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WRITE PLAINLY—USE UNFADING BLACK INK-—MAKE A PERMANI

i '
DEPARTMENT OF COMMERCE STATE BOARD OF HEALTH OF MISS0OURI oA

§ELY
FILED AN S 19 STANDARD CERTIFICATE OF DEATH e i o 2CSEL,

Reelstration Distrdet No.. >~ /L. /[ Primary Registration District Na.......%...o_é’.ﬁ._- Registras's No 97\ ?J" j
i. PLACE OF DEATIL 2, USUAL RESIDENCE OF DECEASED: ' y{
(a) County. "'"“"'S fL% nd'—H i hf"’""""""' e ) (@) Stateﬂ.__M.i_S..s.QnI.L_._._ {&) County__ A PALA T __G
(&) City or town 0 eLg 8 . H F
e ouul.!- city or town lHmity, writa "HURAL" and pame of tawnahip) (e} Clty or town R i [+ hmon d (<] i ght 8 ~
(¢) Name of hospital or institution: / (1f outalde cily or town Jimits, writs “AURAL"™) ey
1712a Yale Ave (d) Street No 1712a Yale
{1 pai o bospital er institution, write streat ber or locallon) {If rural, give location)
h of : Inh instituti
(@) Leagth of stay: In hospital ot institution (Specify whather |] (¢) Citizen of foreign country? No (Yes ar No)
In this community 39 yrs
youars, montha or deys) If yes, name country
MEDICAL CERTIFICATION
Full RAME. Fannie Stein
FULL NAME
—— - — 20. DATE OF DEATH: Month. . {80C _day 2.0
) Hver No ) :) Noty ymr__w_&i__.hour____&m__minute.__e_m.
war 21. I hereby certify that I attended the deceased fruL___MﬁIZ;._?v_Zf__._..
Color or 6. (s} Single. widowed, maried, 1430 e, 2 1043
4. hzﬁmglﬁm / e WA1T ‘2djvorcnd_ﬂlggwe d I that T lnst saw b M/ glive on J.hc. 20 19_5{.3:
6. (3 MNameof husbandorwife . 6. (¢} Age of husband or wife if || and that death occurred on the date and hour stated above. ' Durati
Max Stein alive.... .years || Immediate cause of death i
7. Birth date of deceased o AMAKROWR). h"*}ﬁ NN "70"4'-1‘” e e AATEAA
(Moath) (Day) (Year)
8. AGE: Years Months Days If lets than one day Due to.........c:n-o“.hhn . __l.lt-I-DAA-dm S __L.!.‘.M
. aLu.u4.I__ .2
ab. 64 o o mﬂdlmum hapadt |l ?
" Due to.
9. Birthplace. Volhvnia Russia é
{City, tawp. or couaty) (Stats or forelan conntry) R ; . "
Oth ditlona. ) ) .
10, Usual occupation at home - - T - (In:l:n‘i:::'m‘:my within 3 mooths of death)
t1. Tedustry or business : . ' e . PHYSICIAN
e . . . ajor findinga:
(12, Name.....2avid Zaiehikx Of operations 777k Undertine
= . " . . . o . . B .
S 13 Bitbolace “‘(‘éRu%i%a""é'i” : v1 Paa thecadre 1o
Ly, tuwn, gr oouD tate or 'n eountry of hovid b
E: 14, Maniden name., runﬂ) ot au_topay - :hanrlged “ag-;
= R é \tistically.
§ 15, Birthplace Ty ——— jggt?ﬁfeﬂ-ﬁ:nu;) 22. If death was die to external causes, fill in the following: * ’
16. () Informane_ 28Vi4 Stein (@) Acrident, suicide, or homicide (specify}
() Address 1712a Yale : () Date of occurrence
. @ ourial > (3 Date thereof. ,_13/__35 (435 _ || Where did Injury occur? T s T o
(Baria), cremation, or removal) (Mooth) (Day) (Yeer) {d) Did injury occur in or about home, on farm in Industrial place, in pubhc place?
{¢) Place: burial or cemation..Ch€8ed _Shel Emeth .
18. (6) Signature of funeral director. Berger Memorial . While at work ?.._..___.._.._(i:T 1(!‘1)» .ﬂ!::;) Of INJUIY s eeerrereremmasrnssnrererns
) Address SN MQEhBl‘SDn..
© : ) Z - = (b)%z 13. S:gnnture.._..ém .._Ln‘urﬂJl ,Q (M:D. orothﬂM
- @ (n..| to rectived hueal resiatrar) (Herhmr -ulmluu)'j A J, Address_ 5 0D Ohad £ Date -igm,-d.,é,—\LL?

{Licensed Embalmer’s Statement on Reversa Side)
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STATEMENT BY LICENSED EMBALMER

Cy
I hereby certify that the body whose name is recorded on the reverse side of this certxﬁcate was embalmed by me, or by :

=
4

i - Reglstered Apprentlce No

working under my personal supervision.,

. i‘ . P. O. Address....... e

Note: The above MUST BE SIGNED BY THE LICENSED EMBALNIER in his OWN HANDWRITING. (leure to comply with
~.” the above constltuteu gmunds for revocation of license.)
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* % 7 " If this body i m not embalmed fact should be so stated ahove. .



