply
with the above constitytes 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.

.a 4




