THE DIVISION OF HEALTH OF MISSOURI 18‘)01-

. MNo.300 i
e FILED MAY 27 1950  STANDARD g%gIFICATE OF DEATH _ State File No.,
. . [ P
BI1RTH KO. REG. DIST. NO, PRIMARY REG. DI13T. NO]___&. Registrar's No 4‘3 i o
1. PLACE OF DEATH B - 2. USUAL RESIDENCE (Where deceassd lived. If institution: resldence belors
a. COUNTY - a. STATE b. COUNTY adimiont.
. Stre—howks Missouri
O - b, CITY (If outslds corpurate limits, write RURAL and give c. LENGTH OF c. CITY (If outalde corporate limits, writs RURAL anJd give townahip)
o] tawrahip) | STAY (Lo this place) . . .
TOWN  gt, Louis L5 yra ToWwN TUniversity City L3336
FULL NAME OF (If not in hospital or institation, rive streqt sddress of locstion) i d. STREET (12 rurs!, ive location) TS /
HOSPITAL OR ADDRESS
wsTirution  Jewish Hospital . 7278 Syracuse
SSlE%NE'ES%lE 8. (First) b. (Middle) c. (Last) 4, DATE (Monthy (Day) (Year)
{Typeor Print}  ESTHER t GREENBERG DEATH May 17 1950
5. SEX / 6. COLOR OR RACE { 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (In years| ¥ thoER 1 mn I UNDEN 3 WXS.
. WIDOWI’;D. DIVORCED (Spesity) last birthday) Mon\hn, Hours | Min.
_Female |White Widowed =2 Unknawn~ 47 |
10a. USUAL OCCUPATION (Givekindof work | 10b, KIND QF BUSINESS OR IN- | 11. BIRTHPLACE (Btate o forelan eouotry) 12. CITIZER QF WHAT
done during mowt of w e, #van if retired) DUSTRY COUNTRY?
Housewl fe At Home Poland ¢f-
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Unk Greenberg . Unknown | Abraham Greenberg
15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMARNT S SIGNATURE OR NAME ADDRESS
(Y-.N,wuknon: | [ 1} m,.ﬁ,nru dates of service} NO. N
© 0 None Sam Greenberg 1900 K John St.
18, CAUSE OF DEATH - MEDICAL CERTIFICATION Aceilnt INTERVAL BETWEEN

D ' A ONSET AND DEATH

' Enter only cneceuwseper | 1. DISEASE OR CONDITION ~ ~ -

line for (a), (b, and {c) DIRECTLY LEADING TO DEATH®(5) : 's M
ANTECEDENT CAUSES

*This doer not mean . _—_— -

the mode of dying, ruch | AMorbid condiiona, if any, gicing DUE TO {b) MM&W by gaaiq
e heart falbure, asthenia, | rise to the above cquse (a) sating - R ER— . .o

de. It means the dia- | the underlying cause last.

case, fnjury, or complica- DUE TO ()
tion twhich caused death. | 11, OTHER SIGNIFICANT CONDITIONS - * oy

" Conditions contributing to the death but not
related to the disesse or condition cansing dedh W M‘&/&o

19a. DATE OF OP_F%AN- 1 15b. MAJOR FINDINGS OF OPERATION . a ' 20, AUTOPSY?
, ves (] wo [}

21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (a.x..inorsbont | 21c, (CITY, TOWN, OR TOWNSHIP) (COUNTY) ;r(STA

SUICIDE homa, lart, lactory, serest, offics hidg..et0.) L Fi ]

HOMICIDE
21d. TIME (Month) (Day) (Year) (Hour) 2te. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

OF ] WHILEAT [ NOT WHILE .

INJURY m. | woRK AT WORK

2. I hereby certify -that I atiended the deceased from J T/ 1980 , lo JS~/7 . 1.9_..E0, that I last saw the deceased
alive on I 7, 195 and thal death occurred at _{_kﬂm., from the causes and on the date stated above.

WRITE PLAINLY—USING UNFADING BLACK INE—MARE A PERMANENT RECORD

i 23a. SIGNA RE . -~ th?war titie) | 23b. ADDRESS 23c. DATE SIGNED
MW g 5 %0 WM/(W\ - S~ f -0
BURJAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, town, or county) . (State)
TION REMOVAL (Bpeditr) - . T ’
Rurial O 15/18/1950 IChevra Kedisha Cem, St. Louis Co. Mo

erger Memorial 4715 McPherson Ave.
(Licensed Embalmet's Statement on Reverse Side)

DAWD BY LOCAL R.EG RAR'S SIGN. E 25, FUNERAL DIRECTOR'S SIGNATURE ‘A‘DDIE‘S‘S
W18 | Y T s B Bore ;

et




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, S—

Student Embdalmer lo.‘

wotrking under my personal supervision.

Student ,..ivenananan besamsrsmsuavay veneans
Student Embalmer

Licensed Embalm

P. O. Address

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER 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 above.




