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1. PLACE OF DEATH, .-

a) Coun
( - S"' L\Q\L\S ‘Yh_h

(8} City or town
[iT ootside eity or town limits, write “NURAL" and naime of township)
(¢} Name of hospltalori;tuu%A KNES HOSPITAL

{1{ pot In bospiisl or institution, write stroet number
() Length of stay: In hospital or (astitution..... . &

oeuthn)

1n this community

.~ 2., USUAL RESIDENCE OF UECEASED:

(a) State. New York (b} County.

If yen, hame country

yoara, months or daye}
3. (s} PRINT

FULL NAME \‘Y\u.vtvx \mo.dw\L

=

NEADING BLACK INK—MAKE A PERMANENT RECORD

A
14

WRITE PLAINLY—USE /

3. (b If veteran,

MEDICAL CERTIFICATION
19

20. DATE OF DEATH: Month_ {00\t ko 47 day.

[74
(c) CltyortownN-eW[Y?rk Citv <~ M
Il gutside city or town fimits, write “RURAL" 'U .
(&) Strest No......... ) 8 . 85th S st /
(Tl raral. give loeatlon) N )
(e} Citlzen of lorelgn country? (Yes ar No)

3. {¢) Social &C}lﬁfl)’ .-« - year 1N \I.k'i hour 3 minute 2% Q M
nAme War. No i
21, I hersby certify that I attended the deceased Imm..ﬂ&..*.ﬁ..b.!-b-d.. ..............
5. Color or 6. (a) Sipgle, widowed, marted, X 1942 oo ok evaloenu VA 1043
. sex Male /&m Whi te Heercea MaTried - 3
. ! vorced. 22 2 2 2 2 || that 1 Tast saw h_Lam_ alive on__ Xl €44 X0 ¢, \4.., 194 3:
6. (%im of b dor vﬂf v 6. (&) Age of hushand or wife if || @0d that death occurred on the date fmd botr stated nbove. Duratisn
Lev ne _____ ;’ .§......... Immediate cause of death =m QLG M Oy & ok .
7. Birth date of deceased._SPT 11 29 18995 lung g
{Month} (Dny) (Yenr) L, ¥ Y.
B, AGEs Years Months Days If legs than one day Due to ;:‘\/
48 | 6 24 N s
T, min. / }
7 Due to 4
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£\ 15, Bcoots Russia (& ' thecare io
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g{ 18, Birthplace Russia é 22. If death was due to external causes, fill in the following:
= City, town, ﬁmnf (Stats or forelgs country)
15. (o) lnfo . sie evine (2) Accident, suicide, or homicide (specify)
&) Address. 08 Do 38 E. 85th-New York, N.Y, _ |/® Dateof cceurrence
. @ femoval () Date thereof 112191943 |« Where i imiury occur? e o
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\ (Specify type of plare)
18. (&) Slznalure) 1d Magﬁt @ L~ Whileat work?——— ... {¢} Mecanaof Inlury___.__..__....
® A BETR “Be mar . 6 T ritodint -
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{Lipensed Embalmer’s Statement on Reveree Side}




STATEMENT BY LICENSED EMBALMER

1 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,

working under my personal supervision.

P. 0. Address,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (leurc to comply with
the above constitutes grounds for revocation of license.)

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




