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years, months or days)

If yes, name country.

&1 L EES DT 28 BASTANDARD CERTIFICATE OF %»dH St Fite N
e )
Rgg{strat{on District No..ewernen 31.8 Primary Rezlstmtion District Now e Registrer's No. 1iu8b
1. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED: .
(a) County i - (g} State (b)) County.
{4) City ot town St ol MO' st LOlliS /7
(If outside city or town limits, write “RURAL" and name of townahip) (c) City or town.
(¢} Name of hospital or institution: {If outiida city of town Limita, writa "HORAL")
4944 Genieveve. Ave . /[ @ st NoX244  Geneview, . ?
{If not {n hogpital or institation, writs street number or location) (L1 rural, give location) /
{d) Length of stay: In hospital or institution . ¢,
pacity whether || () Citizen of foreign country? ! (Yes or No
In this community /

3 {0 PRINT Alexander Bislczak

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

MEDICAL CERTIFICATION
20. DATE OF DEATH: Month.__._ﬁe‘% May..: /6 -d

18. (a} Signature of funeral director.

3. (b) If veteran, 3. (£} Social Security
No yenr......_L.q..ﬂ."_i:.__hour.......____. .? :T mmute___
pame war 21. I hereby certify that I attended the d d from ,C' ‘A
lale /7 5. Coler White 6. (a) ani',le. wado::ed. married, |lp J& 3. 9,:,(_________ w¥¥ A / PRRTY
4. Sex | race dxvomd_._mrr.l.g_’g that I last saw E;,“.. alive of Ay~ S /J;d ....................... L, 19, i‘d’
6. (¥) Name of husband or wife...... ... 6. {¢) Age of husband or wife if and that death occttrred on the date and hour stated above.” Duration
] L
o ‘!,‘___A__L___{___g!.___________________._“ S alive. ... Immediate cause of death ‘
7. Birth date of deceased Se b 19 189.’.?‘3 " ‘) 1 ]
{Month) {Day) (Yeas) (’ ,ﬁ
gt
}, AGE: é{‘:_ara Months Days If less than one day Due to r.;l_ S
48 P 28 hr, fin
Due to
0. Birthotace. £0180A /
{City, town, or county) . (Stata or foraign country)
Other conditions. T 5
10. Usnal occupation {includs pragnancy within 3 mouths of death) / fn’
11, Industry or busiuess___ PATKing iAkbtendant. . SR ! PHYSICIAN
or findings:
12. Nam Jan Bialsza k Of operation................ W TP -
L o X - X : # . - Underline
& | 13. Birthotace Poland bt death
(Bl g = = o (State or forcign eobatry) Of autopsy.. P o 7 2V ) should be
g 14. Maiden name,. ... TEErR B ! autopsy Y charleﬁ 6ta-
tistically.
g 15. BMhm--—--—(alP;cz-nmﬁr—- """"""" gty mﬁ’) 22. I death was due to external causes, fill in the following:
6. (¢) Tnformant Rozalie Bislczak (¢) Accident, suicide, or homicide (specify}
(5) Ad 4944 Gani GVGVG ."-‘AVB ) . ’ (b) Date of octurrence
urial 12/20/45 (¢} Where did injury occur?
17. (a) - - " (&) Date thereof. 1City or towm) (County) Btatn
(Burisl, cremalion, or removal) (Menth} (Day) (Year) (d) Did Injury eccur In or about home, on farm, in industrial place, in public place?
(e} Place: burial or cremation Calvary Cemetery —_—

Central Und. Co pociy by i e

While at work? e} cqmpme,y

O] Adam.__184 %3} AVe. .
M 23. Signatare
19 () %lmnﬂu‘) (Rcl_;l-rlrlumtun) Address_ﬂ.."

X

any of [n]ury.__.....Er.\..mw——

{Licensod Embalmer’s Statement on Reverse Side)
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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

~ Licensed tmer No. Qisal f

~ . T ro Address '
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with

the above constitutes grounds fof revoeation of license.)

working under my personal supervision.

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




