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LS{- N;-‘ 127 DEPA%TMENT OF COMMERCE STATE BOARD OF HEALTH OF MISSOURI
— UREAU o THE
7. 5-17-39 - ﬂun 0{:1' I\ﬁﬁ. STANDARD CERT'HCATE OF DEATH Stale File No.
B“I xaam- y
‘Registration sttnct Ne.. 318_ - Primary Registration District NojDQS— Regisirar's No...g‘ﬁlﬁg
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: £7
St. Louis, Mo, & 6L
{a} County ‘ (@) State.... HisS8ourl (5) County. /9
b) Cit town., 5
¢ iy or OWD(" outside city or town limits, write *RURAL" and name of township) {¢) City or town St - L(‘)n ig &
() Name of hospital or institution: ¢ utalde city or town limits, writs SRURALS) -
City. Sanitarium ¥ @ Street No...... 2399 ‘Giara ive.
(If not in hospital or jostitution, write street nuTbor location) 2 d ' (Tt rural, give location)
(d) Length of stay: In hospital or institufion mos . 9 V8,
(Bpecify whether || {#£) Citizen of foreign country? X (Yes or No}

In this community
years, moatha or dayw)

About 20 _years

g

If yes, name country

a).

EVA BERNSTEIN ~20URS JEIN

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

(k)

3. PRINT
FULL NAME
3. (b) If veteran, 3. (o) .Social_SecurIty
name war. No.
5. Color or 6. {(a) Single, wi married,
4. Sex._Female / race White dworced....gfi.éi ........... s
6. {# Name of husbandoewife.s { W 6. (&) Age of husband or wife if
-Zanchel . B&rm,s oy gy e ..¥ears
7. Birth date of deceased u 57
{Month) {Day) {Yeer)
8. AGE: Years Months Daya If less than one day
H

N AbOU.t 85 YI‘S E hr. min,

o. Birtholace U NKNOWN - Russla 4),
{City, town, or county} (S1nte or foreign country,
Housdwire

10. Usual occupation

11, Industry or business
= Max Gutaman
E{ 12, Name......
= g
2l is, menoice..... Jnknown. Poland ¥
(tjy tKvn or connty) (State or forsign country)
E 14. Malden name...
5{ 5. Birthotace. . UNKIOWN Unknown 9/
= /)}81 town, er county) Btate or forelgn country)
16. (o) Informant &? Tt e
) Ad 5300 (UNQ LA —
t7. (a} t.. [§) Date thefeof. ’0 // }/ L
(Buarlal, cramatiot) or removal) / W)
(¢) Place: burial or cremation.. =" £
18 (a) Signature of funeral director.

Y
19. (u)DCT ijb 1QA?

Address,

() -
-~. 4 &'(Reﬂsuuuumf.nm)

{Date received local registrar)

MEDICAL CERTIFICATION

20, DATE OF DEATH: Month..... @CE.. day a
year. 19“’2 hout 10: OO mintite. P .M
21. I hereby certify that I attended the deceased from.
?— 1= Lo 19........ to 0-8-42 19,0t
that I last saw h.. &1 alive on 10“8-14'2 19
and that death occurred on the date and hour stated above. )
Durclion

Immediate cause of death

.Degenerative Heart Disease 194lx_.

Due to

_.___G.enexzaliz.e.d...Ar.t.ax:i.oaﬂ%eno.s :Ls.....l.911-):%

Due to
P
Qther conditions. I ;}y
(lm:luda pregnu.ncy within 3 months ofduth) U//) ~
.............. 4 |PHYSICIAN
Major findings: ({ —_—
Of operations -
. . l Vs Underline
ety
e
Of autopsy. No. _{// 22 ::l;:uég be
‘ ! Charg: sta-
.......... LA Itistically.

While at wepk? S—— /,
i8S 23. Smthre&[ o T AR A

22, If death was due to external causes, £ill in'the following:
(s} Accident, suicide, or homicide (specify)

(b} Date of occurrence

{¢c) Where did Injury occur?.
(City or town) (Coanty) (Stare)
() Did injury occur in or about home, on farm in industrial pla.oe in pubhc place?

(Spocity t(m of place) -~

4
e (M. D. orethery .

4,2__ Date sxned/ 0/ ?/ 5(7-

f inj

5300

Addregs......

0 Y

{Licensed Embelmer's Statement on Reverse Side)
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3. P .
STATEMENT RY LICENSED EMBALMER ) .o
S - o
1 hereby certify that the body whose name is recorded on the revérse side of this certificate was embalmed by me, orrby==.... ...
: , Registered Apprentice No........, ‘ - "

working under my personal supervision.

. , Signed. 74 ;%7 W
oo !
L ‘., . - o ’ " ’ Llcensed Embalmer No.. M .

Ce e e " PO, Address...... 275

Note: Thée above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWI{ITING {Failure to comply with
_ the above constitutes grounds for revocation of license,)

If this body is not embalmed; fact should be so stated above.

b




