. Mo. 300
. 10.48

WRITE PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT\{!ECDRD

THE DIVISION OF HEALTH OF MISSOURI

ALED AUG 15 1950 STANDARD CERTIFICATE OF DEATH

Stote File Noz.g)?.sa_-

Jacob Levitt

Marian Nemer

i a1avh no. 0 #2 REG. 015T. Mo, _ S R PRIMARY REG. DIST. Wo. 300 b Registrar's Novmidd S
l| PLACE OF DEATH 2. USUAL RESIDENCE (Whers deosased lived. If lustitution: residencs before
7 8. COUNTY . . STATE .. N b, damision}.
: Boone ‘ ® Hissouri SN Boone R

b. CITY ' (If outeide corpurnte limita, =rite BURAL and give c. LENGTH OF c. CITY (If ouwide sorporate limits, write RURAL and give wowtahip)
townehip) ST:\Y (In this place OR
TowN , .. Golumbia ™ Lifetime | T™"N_ onlumhia LH LAY
d. FULL NAME OF (1f coe in bospital or institution, cive atreot address or location) d. STREET (It rural, give location) g
HOSPITAL OR ADDRESS . : a
INSTITUTION  Noyes Hospital 5 West Drive
3, 5‘5%“&25%% n. (First) b. (Middle) c. (Last) 1. DSE_-E (Month) (Day) (Year)
( Type ar Print) SYLVAN LEVITT DEATH August 6, 1950
B, SEX o 6. COLOR OR RACE | 7. MADI'\“)FE.!,E% glz‘yggcrélsnmm 8. DATE OF BIRTH 9.:'65;:’:;)-“ o e ¢ YOR | # Ghoox u mes
. {8pacity) : i o Howrs | Min,
Male | White Oct. 18, 19L7 2 9 |18 l
10a. USUAL OCCUPATION (Qivekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTH .(Btata or forelgn oountry} 12, CITIZEN OF WHAT
dona during most of working Life, svan if retired) DUSTRY . 0 UNTRY?
e Columbia, Mo, e
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSHAND OR WIFE

(Yeu, 80, or unkoown)

I5. WAS DECEASED EVER (N U.S. ARMED FORCES?
(I{ you. rive war or dates of servics)

16. SOCIAL SECURITY
NO.

1. INFORMANT'5 SIGNATURE OR NAME
Jacob Levitt, Columbia, Mo,

ADDRESS

18, CAUSE OF DEATH
. Enter only onecauss per
1k for {a), {(b), and (c)

*Thit doer not mean
the mode of dying, ruch
o8 heart fallure, esthentia,
de. It means the dis-

MEDICAL CERTIFICATION

I. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® (5

ANTECEDENT CAUSES

Morbid conditions, if any, giring DUE TO ()
rise to the above caude (a) elating
the underlying cause last.

DUE TO (o)

s

- >
-

NTERVAL BETWEEN
ONSET AND DEATH
a &F 2

ease, fnfury, or complil
tion which caused death.

11. OTHER SIGNIFICANT CONDITIONS'

Cunditions contributing to the death but not
related o the dizease or condition cousing death.

Vad

certii '
alive on [A

, 1856 | and that deat

19a. DATE OF OPERA. | 19b. MAJQR FINDINGS OF OPERATION 2, AUTOPSYT
TICN
YES B wo []
21a. ACCIDENT (Bpecify) ‘210 PLACEOF INJURY (s, iporsbout | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE bome, farm, fastory, strest, sfos bidy.. w16, -
HOMICIDE .
21d. TIME (Month} (Day}  (Year) (Hour) 2la, INJURY OCCURRED ] 2¥, HOW DID INJURY OCCUR?
WHILEAT[—] NOT WHILE
INJURY = | woRk AT WORK
2. I hereby 'y that I atlended the deceased from %-_'-t__, 19_&_, o %_i, 19&, that I last saw ihe deceased
h occurréd al _?ic—l m., from the ¢cuses and on the dale stated above.

2. SIGNATURE'

(Degron or title}

Bb ADDRESS 2. DATE SIGNED

fbs@s—ﬂw/mb

DQW

Coleradin,

Qa2 1950

24a.
TIO

BURIAL. CREMA-
REMiOV (Bnﬁlr)

24b. DATED) )

\ug, 8, 1950

24c. NAME OF CEMETERY OR CREMATORY
Columbia Cemetery

24d. LOCATION (Oity, town, or county)

Columbia, Ko,

(Btate)

DATE REC'D BY LOCAL
REG

Quad Jispl

REGISTRAR'S SIGNATURE

a' 25, _FUMERAL DIRECTOR' S SIGNATURE
- (/

ADDRESS




RECEIVEDs.,
OISTRICT HEALTH OFFICE o, 3

District File Number
-—m-...___

Date Filed..____ 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, of by oo
-'_ ........ .. --------- ) Student EMBalmer Nouuuvevssaneerassmoceencars
working under my personal supervision.

Signed. __...-_/ 8744 2/%4’
b‘gncd ................................ .

Student Embalmqr ' . Licensed Embalmer No dfﬂ; 7

WY

P. O. Address

ad

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




