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STANDARD CERTIFICATE OF DEATH

Primary Registration District Nowowr oY [} O

State File No.
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Regisirar's No...
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1. PLACE OF DEATH:

-(a} County St, LOU.i g
(5) City or town

St. Toulg e

(If cutaide city or town limits, write “IRURAL" ond name of l.mrn:h:p)

(¢} Name of hospital or institution:

Jewish Hospital /7

{If not in hospital or institution, writs strest Dumber or location)

(d) Length of stay: In hospital or in:litut.iun...-z..._d..axs.._......_.._......._..._..__
In this community_. D 0_years.

yeers, months or days)

(Specify whelhor

(a) smeMigsouri

2. USUAL RESIDENCE OF DECEASED:

(&) _County. St

Louis 7/

() City ot town == i

o

{If outside city or town limits, write “RURAL™)

MR J

{e) Citizen of foreign country?

(é) Street No 808 Eastgate

{If rural, give location)

No

TARRR
(Yes or No)

I{ ves, name country.

MEDICAL CERTIFICATION

N

)
-
z 8

;7. {a)

(c)
18. {a)
&
19. (a)

Informant Davg__Ste in
Address 560 Purdue

Burial ) Date thereot._ 1/ 21 /1947

{Buria), cremation, or removel) (Mcoth) (Day) (Yean)

Place: burial or cremation Che Sed She l E.me th
Slgnnture of fuf eral director. Be Tger Memora il
Address McPhersog‘ Avenue

eam:m i%?,/%{ _}-,_.

(Date received local resistroz)

() Date of cocurrence T

{c) Accident, suicide, or homicide (specify)

=}
[
=
-4
|| 3{9 rriNT Rachel (Rose) Stein 2o
- T ™ 3. (o) Social Securic 20, DATE OF DEATH:
. veteran, . (e al urity &0
year. [ ‘F hour ? —— ___iminte _Q""\' M
E fame war. No No None
3 21. I hereby certify that I aatended the deceased from... M.l_’!f
= 5. Color or 6. {a} Single, widowed, married, mf;(_f]
M, 4. Sex Femal‘e race M1te dlvorcedv_fidow_é that I last saw h. ._-EiLﬁve oML N o , 19‘{”
& 6. (& Name of husband of Wilew o oeoeeee 6. (&) Age of hushand or wu‘@{f’ and that death occurred on the date hour stated above. Duradi !
uralion
Peter Stein alive . yea Immediate cause of death p)
B ) N0
7. Birth date of deceased....... S ILKTIOWIL AN
5 {Month) {Day) (Yeor) 2
= : 7 S
O 8. AGE: Years Months Days If less than one day Due to__ o= ———a V. e ey g ¥ e -
& P N e o P (ol ot |
g §|_About 82 | b, o, || =
ue to
- 9. Birthplace Russia {7 P
% (Cily, town, or county) (State or foreign country) ¥
. Other conditions.....x
% 10, Usual occupation Hou SeWife 2 (Include pregoopcy within 3 months of death)
=] 11. Industry or business SaiorE PHYSICIAN
ot findin, -

. >!1 g 12. Name Ul'lknown h rd Ofopcmtig:m Underti
7ol e nderline
Z [z 13 Birtnotace . _hussiala [ ...................... o {thecatEto

{Cilgy towa, unl 3 uorforelxneounu'y) Of antonss should b

j ?_3 14, Maiden name S éﬁJ TUH}CI]OWI&T autonsy . dw(.,rzeﬂ sta?
™ = tistically.

= . Ru a
é © { 15. Birthplace - S S_i (ﬁ 22. If death was due to external causes, fill in the following:

= {City, town, or county) {Stnta or foreign country)
b .
B

(¢} Where did injury occur? =

{City or Lown}

{Cuounty} (5tate)
(d} Did injury occur in or about home, on farm, in industrial place, in public place?

_— Bpecily typo of place)
¢) Means of inj:

J‘ry-._._':__._--@..

M. D.orother}. [

(Licensed Embalmer’s Statement on Reverse ‘_Side)




K

STATEMENT BY LICENSED EMBALMER

I 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. ﬁ/
W
‘ 7

Sign ooy o

I

Licensed Embalmer

P. O. Address

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

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




