THE DIVISION OF HEALIH OF MISSOURI

1
No. 300
=% | FIEDMAR 8 1949  STANDARD CERTIFICATE OF DEATH Stte Fite Now o L VA8
L BIRTH WO. ______________________ REG. DIST. M.B_L PRIMARY REG. DIST. no.éj_L. mg.mang?ﬁa ﬁ N
1. PLACE OF DEATH - Z USUAL, RESIDENCE (Whary decsssed lived, If laetlmyong; —peisace before
0 a. COUNTY a. STATE, b, COUNTY admision).
a8t Tonis Mo. St., TLouis
0 b, CITY (H oateide corpuraie Limits, write RURAL and give c. LENGTH OF ¢, CITY (If outekde sorporate limits, write RURAL snd cive toweship) .
! township)| STAY (Lo thia placet
al TOWN Manchester mang, |- TW.  Kirkwood
g d. F#&SLF’?TAAT.EO%F (I not in hospital or institution, give stregt address or locatjop) d‘ASDTl;iFEgS (It rorsl, glvs location) '
o INSTITUTION  Manchester Hursine How@ F59 H. Harriecon /
ﬁ 3. gz'?:wéﬁs%% 8. (First) b. (Middley . (Last) r DSI-T'E (Month) (Day)  (Yer)
£ (Typeor Print)_Apngoel ine Y., Wella DEATH _Jan, 28 1649
5] 5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH S. AGE (lu yeara]  DDET | YEAR.] F ONDER 21 33,
2 \ WIDOWED, DIVORCED (Scity) - Lnst. birtnday) Momhl Dars | Hours| Min
; Femplg: White Widowed 2" Ont, 131363 BC 3 1 I
] 10a. USUAL OCCUPATION (Gitvekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Stata ar forsien sountry) 12, CITIZEN OF WHAT
, [ dona ditring most of working life, even if retired) DUSTRY COUNTRY?
= Ni3 None T.oulsana I B.2.
< 13a. FATHER'S NAME 13b. MOTHER S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
] .
-’ Aexander Rivheck 4_Adnhongine Radesy i g
t= 1| 15. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL SECURITY (77 INFORMANT' S SIGNATURE OR NAME - ADDRESS
- (Y¥we. 00, 0r unknown) | (If yes, rive war or dates of sarvice} RNO. o
= No., None Ineille Yamn BEo 8 Hapriann Ave,
| il 8. cause oF peaTH | MEDJCAL CERTIFICATION ., INTERVAL BETWEEN
i || Enteronlyonemuseper | I. DISEASE OR CONBITION "
Z Il line for (e), (b), and ¢) | D'RECTLY LEADING TO DEATH® ()
g *This docs not mean | ANTECEDENT CAUSES S: y Z
o || the mode of dying. such | Aorbid comditions, if any, gising PUE TO (b) B
- ar heart fallure, asthenia, rite o the above cause (o) dlaling )
= de. It means the dis. | ihe underlying cause last. , . a
o || cose tnfury or compli DUE TO (¢) - . {. "2, C‘)g ,
5 |l tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS : l ~'
] Conditions comtributing to the death but 2ot .
3‘ related to the dizease or condition equring death. 9 FA
[ 19a..DATE OF OPERA- | 18b. MAJOR FINDINGS OF OPERATION - - - 20. AUTOPSY?
Z TiON —_— . l//
= ) - YES D NOD D
|| 21 ACCIDENT (Bpecily} 215, PLACEOF INJURY (a.g..lnorabost | 2lc. (CITY. TOWN, OR TOWNSHIP) (COUNTY} (STATE)
SUICIDE home, farin, tagtory, strest, o@ioe blds.,eta) —_— " . T
z HOMICIDE  ~ M _ :
g 214. TIME (Moath) ' (Day) (Year) (Houn | Z2le. INJURY OCCURRED | 2. HOW DID INJURY OCCUR? |
i : - WHILEAT[—] NOT WHILE —_— |
J‘ 1 INJURY o. | “work AT WORK )
E 2. I hereby certify that I atlended the deceased from @?_L 19._?_ that I last saw the deceased
= alive on IB_ZZ. and that death occufyed at KL f m the causes and on the date stated above.
2 Z2a. SIGNMVRE (Deg;rwor title) | 23b. ADDRESS Zc. DATE SIGNED
; j 307 /‘CJM
2a. aun IAL, CREMA- ub DATE 24c. NAME OF cmrre:nv OR 24d. LOCATION (Oity, town, or count tate
B || TION REMOVAL tpeaitr . RBEMATORY x (Otty, town, ) (Gtate)
5 [Burini /31 /4o Vehalle 5t, Touie, M
DATE REC'D BY I‘?acz‘é!' RECISTRAR'S STGNATORE 25 FUNERAL DIRECTOR'S $)GNATURE L N T TTY T

3 icensed ot Reverse Side)

M .__ = bﬂg Meverepfitoincen Win-mandon g
Ty




STATEMENT BY LICENSED EMBALMER

[ hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by—_.

Student Embaimer dNo.

working under my persona! supervision.

.......

Student c.veanerneen cresesvarrraenas
Student Embaimer :
Licenzed Emb

Im
~ . P. Q. Addre;sW 'Z'Z_ )7

Note: The abo'.e MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fazlure to comply with

the above constitutes grounds for revocation of license.) :
If this body is noy embalmed, fact should be so stated above.
: \




