MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH .. @ 53_9 ; s m 5 -
o vor w::EP ARTMENT OF PUBLGRCEB:"En;\i:‘TDD:!"?c?SD HELF‘E}J___}"m.W Registration District No. (-9-—-2£,_Regllh'ar s Ne. __g_‘_ L/ " STATE FILE NUMBER

ON THIS STUB AMENDED

. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before

a. COUNTY SCOTT o. STATE MISSOURI b COuntY  STODDARD admizsion)

b. CITY {If outyide corporate limita, give TOWNSHIP only) Length of atay in 1b c. CITY Inside Limite

TgS\IN STKESTON h days ) TSQ'LN BLOOMFIELD Yes O No i

e, FULL NAME OF {If NOT in hospital, give localion) Inside Lirmits d. STREET 1f eutside, give locati B
HOSPITAL ADDRESS (If eutside, give location} Reside on Farm

WSTTUTIoN MO,DELTA COMMUNITY HOSP, |Yeg MO RT. # 2 Yo O Nof)
3. NAME OF DECEASED First Middle Lasr 4. DAJE Month Day Yeaar

(Type of print) ._OF
EDWARD BENJAMIN SCHATZ DEATH 11-7-63
5 SEX 4. COLOR DR RACE 7. Married B0 Never Married [], ]8. DATE Ofga'n-l 9. AGE [last birthday) [ IF UNDER | YEAR IF UNDER 24 HR

MALE WHITE Widowed [] Divorced DV, 77_ 80 Momhs] Days I Hours Min.

10s. USUAL OCCUPATION (Give kind of work doms | 10b. KIND OF BUSINESS OR INDUSTRY{ 11. BIRTHPLACE (City and wtate or country) | 12, CITIZEN OF WHAT CQUNTRY

ﬁrin mosj=of wurlgi!ife, even if retired) CM ; . Comejlce, ﬂb.

V5 300
Rev. 4/59

I/OOZ‘

2/0320
[

DATE AMENDED

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF ROSERND OR WIFE

Henny Schatz { ena Sandens Flonence Schat

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address

(YeWu, ar unknuwn)l {If yes, give war or dates meA. é. 8. SM;, B:[{J()mﬂ(_e/[d’ ﬂ1o.

18. CAUSE OF DEATH {Enter only vone cause INTERVAL BETWEEN
ART |. DEATH WAS CAUSED BY: M ONSET_AND DEATH
- , .
IMMEDIATE CAUSE [a) & ‘l:‘—-ﬂ/

DOCUMENT

Conditions, if any, DUE TO (b}
which gave rise to
above cause ({a),
stating the under-
Iying cavse last. DUE TO {e)

- PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 7O DEATH but not releted to the terminal PART NI If  deceasad wa3 female was
disease condition given in PART 1 [a} . there » pregnancy in last 90 deavs.-

'D Yas I O Ne I [J Unknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED,. {Enter nature of injury in PART | or PART U1 of item 18.)
] O O

PERFORMED?
YES [ Nom’ .

20c. TIME OF  Hou Month, Day, Tear |
INJURY a.m.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f, CITY, TOWN, OR LOCATICN COUNTY
WHILE AT WORK ] farm, factory, street, ollice bidg., etc.)
NOT WHILE AT WORK (]

21. 1 altended the deceased from Pln_uﬂLand fast saw t&live on 11-7-63

m on the date stated sbove, and to the best of my knowledge, from the capses stated.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

Death otcurred at

22s. SIGNATPRE (Degrea or fitle) 22b. ADDRESS 22¢. DATE SIGNED

EA [ );.‘ E' :OF CEMETERY OR CREMATORY 23d. LOCATIONAXily, town, or.counrv) ,,(::'f)—'?
23a. BURIAL, CREMATION, DATE 23c. NAM M Y B h iy, .
> REMOVAL (§pecify) 7-7—6)" Bloom,fd.eld cay B«[oom,&_eld', Mo,

emao v 7
24. FUNERAL DIRECTOR ADORESS 25. DATE RECD, BY LOCAL REG. ISTRAR'S SIGNATURE

es~(vopen (hapel, Bloomfield, Mo | Frgp) /2 /5L 2

{Licensed Embalmer’s $tatement ovleverse Side)

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




2.

STATEMENT BY LICENSED EMBALMER

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

of by Ludu (popen # 3499 StaspecErkatmapdioce ey

working under my personal supervision.
-
Student : Signed 4

Signature of Student Embalmer

k119

Licensed Embalmer No.

P. O. Address. B»&JUm'fi-eld,. mt)-

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).

f embalmed:by a STUDENT, he_also shall sign in his OWN handwrmng

if this body is not embalmed, fact should be so srafed above. '




