HIED DEC 14 194  YHE DIVISION OF HEALTH OF MISSOURI 3862

No. 300
o.48 - ’ STANDARD CERTIFICATE OF DEATH S1818 Fille No..... s
! BIRTH XO. REE. DIST. mNO. 31 8 PRIMARY REG. DIST. JOOB Registrar's No 1(];3_8.3 S,
L. PLACE OF DEATH - -« + iR - - 2. USUAL RESIDENCE (Whars deceassd lived If institution:' residence bafore
a. COUNTY a. STATE b, COUNTY admimion).
Ill:mo:.s Madlson " ]
b. CITY (I outside corpursto Umita, write RURAL und give ¢. LENGTH OF c. CITY (If outaide m limita, write RURAL and give township) 7 /f ~
townahip)| STAY (in chis place) (]
TOWN 8t. Louls days Town Madison., /
d. FULL NAME OF (I not in hoapitat or institgtion, give strest address or loutba) B vara!, give looation) L
HOSPITAL OR ¥ ﬁ ESS 911 Grand s
INSTITUTION S+, Anthonv's HoEp. / ; : </
3-DNEQ:R&ESOE';) a. (First) o b. (Middle) c. (Last) 4. DATE {Month) (Day) (Year)
(Typeor Print)  Mary Danlelewmz .| DEATH  Dec 1 1949
5. SEX / 6. COLOR OR RACE | 7. #ﬁo%%gg‘ ﬁﬁEﬁcgsRmED' 8. DATE OF BIRTH Y. I:GE (o yeas| & whoen | TEAR | ¥ DNOER 2w
o, . (Bpacity) t birthday onﬂu Days | Hours | Min.
_Female White Married =/ March 30, 1887 62 l |
10a. USUAL OCCUPATION (Gl kindof=ork | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or @ 12,
done daring momt of working tife, yvan f retired) | - { DUSTRY o farslen oounss) COUNTRYS HAT
. _Housewife Own home Poland Poland
13a. FATHER'S NAME ~ |13b. moTHER'S MAIDEN Name 14, NAME OF MUSBAND OR WIFE ‘
Paul Karpowioz . Unknown Stanley Danielewios
i5. WAS DECEASED EVER IN U.S. ARMED FORCEST | 16, SOCIAL SECURITY | 7. I’IFOR ANT' 5 su:urunz OR NAME ADDRESS
(Yo, 00, or unknewn) | (If yem, whve war or dates of esrvioe) NO. ; -
No None f’j Madison, Ill.

18, CAUSE OF DEATH . MEDICAL CERTIFICATION

\ INTERVAL EETWEEN
cause 1. DISEASE OR CONDITION . ND DEATH
- Enter only onecsusaper | 1, bRy PRABING TO DEATHS Bernolool. 3 Z &
line for (a), (b}, and (¢} (a)
“This does mot mean | ANTECEDENT CAUSES Clone v lcmee M a_q,/c .

¢he mode of dying, such | Morbld conditions, if any, giring DUE TO (b)
ar heort faflure, asthenta, | rise to the above couse (o) siating — - | e e - S o
ee. It meana the diy- the underlying cause last,

eaae, injury, or complico- . . DUETOA) . . ..

tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS ~ © 7 Femmn, B da :
Cenditions contributing to the death bul not P I 4

related to the disease or condition causing death.

19a. DATE OF OP_FIROA- 195, MAJOR FIDINGS OF ow 2. AUTOPSY?

WRITE PLAINLY—USING UNFADING BLACE INKE—MAKE A PERMANENT RECORD

2la. ACCIDENT 7 (Bpecity) 216, PLACE OF INJURY (s.g.. Inor abort zlc (CITY. TOWN, OR 'rownsmn . (COUNTY) . STATE) =~
SUICIDE bome, farm, factory, steest, offics bldg..eto.) ' '
HOMICIDE — , —_—— . ﬁ( -
214. TIME (Month) (Day} (Year) (Hour) 21e. INJURY OCCURRED 21f, HOW DID INJURY OCCUR?
- . . T — WHILEAT[™] NOT WHILE S / A
INJURY WORK AT WORK i
22. T hereby certify that 1 attended fhe deceased from ¥ 23 19 5T _pte T _ g Z f that I last saw the decensed
aliveon s} o [, 19 and that deatk oceurred at ” from the causes and on the date stated above.
. A ——= 7 ] (egros or title) DDRESS U‘ Z3c. DATE SIGNED
. : e AT/, "«Jﬁ%:‘f—_. 2N M2 —€9
24, BURIA 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Otty, town, of connty) -~ (Stote)
TION. REMOVAL, (Bpedity) 113 .
Jl__Burial Deo, 3,1949 -1 Calvary Cemetervt .- - |- Edwardsville Twp. ,- Illinois

ADDRESS
Madison, Ill.

DATE REC'D BY LOCAL

peC 2 1oaf™

[/
et O (les

nt on Reverse Side)

‘ FURERAL [ ;JOR' 50 SLGHATURE

REGISTRAR'S NATYEH
(Licansed Embalmer's




|

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 e

Student Embalmer No.

working under my personal supervision.

SEUAONE veuecesssasnssarastsssanssssscasnns ' Signed.... - AL _@ A

Student Embalmer
e Licensed Embalmer No J7}7/7

P. O. Addms%w WJM‘

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fnilmto comply W
the sbove constitutes grounds for revocation of license.)

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




