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

DEPARTMENT OF COMMERCE
BuREAY OF THE

FILED

Registration District ‘No.._.T._.,.,.._..;;.._.

STATE BOARD OF HEALTH OF MISSOURI

ﬁl’j 1581343 STANDARD CERTIFICATE OF DEATH

Primary Registration District No......._. —

25122
€613

State File.No..

Regisirar's No.

1. PLACE OF DEATH)Y -

(6) County St, Louls
® Ciyortown____obe Louis ...

[Tf outaide city or town limits, writs " I\UR.AL" lnd neme of lnwm.bip) ”

2.

(@)

USUAL RESIDENCE OF DECEASED:

State__Miﬂ.ﬂQ.ui_..____.. ()] County,..s.:b...“_..LQuiB__Z_"é
Clayton A

Y
X

9. Birthplace

{City. town, or county) -

(State or foreign onunl.r:.r)’ .

{c) Clty of town ri
(¢} Name of hospital or institution: 0 Y (11 sutalde city or town limits, write “RURAL"} K a
—i___Jewish Hospital Al @ sueet.......0330. Noxrthwood . — o
" (If pot Ip bospital or institation, write strect ni:zbudr location) {If raral, give m“n) - L
(d) Length of stay: In hospital or institution ays N /
. Svocity wheibor || (&) Citizen of forelgn country? o] (Ves ot No)
In this community..... 60 years
years, months or days) 1f yes, name country.
MEDICAL CERTIFICATION
PRINT
Fuit name_ SARAH COHEN . ... . 27
20. DATE OF DEATH: Monthw.l:."_......,_._._day
3. (b) If veteran, 3. (¢) Social Security year / q bl hour 130 oy tt a
mnrnte
name war. No No._ lNONE
21, I bereby certify that I attended the deccane} from
/ 5. Color or 6. {a) Single, widowed, married, Jad 108 1o o Yhy 3 1994 .
4. Sex Female : nciiite dj"‘O“'Cdng'Qg—: ﬁat Elast saw b3 ML alive on TUI-‘! >t . lQﬁ;
6. (b) Name of husband or wife_.._ 6. (¢) Age of busband or wife if and that death oceurred on the date and hnu.r stated above. E Drration
| 0 [e) alive. Immediate cause of death <= A7
7. Birth date of deceated—_ADTAL 17 1868 |l.......LOREanantn o7 STAMack . VAT
(Month) - (Year) C  Merasires ] S Yfam
8. AGE: Years Months Daya I less than one day Due to i ! :[} "‘
o 4ms .l : o 2 .
Y/ 78 3 ]_p br. .. i | F;
Lithuenia ¥ 4K

Other conditions. DI(U;& ;-Q'( Hﬂ"- TV S

10. Usual secupation Housewi fe AR {[nclude ptegnancy wilhin § manths of death)
11. Indastry or business I NioiaE d PHYSICIAN
7 12, Name__ Samuel Cruvand || Of operations —
= 0 ) ' ’ . Undetline
2| Bi.itﬁplam Lithuanis the cagee to
(Chr count. {State or forelgs country) Of auto howid
£ { 14. Maiden pame * ____ ‘tﬁiho‘izln 3 / autopsy :{::%:ﬁ atbaE
= tistically.
g 15. Birthplace TP mepep——1 L(Siu—?}}'%'%ﬂ—i‘&rﬁ- 22. 1f death was due to external causes, fill in the following:
t6. (a) Informant Mrs. Harold Franzel () Accident, suicide, or homicide (specify)
@, Address__._£330. Hoz:thuoo_dﬂ_h______..f ____________ (&) Date of occurrence
17. {a} - ——— " (}) Date tmf"’7 {‘l' h6’"' (e Where did [njury occur? {City ar tawn)} (County) (Stats)
(B"rill cremstion. wm-‘) Month) (Day) (Yeas) (d) Did injury oecur in or about home, on farm, in industrial place, in public place?
(c) Place: burial or crematiou..g nai Amoon&
18. (&) Sigmagure of funeral director BOEEOX Momorial |l e a worr oty yza srpiae) m“m
® Adaress_lt715 McPherson Avenue o M ; B
gnaturl- or ol
|9.()___£- ﬂ‘__ —_ o AW ) Z Ed]')
a (Dure M W {Rexistrar's alxnnture) r‘mdrm ..6 y‘h MO; SR . et e . Date sizn %
b {Licensed Embalmer's Staterment on Reverse Side)
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STATEMENT BY LICENSED EMBALMER '
) I hereby certxfy that the body whose name is recorded on the reverse side of thls cert:ﬁcate was embalmed by me, or by '
e et avese e e renm e e e ree e S Registered Apprentice No : R .
working under my 'p'ersonai supervision. 4 oo . '
Signed

+ Licensed Embalmer No .......... }‘.—?o?f .............. . ........

" P, 0. Addre-m .

Note: The above MUST BE SIGNED BY THE LICENSED El\lBALI\IER in his OWN HANDWRITING " (Failure to comply with
" the above constitutes grounds for revocation of license.) :

‘If this body is not embalmed, fact should be éo stated above, ‘ -, . . e L m




