THE DIVISION OF HEALTH OF MISSOURI UL ED

FILED MAR 19 1949

e STANDARD CERTIFICATE OF DEATH Seate File No..
mn‘m NO. REG. DIST, NO. __3_@ PRIMARY REG. DIST. m._]_O_OB Regisirar's No 9{)'?5
l? . PLACE OF DEATH P 2. USUAL RESIDENCE (Whare decossed lived. If institution: residence before
a. COUNTY a. STATE Illino is b. COUNTY IIadi SOnldaq-j}ﬂ?l?

>

ST, - §

b. CITY (If outeide corpurate limits, write RURAL and give c. LENGTH OF

township)

TOWN St. Louis, Missouri

3 ri:;vm

STAY (in this plaee)

¢. CITY (I cutslde corporate limits, write RURAL and give township}

:ﬁﬁ’u Collinsville

/!
7

d- FULL NAME OF (if not in hoapital or fnstitution, give street m:ldre-w loenﬂoa)

(I rursl, give locstion)

HOSPITAL OR ADDRESS
INSTITUTION r 620 Elm é—
3. NAME OF a. (First) b. (Middle) c. {Last) 4, DATE (Month)  (Day)
DECEASED Walter Haluch OF March 3 19hgm)
( Type or Print) 4 DEATH arc
5. SEX 6, COLOR OR RACE | 7. #ﬁ%ﬁ%% g!i:vvgn MARR ED, | 8. DATE OF BIRTH FAT) :_Gml yesa| v woa ) YAk | F Uhoor 1 s,
. . { t ¥, . Days | Hours | Min.
male: white mAr Tl ed é Dec 18-1881 | |
ma USUAL OCCUPATION (Givekindofwork | 10b. KIND OF BUSINESS OR [N- [ 11. BIRTHPLACE (Stete or forelep” sountry) 12, CITIZEN OF WHAT
moatof workl.u ll!e. wven if retired) DUSTRY cO F
i acksmith Coal Mine Poland = D
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. N'AME OF HUSBAND OR WIFE

o

g

b

g

[+

=

By
. . .

“ Vincent Haluch Not known Anns Haluch

= i5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCJAL SECURITY | 17. INFORMANT'S S{GNATURE OR NAME ADDRESS

- (Yos.n0,or ynknown} | (If yes, xive war or dates of serviee) NO.

3 |_no boltianurcte, Sl

:L 18. CAUSE OF DEATH | b R CONDITION MEDICAL CERTIFICATION WIERVAL BETWEEN

. Enter only onecauseper | I- EASE . .

Z |l line tor (s), (), and (¢) | DIRECTLY LEADINGTO DEATH® (g) e omYosis -~ &l-gc%—‘\

M. This does not meen | ANTECEDENT CAUSES . . q é

Q. || 12 mode of aring, suc | Aervic conditions, if any, gioing DUE TO (b) ackenio rdenenig = — | WOF=T

7 || as heart fotiure, osthenia, | rise to the abave caute (o) sating : . - j

B || @ It means the ai- | the underlying coue lont. &y x

o “eare, Infury, or complica- I ‘DUE TO {0) .

% - || tiom which caused death. | 11. OTHER SIGNIFICANT CONDITIONS - = 2 / -

= Chnditions contributing to the death but aot -

a related to the disease or condition cansing death.

[ DATE OF OPERA— 195. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
E \1-‘0 A?. Q&“\Q%f&um«g un c; . ves K1 wo [

o 21n. ACCIDENT » {Specify) 215, PLACE OF INJURY te's\. Inorabous | 2ic. (CITY, TOWN, OR TOWNSHIP), (COUNTY) (STATE)}

DE boma,farm, hol-nnr streat, offios bldg.,e10.)
& ROMICIDE 7
g 219 TIME.. . (Month) ° (Day) .(Year} (Hm) -~ 2|e INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
- WHILEAT[™} NOTWHILE
J‘ 'NJURY WORK AT WORK
; 22 I hereby certtfy that I attended the deceased from _F_’eL_TZ_B__ IQ_LQ_ to Jar_h_l_ IQJL_. that I last saw the deceased
;-._&;i i . alive on ‘ 18 ? and that death occurred al 3__.[LLE m., from the causes and on the dale stated above.

E' 23a. SIGNATURE {Degroo or title) 23b. ADDRESS { 23c. DATE 5IGNED
- rnes i
e 3 R P Ba Hospital, 3/3/49

£ %BNB}!JERMI(?\J"KLCREEA. 24b, DATE 1 { 24z. NAME OF CEMETERY QR CREMATORY" 24d. LOCATION (Olty, town, or county) (State)

§ remova S h-L p 5t Johns , Collinsville, Ills. .

DATE REC'D BY L%CEAL MNATURE FUNERAL DIRELTOR'S SI1GNATURE 111 11
y Co S ilie.
z P ) ’_? Y
Licented Embalmer’s Statemnent on Reverse Side




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, 0f by cciceciescimen,

Student Embalasr No.

working under my personal supervision.

Student vecesorrcnacrsensrransnnns Cierieree - i . _{JﬁZ, gttt ettt Al - o ctres ot

Student Embaluor
Licenzed EmbalmepyNo Y, M

P. O. Address M b‘é

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

If this body is ot embalmed, fact should be so stated abova




