10-47

i OO.LO0D
FEDERAL SECURITY AGENCY
_National Office of Vital Statistics
FILED AUG 6 |

Registration Distret No....

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration Distrct No....

L 24446
late No...”.........B.Bw.,_

Registrar's No.

1003

1. P,LACE OF DEATH: f" .

(a) Founty
(b)/City or town

ot.Louis,Missouri,

(If cutside city of bown limita, write “RURAL” and name o
(c) Name of hospital or institution: /ﬂ

t.Lovis City Hospital-ftax C, Starkle

(If not in hespital or institution, write street number or location) M-ei';i
(d) Length of stay: In hospital or institution
{Specify whethar

In this community.
years, monihs or daye)

2. USUAL REDENCE OF DECEASED:
(0 state. Misgouri

oo

(&) County.

Louis / 7
(If outside city or towa limits, write “RURAL™)

@ Street No.. o149 Accomac St. g

rial 2. (If rurnl, give location) ’O
(e} Cidzetm%nreign cottntry? (Ves or No)

If yes, name country.

(@ Cityortown. St

3. (o) PRINT
FULL NAME

MIKE KOKORUZ

MEDICAL CERTIFICATION

INLY-—USE UNFADING BLACK INK=—MAKE A PERMANENT RECORD

July 27th
3. (5) If veteram, 3. () Social Security No. 20. DATE OF DEim‘ Month “ day
yeat. 948 hour. 8 minnte . ,3_0__AM
name war 492-01-6249 : : 5
21. T hereby certify that I attended the deceased from 7/25/4
6 5. Color \opfhi & 6. (a) Single, mdow{d rried, 19 to dJ uly 27th 19 48
[51 n e 1 T T Y A e 1as8
4. Sex Mal <] | e, divorced g 6 that I last saw b :ugﬁve on July 2 7th 194819 ________
6. {b) Name of husband or wife.. ... 6. {¢) Age of husband or wifeif || and that death occurred on the date and hour stated above. Duration
: PR S Immediate cause of death
7. Birth date of deceased... MY 5 ? 1895 ......
{Month) {Day) (Yuar)
8. AGE: ears Months Days If less than one day - -
;- 55 2 ? . a1t &-Erobably stomach ¢
T min.|
Due to f/ .
o7 Hirthplace: o m i o cAnatria-Galicia: ? Cel Ve Vi
(Cll.y. town, or county) (Suna or foreign conniry) P i I 13 ;
. e . + - conditions.._-.-
10. Usnal occupation Shoeworker. . . . ..~ C::l;gm :re:nul::f within 3 months of an
11. Industry or business...... Shos Mi g(" .| PHYSICIAN
e Mmor findings: . R PN . . - .
a 12. Name... S teven Kokornz R Of operations : ; : 1 .
g triaGalicia 7‘ ' the canse b
=-{ 13, Birthplace t‘ — : Aus ria- S ¢ vt whichlrheath
Yo wn,u‘flIn or foreign coun! y Of aut should be
E 14. Maiden name. ﬁd aaik autopey R . . cpaggeﬁ sta.
. B y
S kol Austrla-Galicia ‘I‘ : - eticaly
g 15. Birthplace i ——p—— TP 22. 1f death was duc to external causes, fill in the following:
16. (@ mformant Mike Dmytryszyn. .|| (@ Accident, suicide, or homiicide (specily)
» Address 2749 Accomac. St. (b) Date of occurreace
17. (o) Rarlial {¥) Date thereof.. ‘1,429 48.- — {e) Where did injury occur? (City or town) (County) {State)
(Buricl, cremation, or removal) (Méoth)] (Day) (Year) (d) Did injury occur in or about home, on farm, in industrial place, in public place?
(&) Place: burial or cremation. Resurrection Cem.
. P 1 . ! pla
18. (s} Signature of t'uneral dlzectorJﬁmJ.LI_GK. FUNEBAL __HQ *'While at work?...... o __(smy “;5” ;d:a.r?;l $i m]ury i
5) Addr S._ defferson Ave., : %ﬂz«/‘
® ess. l%f - 23, Signatiss e te ﬁi}&omer) ..........
19. (a) m& . Date signed...

{Date received local registrar) Remtrar ] ngnnmm)

{Licensed Embalmer's Statement bn Bnrcr:c Sidc)




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.

Signed......... 4 -%&é/ ________

Licensed Embalmer No Lf / ‘/ 3

P. 0. Address..[... ; 2. /4’ W
Note: The above MUST BE SIGNED RY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to ¢
the above constitutes grounds for revocation of license.)

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

3



