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

GaLf

DEPARTMENT OF COMMERCE

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OIE) %EATH

Primary Registration District No.......0.=_ 7 7

_o1zial
ressrrs o GOG3

1. PLACE OF DEATH:
(a) County--

() City ot town..... St. Louis Moa

(I outatde city or town limits, write "RURAL" and nama of tawnship)
(¢} Name of hospital or Institution:

Jewish Hospital /7

{If not in hospital or inatitetion, write strest uw{ber or location)
{4} Length of stay: In hospltal ar institution

about 3 _years

(Specily whether

In this community.
yenrs, months or deys)

2. USUAL RESIDENCE OF DECEASED,

Mo /7

St. Louis g £

(If outaide city or town limits, write "RURAL")
6242 Rosebury

{if rursl, give locatlon)
no

O

(a) State (& County.

(¢) City or town

(d} Street No.

{¢) Clitizen of foreign country?. (Yea or No)

If yes. name country

o fIED AN

3. (g} PRINT
FULL NAME

3. (b) If veteran, 3. {¢) Soclal Security

MEDICAL CERTIFICATION

7
2z

20. DATE OF DEATH: Month %

3 yd

day

B3P

year. hour.

name war. none No. /
‘I I hemtify that I attended the dedeased from
S, Color or 6, (s) Single, widowed. married, £ o
ser. B1E white| "/ married Y FL2Z 1923
4. dlvomed_._...—._—_—.........._-... lhat I st saw h.(.ﬁ.. n.live On. 4- 2 ? lg_f_;
6. () Name of husband or wife..........cccooovceeee. 6. {¢) Age of husband or wife if || 2nd that death occurred on the date and hour stated above,
Sm'a.h Fo Frie alive_.._f% _ vears|| Immedia use of death ; Duration
7. Birth date of d . December 17 1865 ( %ijd b decﬁ...a.a_o\. o/ ,ez&
{Manth) (Day) (Year) a
8. AGE: Years Montha Days If less than one day Due to.... £ W‘-‘/\ M‘-{’eaw?
" 4 N o LSlocEage ~
7 iﬁ" hr min - }‘u ~ [
6 Due to )’:ﬁ
9. Birthplace Russia : =
(City, town, or county} {State or foreign country) V; 7
. Other conditions.
10. Usual occupation Real tor (ln:l:du pregoancy within 3 months of desth) / ol
11. Industry or business S X PHYSICIAN
£ { 12. Name Jacob Friedican , “O1 operations —— —
o - . Underlk
S\ 13, Bisthptace Russia Z ;EEE‘Q‘E;'?E
. (Ciry, o 1y) Steta ar forel try) ——
a{ 14, Malden zame T R G G — o v o (1814 00 foreiin couatey Of autopsy haried sta:
fE : tistically.
g [T ;11431 )T R — ;.,".El:gg?)'a T prepapecam | K22 I death was due to external causes, fill in the following:
16, (a) Info f-n Onctois ( ' _____________ (a) Accident, suicide, or homicide (specify)
L Address fhite Baer Lake Minn@apolis MInn. || Date of occurrence —
@ Burlal . o) Duce hieg., May 2,1943 || @ Where iy et T
. % - (Burial, cramstion, or remaval) (Mouth) {Day) (Year} (&) Did injury occur in or about bome, on arm, in industrial Dla,oe. Dllhlic Dl)ia'.'
(&) Place: buslal or cremation___Minneapolis, Minn —_—
18. {s) Signature of funeral director..... While at work?___ s, becily e e . Injury. =~
g e e
23. Signature....... g~ oo A . D. ar pther)
19. {a) .&?R ; M ® :
(D rnd—'ﬁﬂn: tra (Registrar’s dirnature) Address AR; . Date -izned.._m%

{Liconsed Embalmer’s Statement on Reiverse Side)



STATEMENT BY LICENSED EMBALMER

Acensed Embalmer No............. 3 5‘7J ...........
P, O. Address

Note: The above i\lUST BE SIGNED BY THE LICENSED EMBALMER in Lis OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.) ‘

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




