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

ILED FEB

DEPARTMENT OF COMMERCE
Bugraau o¥ 'mx CENs &3

Registration District No...

STATE BOARD OF HEALTH OF MISSOURI

8ST/"\ND/‘“\RD CERTIFICATE OF DEATH

. Primary Registration District Now.oeoovvimiennne

602

State File Nowonoeveeeeereeramn

Regisirar's No

05

1. PLACE OF DEATII:

(a) County
(&) City or town

(c)

St. Louis

{If ontaide city or town Limits, write "RURAL" nod name of township)
Name of hoapital or institution: @

Jewish Hospital

{If oot in hospital or institotion, write sirect number or location)
(d} Length of stay:

in hospital or institution

45 yrs

{Speazify whether

In this community
years, months or days)

2. USUAL RESIDENCE OF DECEASEI:

s:au.-.M;LSSOLlI'i_ (b) County.
University City

(T outside city or town limits, write “RUHAL"}

6400 Cabanne

{\froral, giva locelion)

No P

(@)
{c)

City or town

{d) Street No.

Citizen of foreign country?. (Yes or No)

(e}

If yes, name country.

3. {a¢) PRINT

FULL NAME Libby Newman

3. (b) If veteran, 3. (¢} Social Security

name war. NO No NO
5. Color or . 6. (a) Single, widowed, married,
4, Sex female A—nm Whlte / dworcedmarrie.d.:

6. {¢) Age of husband or wife if
nlive..(.llﬂk.)......ycm

6. (b) Name of husband or wife oo

_____ Meyer Newman ...

MEDICAL CERTIFICATION

&0
minute 30 A M.

DATE OF DEATH: Montn.d 8NIUATY

1943 7
I hereby certify that T attended the deceased from,
é 162

to.
that T last saw b 2R alive on.

WM
and that death cccurred on the defe and heur stated abmé .
. _W Duration

20. day

hour.

year.

2L

Immediate cause of death..__.

d

. Bisth date of .March 19, 1889
7. Birth date of deceasged {Manth) (Day)’ (Yoar) < e s
8, AGEs Yeara Months Days If lesa than one day Due to Fesaor ol &I Sc,@..LaLM
< &
5 5 10 l hr. min, r ~
Pucto= /. S670 £
5. Bithplace.... KAUNAS Lithuanisf j«_,_, ; A
(City, town, or county) {State or foreign conntry) .
JAiher conditions..!

at _home

10. Usual occupation

(Inc.!ndq pregnancy wh.lnn ! monl.lu of rlel T
PHYSICIAN

. Industry or business

R Name_.....lsﬁﬁc Sg_hwartz

th huanlay

:

ﬁ 13. Birthplace. (3 P ;
Lown tote loralgn country,

& ¢ 14, Maiden name.. I\gf ﬁee.l GI‘Q f .................

E 15. Birthplace Lithuani

(City, wwn, or county) (StaLe or foreigu country}

Mever Newnsn

16. {a) Informant
(6) Address 6400 Cabanne :

7. (@ ..our ial , (b) Date thereof 1/21/43

(Durial, crematian, or removal) (Month) (Day) (Year)

(¢} Place: burial or cremation. . eth Hm Hﬁg ecosnenemasisestasseess

18. (a) Signature of funera) director... .B.e er.lemorial ...
@ A 4.71 liePherson

19. (a) JBN VI (b) % ..

{Dnta received local registrar) (anuar s a!:mf.un)

Major findings:

Of operations

Underline
the cause to
'which death
should be
charged sta-
tistically,

22, If death was due to external causes, fill In the fullbwinz:
(a) Accldent, suicide, or homicide (apecify}
O]
(<)
{d)

Date of occurrence

Wherte did injury occur?
{City or town} {County) (Staee)
Did injury occur in or about home, on fnrm in industrial place. in public place?

(Specify t(ypa of place)
e (€

@),gm of iniuréj—_._.—.—._.-.......
23. Signature, (,;bﬂ{(’(m D.

Addrm.m.é,:é:é 2. m_ﬁ.ﬂ_bme demed.. 3 A/ 3

While at wor

(Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

. Registered Apprentice No

working under my personal supervision.

P. Q. Address...

Note: The ahove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI TING. (Fallure to comply with
the above constitutes grounds for revocation of license.})

4

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




