 No. 2
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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANEN'I‘ RECOBD

1381

.v‘nl;m JUN z "’
DEPARTMENT OF COMMER

MISSOURI STATE BOARD OF HEALTH

BuzEAU of THE CENSUS

Registration District No.___ . Q1.

STANDARD CERTIFICATE OF DEATH

.

State File m_.Fll‘ZLLsi__
Registrar's Moo 3 6D

Primary Registration District No.___.:l.gg 3

1. PLACE OF DEATH,;
{a) County.

St.Louls

(If cutside elty or town limits, write “RURAL" and nams of township)
(:) Name of hospital or Institution:

%951 North Market/Street. .

(Il’ :mt in hospital or [ustitution, write street numbeér or location)
(d) Length of stay:

(%) City or town

In hospital or instituotion
Life

{Specily whether

In -this community.
years, months or dayw)

2. USUAL RESIDENCE OF DECEASED:

Missouri

{a} State (¥) County.

4 O¢)
St . louis

(T outaide eity ar town Limits, write "RURALY) =~ &>

@ swetro. 5951 _North Market Street <.

{If rural, give location)
O o

(c) Clty or town

(¢} If forelgn born, hew longin 11, 5. A.?

MEDICAL CERTIFICATION

(@ Informant..._. MXS Kate -Rosner .
) addres___ 3951 -North Market Street ..

B

17. (@) Burial - () Date u;mf_ﬁ_#_z_([il.
(Burial, cremation, ar removal {Moath} (Duy} (Ywar)
(¢) Place: burial or crematlo, i ——
18, {a) Signature of funeral director,
® Addreum.....llg
. “MAY._3.1

“{Rogistrar's eignatore}

Y ame___Toseph T.Rosner 20
* 20. DATE OF DEATH; Month day.
3. (8} If veteran, 3. (c) Socis! Security 3 A
name war___]NONE No._NORE© year hour i?“'ﬁ;r“"“”
21. I hereby certify that 1 attended the deceased from. z
S. Coloror 6. (a) Single, widowed, marrfed, 19440, to 3o ot A
4 Scx_M&lEQ nee Y R1ke voroedMﬂI:Ii.e.d.._/.,. that I last saw b 1T allve oo 2RCAs f 19.94...;
6. (b} Name of husband or wifew...ecccerceee 6. {€) Age of husband or wife if || and that death occurred on the date and Hour stated above. Duration
e Kahe. Rosner . ative. 7O . years|| Tmmedia mmeﬁdmm
7. Birth date of deceased S8 '1: emher .......... B9 18686.
ate o P Moath) (Day) {Year) (%W/Q //'(«(/ W - )
8. AGE: Years Months Days If less than one day Due to. 1 d
74 8 1 [EUSe—— 1 Y mssrasan LD, ¥
Dtte to. T
. 9. Birthplace St.Louls O o b5 Y.
- = (City, town, or county) (State or foreign country} = A
WY ARE W
10. Usual occupation....Wq."m?ﬂ,&%ﬁﬁﬂfﬁrﬂw_ﬁ_“n Othm:xmmm '3 oaths ot doath) %!?r f ¢
11 Industryor businesn QWM. _Business 14 / j PHYSICIAN
g{ﬂ.Mmp Joseph Rosner. . Mﬂ%gﬁmﬁ.‘;/{“‘-f R TR —
: erline
<\ 13. Birthplace o : the catige to
™ pla N wn, or county) (Sl.n or lorefgn country) of . w!?khlddcabm
a { 14, Malden name_._._.lré.rgﬁ.nﬁt_..ﬂz ._.......:{. autopay. _ Eih%:eﬁ iy
M ssouri ik ' s
§ 15, Birthplace.. “"‘“““&,%‘%‘,%‘8&3:‘3“ Gute _.lm country) 22. If death was due to external causes, fill in the following:

Acddent, suicdde, or homidde (specify)
Date of occurrence
Where did injury occur?

{City or town) {Coanty) tata)
Did imnly occrr in or about home, on farm, in industrial place, in public place?

(e}
®
()
)

'y type of place)

(Licansed Embalmer’s Statement on Reverse Side)



g ¥
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Y
- T &
: =W
- v .- ) X ] - - " .
— - !
STATEMENT BY LICENSED EBIBALMEB

r

" 1 hereby oerﬁfy that the body whose name is iecorded on-the reverse side of this certificate was embalmed by me, or by_.-

o " ‘ - rereeeeeseerenenneeny Registered Apprentice No
- working un;:ler my personal supervision. - ] - .0 . ’ T ’ ‘- g
‘ . P.0O. Address.... 1125, Hgdlamont Ave. .
Note. The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fallure to comply wit]
the above constitutes grounds for revoeation of license.) . . . P . -
" If this body is not emba_lmed, fgct ghould be go s_tated above. T N




