<

FILED JUN 3 1950

STANDARD CERTIFICATE OF DEATH.~

THE DIVISION OF HEALTH OF MISSOUR!

18959

State File Nol il

. ~ - ?
REG. DIST. no."___s_lzmumv REG. DIST, no..ézlé_ mgmmmn....‘(egg..é ........

'BIRTH NO.
. PLACE OF DEATH 5/ ' M 2._ USL!AF. RESIDENCE (Whare decossed lived. If institation; residence befors
a. COUNTY /ﬂ/&is 4 a. STATE MiSBOUI‘i b. COUNTY - 2 ;"1"‘:‘“'”-
K3

b. CITY [4¢] oul?torpuﬂ‘u limits, write RURAL and give gT LENGTH EF c. CITY (if oateide corpotate limits, write RURAL ac.l give m-n.hing,"_"'l Al 7
(in vbis ploee,
TOWN &J /[}'ﬁﬁf//ﬁwﬂd)ﬁ,é P10 91850 TowN .. 5t, Louis ‘
FRESLPPTJ_\A\]H:EOGF {If oot in béipital or iustitation, give qtreat address os location) d.ASJgFEEESfS (n'r;unl. Eive loeatlon) 4
wstitoron  JEWISH SANATORILIM [, " 14214 Montclair Ave.
3. NAME OF 8. (First) b. (Mliddie} ¢. (Last) 4. DATE (Month) (Dey) (Year)
DECEASED g . OF
Tvpewr Py @I Geoffslecrs | o S M 3P
5. SEX 6. COLOR OR RACE | 7. MIAR%EB_ EF\YEECPE‘SRR'ED' 8. DATE OF BIRTH i Q.issk&zem o :Dy'm * UNDER 21 nas,
. { wify) . v 11 Ol (%4 Hours Min.
Male () | .White Merried /™ | Unknown "t ADE S l
10a, USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINES‘ OR IN- { 11. BIRTHPLACE (Btats ot forclgn country} . 12. CITIZEN OF WHAT
done during most of working life, even if revired) DUSTRY 1 A r, N COUNTRY?
Ret Musician. Russia U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Isaac Goffstein | Fannie Guretsky Millie Goffstein
i5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S S| GNATURE OR NAME ADDRESS
{Yen,no,or unknown} | (1f yem, pive war or dates of sarvios) ) NO. = . - .
Unknown : - " Mrs,#8. Goffstein-142la Montclair

. Enter only onecauss per

‘eté. "I means theé dis-

18, CAUSE OF DEATH
line for (8), (b), and (c}

*This does nol mean
the mode of dying, such
o8 keart fallure, asthenia,

case, infury, or complica-

MEDICAL CERTIFICATION

I. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH" (4

INTERVAL BETWEEN
ONSET AND DEATH

%ajgm Ji’z'ffé 4

ANTECEDENT CAUSES

Aforbid conditfons, if any, giving DUE TO.(b)

rite to the above cause [a) m:tma
the underiying cause .

DUE TO ()

&/ﬁ'wﬂmﬂd/ ol s - yesss

WO

tion which coused death.

11. OTHER SIGNIFICANT, CONDITIONS ~ =,

Conditions contributing to the death but not

relnted to the disease or condition causing death.

199 DATE OF OPERA- | 195, MAJOR FINDINGS OF OPERATION PP YTYY/ 20.-AUTOPSY?
‘ %}2 (94 aed Jp3. /947 et dimonit (Ié/ ﬁaﬁg@/ﬂf Mdﬂazfﬂdo ves [ o P40
21a. ACCIDENT “{tipecitn” "21b. PLACEOF INJURY te.x..inorabout | 2lc. (CITY. TOWN, OR' TOWNSHIP) (COUNTY) (STATE)
SUICIDE boroe, farm, [actory. strest. office bldg .. e1c.) - s I :
HOMICIDE T .o :
20:TIME Mend) Dan (Year fnm, | 21e. INJURY OCCURRED { 21f. HOW DID INJURY OCCUR?
B U &~ m - /

22. I hereby certy thaf./l attended the decéased Jrom J%&L 19 #f lo /7 /Q’;’ // 19.(22 that I last saw the deceased
" "alive on 19_2 and that death odcurred at __Lﬁfm Jrom fhie causes and on the date stated above.

La. SIGNATURE

WRITE PLA!NLY%USING TINFADING BLACK INK—MAKE A PERMANENT RECORD

BUR[AL

REMgVAi Bpfﬁl

L.

b. DATE

5/1;/50

(Degree uﬂc}

24:. NAME OF CEMETERY OR CREIﬂA‘T R

Chesed Shel Emeth Ce

23b ADDRES .

‘.

Jewich Sanatorimm |
Tan Rnod_ BObEI‘tSOBn M
24d. LOCATION (Olty. town, or county)

. St Louisi1 Mo. "

J 2. DATE SIGNED

0052,

(State)

T

‘ADDRESS

”//DL&_.




|

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_ b)_.._-...

-

»

..

............................................. , Student Emba I-o? Wo. S
working under my persona! supervisioﬁ. Z’QJ&N
+* .
. - : =
SLUJENt ceveiereennasaacacntonnsesninnasans Signed.....ot e LT A
Student Embalmer A ,‘Q.‘
’ Ligensed Embalmer No.....oq. )7

Ry
' %\ . 0. Address>
\‘.\ N

Note: The above MUST BE SIGNED BY THE LICENSED ENIBALMER in* his "OWN- HANDWR.ITING (Failure to. comply with

the above constitutes grounds for revocation of license.)- N
If this body is not embalmed, fact should be so stated above.




