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

DEPARTMENT OF COMMERCE

B X THE STATE BOARD OF HEALTH OF MISSOURI ‘IBM .
”“‘""”“ :"g’"sv 2619@1' ANDARD CERTIFICATE OF DEATH Dt e
Regxstmﬁon Dlstr{ct No —

Primary Registration District No. _.él O_ 7 .é.

State File No.

Registrar's N a._l_‘_‘}.—...g_" ......

1. PLACE OF DEATH:
st, Louis T
Pine T.puwm :

{Tf outside city or Lowa limits, write “RURAL" and name of township)
(¢) Name of hospital or Institution: E :

Shamrock Rest Hone

{If not in bospital or institution, writs strest numhu or location)
(d) Length of stay:

(a) County
(b) City or town

In hospital or institution
(Specity whether

In this community
yeors, months or days)

2. USUAL RESIDENCE OF DECEASED:

B{Iissouri (B Counly../ﬁ.. camottl L s -
St, louis

(ll’oul.nde city ur town limits, write “"RURAL")

26028 N, Union

{If rural, give location)

no

{a) BState

(¢} Clty or town......

{d) Street No

(Ves or No)

(¢) Citizen of foreign country?

If yes, name country.

doiw FRINT  Rachel Faier : :

3. (&) I veteran, 3. () Social Security

MEDICAL CERTIFICATION

/( day /7

20. 'DATE OF DEATH: Month

name war, o No Aone year. v hour. ,7 minute......__.ﬂm. /M
21, 1 hereby certify that I attended the deceased from S
/ 5. Color or 6. (a) Single, widowed, married, o 19. fﬂ— to / 7 19_5_4.1 ..
“I I
4, Sex f emal ? | ramWh lt e divomd.ﬂl.ﬂgw_ﬁ/ that Ilast saw h Walive on // / ? 19__!_‘_"_(‘_
6. (») Name of hushandor wife.._....._........... 6. (¢} Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
) Morris Fa ier aliven._.._____years|| Immediate cause of death ey,
7. Birth date of deceased unknown — . - 4 .. o L
{Month) May) (Yenr)
8. AGE: Yearn Months Days If less than one day Dhse to STV N
about 74 . |
| 8 i
Due to
9. Birthplace Lublin POlan d # h‘dl;
(City, town, or connty) (State or foreign cun;ﬁlry) =7 - ~a
a one Other conditions. -
10. Usual occupation (Lnctude pregnaney within 3 manihs of deats)
11, Industry or business — PHYSICIAN
E 12. Name ADTBNEmM Schloma Rosenrib *Of operations...... o
Fat ' etline
S 5. mirtnptice _Toland £s. 5 the cause to
o R I,Bln'n, or counly) (Stata or foreign country) Of autopay non should be
ﬁ 14, Maiden mme I180€CCA | Lun.k.) S, J, c[hargeﬂ sta-
tistically.
=] .
g 15, Birthplace r——— (Sffm];‘iﬂ‘?wn{r{) 22, If death was due to external causes, fitl in the following:
16. (o) Informant I, Faier ' (8) Accldent, suicide, or homicide {specify}
) Address 734 Lelan d (b) Date of oceurrence.
i ’ h: ?
1. (@ burial () Date thereof.__L1=19 =40 || (© Wheredidinjury occur T e S o

{Buzinl, cremation, of remaval) (Manth) (Day) (Year)}

() Place: burial or crematione i€ S €4 _She) Fmeth
Signature of fun:rnl director. Berger r‘{emori.al

e
(d) Did injury occur in or about home, on farm, izt induostrial place, in public p!aoe?

(Specily typa of place)

18. (a) 15 %a L While at work? ... (¢) Meansof injury
® Add.rm McPherson ave, . > [ B
‘f,’ o ' Jhl ;B‘ 23. Signature....... o O Mty it T A e S (M. D. or other)
19. ol -~ b f
i {nl.n roccived local reristrar) ® {Registrar’s signature) Thy "ﬁ- Address. e Wv{”,‘z‘?ﬂ"& Date signed /’ /f f

- (o] "7 (Licensed Embalmer’s Statement on Reverse Side) .
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STATEMENT BY LICENSED EMBALMER o At

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

...... : - cremsrems e , Registered Apprentnce No :

working under my personal supervision.

Licensed Emba / “}-7 7 N

P.O. Address ........... .
Note: The above MUST BE SIGNED BY THE LICENSED FMBALMFR in his OWN HANDWR lTlNG (Failure to comply with
the above constitutes grounda for revocation of license. ) . . R . . ,

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




