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WRITE PLAINLY—USING UNFADING BLACK INE—MARKE A PERMANENT REGORD

o

FILED JBN 925 055  (JHE DIVISON OF HEALTH OF MISSOURI

Py, STANDARD CERTIFICATE OF DEATH e o PR

'@IRTH .NO, REG. DIST. NO. 31 8 PRIMARY REG. DIST. M0. _—_— — . . Repgistrar's No.._. ..-_5'35... "
1. PLACE OF DEATH Z USUAL RESIDENCGE (Where daceased lived. If lnsthon sdoncs before
a. COUNTY a. STATE b. COUNTY wiliniseiont.
Missouri "
b CITY (If outzide corpurate limits, write RURAL and give fjrAl?;‘:NGTH OF [l . ng (It outaide eorporate timits, writs RURAL and glve townehip) ‘7_0 ] ’7
townahip) tin this place} -
TOWN St.Lounis,Mo. ® * TOWN St. Louis
d. FEOLIS-P?'I{‘AT.EOOF (If mot in howpltal or inatitution, give sirest addrem or location) d. A%TSREEESE (I raral, give loca
mstitution  St, Louis City Hospital #1. é/ T C’zham,
3. NAME OF a. (First) b. (Middle) c. (Last)
DECEASED 4. DATE (Month)  (Day) (Year)
] {Tmar Print) JACOB MARGOLD peatH January 17,1950
D| 6, COLOR QR RACE | 7. wﬁ)%ﬁ%g Ile\\"gEOPESRRIED. B DAJE OF BIRTH P I:GE (o yesrs| o ORDER | YEAR | © UNDER 1 wus.
. (Bpgeity) \ birthday) |Mosthe| Days | Hours | Min.
10a. USU PATION (Ghekindolwork 18b. KIND OF BUSINESS OR IN- ycs e or forelen umtnl.rv) .| 12, CITIZEN OF WHAT
done d of wor] s, if retired) DUSTRY . COUNTRY?
ilsa. FATHER'S NAME 13b. MOTHER'S mnzcn NAME 14. NAME OF MUSBAND OR WIFE
15. WAS DECEASED EVER IN U.5. ARME 16. SOCIAL SECURITY 17. INFORMANT' R NAME ADDRESS
(Y. 00, 07 unknown) I (I yea, rive war or ud:erviu? NO. . ; ,g/ z
18. CAUSE OF DEATH MEDICAL CERTIFI INTERVAL, BETWEEN
 Enter only onecouseper | 1. DISEASE OR CONDITION _ 7- . ONSET AND DEATH
line far (a), (b), and (c) DIRECTLY LEADING TO DEATH. (a)

*This does not mean ANTECEDENT CAUSES v ‘

the mode of dying, such | Morbid conditions, if any, gieing DUE TO (B) M_ (L.«_t,. Ag—d M

as hearl failure, asthenia, | Tide to the abeve couse (a) stating . —
e, It meons the dis- the underlying cause last,

case, infury, or complica- DUE 7O {c} . .
tion which coused deagh, | 1I. OTHER SIGNIFICANT CONDITIONS :

Conditions contributing Lo the death dut not
related to the disease or condition eausing death.

19a. DATE OF OPERA. | 19b. MAJOR FINDINGS OF OPERATION - 2. AUTOPSY?
TioN } o
. ves [ wo ]
2la. ACCIDENT (Bpeelty) 21b. PLACEOF INJURY (a.¢..1c o7 abost | 21c. (CITY, TOWN, OR TOWNSHIP) . (COUNTY) ¢ry' _ (STATE)
SUICIE Borss, farea, fautoty, sirwst, oios bldg. eta.) % 3 &X

214. TIME {Moath)  (Day)  (Yuar) (Hour) 21e. INJURY OCCURRED | 21t. HOW DID INJURY OCCUR?

INJURY - M-IILEA'I’ Nz_r.wuu

¥

z I-hmwm'mz thﬁ 1 attended the decessed from —_1/6/50 19 13/37/50 19 thai I last saw the deceseed
alive on 17/50 s 19 , and that death occurred at _9:10am,, , from the causes and on the dale stated above.

i, ATURE O (Dcznnor title) | Z3b. ADDRESS . DATE SIGNED
2"" - 1515 Lafayette Ave., . 1}17/50

Zis BURIAL, CREMA- | 24b. GATE w &H Y O ATORY | 24, LOCATJON (Oisy, town, or county) (State)
ON, REMOVAL (Byeatty)
fa) 29/ 30

DATE REC'D BY LOCAL {AREGISTRAS DIRECTOR 8 §1 GNATURE AbDRE

JAN 18 1950 2

(Licensed Embmimer’s Scatement ot 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, or by

working under my personal supervision.

Signed..... tressesesana

‘Student Embalmer " Licensed Embalmer No._. 5=t 2

3 ' - T s Address_é.é}l«dgw

Note The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, (Failure to comply with
the above constitutes grounds foi tevocation of license.) :

If this bogly is not embalmed, fact should be so suted above.




