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STATE BOARD OF HEALTH OF MISSOUR!

STANDARD CERTIFICATE O{-’ d)BgTH

Primary Registration District No....

State Fils No.

? 3043g

Registrar's No......... .._8434_.

19. (a)

{Date racoivad Iocal reaistrar)

23, Signature__..M. .1,

Address... 4 6 2

1., PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASEID: M
@ County @ smeMissouri & County A 17
® City or town.......a ke Jouis 0 JA
) (It outside city or town limits, write “RURAL" sud nacoe of township) {c}. City or town... &3 £, Louis \ /
{c) Name of huzltal oélilt:mtmn]:- d (If outside clty or town limite, write “RURAL") *
5946 Clevelan @ SueetNo. 3946 Cleveland Ave.
{If Bot in hospital or lnatitntion, write stront number or locetion) (IF carad, give location)
h of :+ Inh tal {nstitnton L
() Length of stay: In hospital or instivut (Specify whather 3} (¢) Citlzen of forelgn country? (Yes or No)
Ia this community
years, mouths or days) 1f yes, name country.
%Ul(:’l)‘ gi‘i’]“l}' Rose Lazar MEDICAL CERTIFICATION
o : s 20. DATE OF DEATH: Month S©€P ¥ e day.... Ok
3. (b) If veteran, . ;:} a ty pear _19_43 hour. 11 I 50 P M.
name war. 21. I hereby certify that I attended the deceased from
‘ 5. Color or ys. @) Single, widowed, mared. || _Her attended her for 50 yrs o
4, Sex E Qmalg 3 mgm.ﬂhu. ol_di;rsrced_*m.do.ﬂ_. that I last saw h e r alive on S ept [ 20 [y 1945 19_ H
6, (3) Nameof husbandorwife ... 67 () Age of husband or wife if || 8ad that death occurred on the date and hour stated above. Disrats
gH
Joseph Lazar alive. oo yeass || Famedinte cause of dearn My ocATdial failure|l E8da.
7. Blrh date of d d Feb L lo 1856
{Montb) (Dey) {Yenr)
8, AGE: Years Months Days If less than one day Drue m__A_I_‘_t.Q.I.’ OS_.Q..]— GJ‘Ot ic.cardlo 1.
87 n 11 vascular disease P 107 yrs
hr. min 3 ‘\L/
HL' Due to -
9. Birthplace Germany. 57 . A
{City, lnﬂ:. of counly) {Stata ar foreign country) [ fi\ :i;_,
: Oth ditiona, i
10, Usual occupation at ome (:n:l::fgn:nt:nu within 3 months of death) [ o -
11. Industry or business R PHYSICIAN
ajor hnain H
& [ 12. Name......JBCOD Rederer o BT et -
E K \P Underline
g 13. Birthplace N Germany ;hh?ca];ﬁ::g
. (Stats or foreign country) of shoul
{16 Maiden e STZELE REd 0T OT . |} Ofee Ehied s
= Coden German e
E 15. Birthplace T hvln. poe— (3"““!“.!“2“"” 22. If death was due 10 external causes, fill in the following:
6. (@) Informant Saciiy fueﬂke (2 Accident, suicide, or homicide (apecify)
. ‘(b) Addr 3946 Cl Bveland {d) Date of occurrence,
17. {a} Buni a]- (&) Date thereof. g- 24-1 945 () Whese dld lnjury occtr? {lity ar rown) {County) (State)
(Burisl, cremation, o remaval) Mt Si i(mé““’) (D“E’ (Yoar) (&) Did injury occur Ln or about home, on farm, in industrial place, in public place?
(¢ Place: burial or cremation 2 na > eme
4 »
18. (o) Signature’ irector/Z 2 While at w
‘gfg 5 .
& Addrcs!i —_

S

{Licensed Embalmecr'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 by me, or by.

Registered Apprentice No

Signed.%ﬂ-._%.w

Licensed Embalmer No... 2 .

P. O. Address.,.s-.v‘.’. ..... L/é ...... 4

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITII\G {Failure to comply with

the above constitutes grounds for revocation of license.)

working under my personal supervision.

If this body is riot embalmed, fact should be so stated above.




