.S, No.30O

gv. 10.48

v

FILED JUN 23 1350

THE DIVISION OF HEALTH OF MISSOURI

STANDARD SERYFICATE OF DEATH 00 3 i " ed350

RS2 T

' BiBTH w0, REG. ©IST. NO, ___________ PRIMARY REG. OIST. MO, ____ Regisirar's No
1. PLACE OF DEATH 2. USUAL. RESIDENI:E (Where decoased lived. 1f insthution: residence befors
a. COUNTY a. STATE o b. COUNTY sduimiont.
. n- o
. CITY (M cuteids corpurste Umita, write RURAL spd xive g:rALYENGTH DEF ¢ CITY {If outalde umm Umits, write RURAL nad cive towmbip}
township) {in this place)
TOWN St. Louis YRS, TowN . ST, LOUIS Rob G
d. FULL NAME OF (If not in hoapital or Inaticntion, fve strect addrom or location) . STREET {H rural, give location)
HOSPITAL OR 'ADDRESS &
INSTITUTION J !I £| !I SH 5WMUT
3. NAME OF 8. (First) . b. (Middle . (Last) -
DECEASED ( ) 4, Dg!!.'E (Month}  (Day) (Year)
{ Twpe or Print) ETHEL. BANK _AEATH
5, SEX / 6. COLOR OR RACE ) 7. #FD%R&'}EDD gﬁggchégRRlED. 8. DATE OF BIRTH 9.|:GE {lo yesrs| ¥ m:;.n 1 VAR | & UNDER u Hxs.
. (Bpecify) t birthday) | Mon Days | Hours | Min.
_female’| white | married ;| May (8, 1905 , I
102, USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR ‘IN- | 11. BIRTHPLACE (State or forelgn oguatry) 12, CITIZEN OF WHAT
dons during most of workiox Life, sven if retired) DUSTRY N COUNTRY?
HovsewiFe PoL AN U.s. A,
13a. FATHER'S NAME ‘[13b. MOTHERS MAIDEN NAME * 7 |14. NAME OF HUSBAND OR WIFE
KaLnan BUeHwALH |HANNA  RoTH Bank
I5. WAS DECEASED EVER IN 1.5 ARMED FORCES? | I6. JAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
(Yes, oo, opunknown} | (If yes, give or daies of service}
Weo Ne. ONE bovis BANK  [$4Y SHAWNUT
18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
i ONSET AND DEATH
_Enter only onecauseper | |. DISEASE OR CONDITION
linc for (a), {b), and (o) | DIRECTLY LEADING TO DEATH®(5) /'[‘Ldau/ Mﬂ-« <
*This does not mean | ANTECEDENT CAUSES / / { /__/,9 : é /5
the mode of dying, such | Mortid conditions, if any, giring DUE TO (1) _/* 7 e,
a8 heart fafiure, osthenia, | Tise to the above couse (o) siating .
e, It means the dis- the undetlying coure a8, .o ... + v _ s / é z 2 .z
ease, injury, or complica- DUE 1O (“)
tions Yohich coused death, | 1. OTHER SIGNIFICANT CONDITIONS |
Conditions contributing to the death but -wt
related Lo the divease or condition cauring death.
1%a. DATE OF CPERA- | 19b. MAJOR FINDINGS OF OPERATION - L at, 2. AUTOPSY?
e Fion |- : b . . :
ves (1 wo B3
‘21a. ACCIDENT T (Bpedty) 21b. PLACEOF INJURY tex..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COIJNTY) (STATE)
SUICIDE home, farm, {aatory. sireet, office bldg..e10.)
HOMICIDE
21d. TIME {Moath) (Day) (Year} (Hour) 2le, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
F WHILE AT NOT WHILE
INJURY WORK - AT WORK}

2. I hereby certify ghat I altended the deceased from 4%
" alive én _.G.,AZ_ 19 50, and that death occurred at L_ﬁx

19 YL, 10 _,,M.L__. 195_"2 that 1 last sow the dectased

., Jrom the causes and on the date stated above.

T s 0 BT

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD ~—

BURI CREMA- | 24b. DATE

Tlo%nsﬁgiw) 6 /Lﬁ /50

24c, NAME OF CEMETERY OR CREMA]’OR_Y

_ Hevre Kedisha

#3b, ADDRESS | ATE 51

2922 . A/M A /P /
24d. LOCATION (d'ty. &own.oreounty) _ _(Star.a?

University City Mo

DATE REC'D BY LOCAL

15 | e A

Gt aAlan]

25. FUMERAL DIRECTOR'S SIGMATURE ADOREAS

BERGER L[EMORIAL 4715 MCPHERSON

dcensed Embalmer’s Statement on 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, ot by oo

........................................................................ - etvereraramneseennany Student Eabalimer Mo.

. .. LY
working urder my persona! supervision.>=5eg
. N
' = W
SLUBEAT vevacesedancsscossnnonnnssorancnnos Slgned. .........

Student Embalmer
y ’ Licensed Embalmer No I/E’ 2’7

P. O. Address

Note: The above 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 embafimed, fact should be so stated above. CT




