THE DIVISION OF HEALTH OF MISSOURS
~rec0 || TLED JUN 27 1943 STANDARD CERTIFICATE OF DEATH i F 22045

. 10.48
BIRTH NO.____________________ REG. DIST. m.&LL PRIMARY REG. DIST. MO. 607 chegmmnm‘{g?z__.._“' o

1. PLACE OF DEATH 7, USUAL RESIDENCE (Whars decossed lived. [ Inatitution; revidence befors
n.COUNTY St Touis & STATE 34 s aquri b. COUNTY -g-?s;i
7 b, CITY (I outeide corpurste Limita, writs RURAL and glve gzr’!;{Eme OF) c. C‘IOTE (1f outslds ocorporats limits, write RURAL and give township) s
TOWN Overland 7 waseel 0w University City 3
/3 d. FHIOJS-P:"FAHI‘..EOORF {If not in bospital or fnstitotion., wive sirect addrems or location) ASS'DRR% (If rural, give location) N
Wermotion Berliner Nursfing Home 730 Kingsland Ave. /
/ “3. NAME OF a. (First) b. (Mlddle) c. (Lasty . 4. DATE (Month) (Day)  (Yea)
DECEASED
(Typeor Priny  SHULIM S1GOLOFR peam  May 21,1949
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER | rgsntglﬁg;) 8. DATE OF BIRTH 5. L“,«::5!»: e yeanT v ooex 3 D.mn 7 oo i
‘ pe birthday] on! ours | Min
Males, White | MasadeqC Unknown Abt.88 l |
108, USUAL occgpmon (Corekind o work 10p. KIND OF msmmo%g_r IN. 1}, BIRTHPLACE (Btate or torsian oscuntry) é 12 chTJTZ%r{?FWHAT
most 8,
; ‘ReTiTed WdEchant Russia
. ulaa. FATHER' S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Eli Sigoloff | Hafideht s8ilvare _
5 WAS DECEASED EVER IN U.S. ARMED r;?nc:-sv 16. SOCIAL ssmm';rg 7. INFORMANT' 5 5)GNATURE OR NAME ADDRESS
W, Bo, of unknown} | wive war or dates sorvies) .
e Fannie Sigoloff-730 Kingsland
18, CAUSE OF DEATH MEDICAL. CERTIFICATION mﬁm
| Eater only onecsussper | 1. DISEASE OR. CONDITION __ ¥
time foc (8), (o), and (¢) | PIRECTLY LEADING TO DEATH 5) w L v ey N éW';\/ 7
ANTECEDENT CAUSES ' t . . 3
*Thiz doer nol mean ct..a.
the mode of dying, ruch | Murbid eonditions, if any, gising DUE TO (B) Tt £tged d d

oz hearl foflure, asthenia, | 71ite to the above conse o) Hating ] 7. R -
de. It megns the dis- | e underlying comse lant. d i — >
.!14 * [

ease, injury, or complica- DUE TO (c}

WRITE PLAINLY-—USING UNFADING BLACK INK-——-MAKE A PERMANENT RECORD

tien which eaused death. | 11. OTHER SIGNIFICANT CONDITIONS ) - f 23 o
Conditions contributing to the death but a0l
related to the dlacase or condition cousing death.
19a. DATE OF OP_FI%';‘- 19b. MAJIOR FINDINGS OF OPERATION e R : - . 20, AUTOPSY?
e ———— "
| . Y99 X | v wd
2la. ACCIDENT (Bpacily) 21b. PLACE OF INJURY (e, lnorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE):
bome, farm, fagtory, strest, ofBos .. 080 . . )
HOMICIOE — e
21d. TIME (Mooth)  (Day) (Yesr) (Houn) 21e. INJURY OCCURRED Z‘lf HOW DID INJURY OCCUR?
OF _ AR . | wHILEAT[} NOT WHILE
INJURY m | “woRrk AT WORK .
z i heﬂ:by certify that I attended the deceased from 5’ 4 19‘_"2 to J / > . 19?r7, that I last saw the deceaszed
aliveen _%& ] s IQ_ﬂmd thai death occutred al ________ m., from the causes and on the date staled above.
23a. SIGNATURE ar'titley | 23b, ADDRES L{_ ATE SIGNED
,(,LA;«,/ Lw MO0 . Pt et et / 2/
IIQJEMI A‘}. CREMA- Z4b. DATE 24¢. NAME OF CEMETERY ‘OR CREMATORY J 24d. LOCATION (Clty, town, or counlyi (Statef -
(Bpedlty) -
¥ial 5/28/49 _Chesed Shel Emeth CémJ St. Louis County, Mo,
DATE REC'D BY I..OCEJ(\_;L RAR'S SIGNATUY| 5. FUNERAL DIRECTOR'S SIGHATUR ADDRESS
REG. . :
3-2347 %Z:-«/ 0 | otsirn a5 A —
*s Su’temtm on Reverse Side)




PRESNDDIA S W TET Ve wbg Tey Ve -

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

Student Embdalasr No.

working under my personal supervision.
SEUSENT vuiuasecrrrarnconcnssssrsasnsisannnes Signed MA’ /‘/ﬂj@

Asssssrrnasvennes sessrsesna e

Student Embalmer .
- Licensed Embalmer No. /;%

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMDALMER 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 so stated sbove. LN

’




