THE DIVISION OF HEALTH OF MISSOURI

.S, No.3%00 . B o .
e I ALED MAR 2 105t  STANDARD CERTIFICATE OF DEATH s i 6281
. -~ -
oW ®0.____ .. REG, DIST. NO. _gmmmv REG. ‘DIST. Rmu!rar;Na _____ 1 :'_?_7,8_
i. PLACE OF DEATH j 2. USUAL RESIDENCE (Whee decssssd lived. I institution: residence before
a. COUNTY . . a. STATE, Mo - b. COUNTY sdiimion),
O b CITY (i outsids corpurate limita, write RURAL and give €. LENGTH OF c. CTY (1 cumide corpsstin fimits, wetts BURAL and give townehip)
! OR - townahip)| STAY OR ‘
ToW8  St,Louis DT o . St.Louls 0?/52
. FULL NAME OF (If ot in hospital or lastivaiion, give steeat nddrem of locuthon) £ JSTREET . (B mural, give loeatitn)
HOSPITAL OR ADDRESS
INSTITUTION St. Anthony Hosp 4564 Ray
3. g&h&ﬁ sg:% a. (First) b. (Middle} c. (Last) - 4 03}-5 (Month)  (Day) é“m
{ Twpe or Print) Theresa : Kacer DEATH
5. SEX - | 6. COLOR OR RACE | 7. \WD%RIEB ’.;.E\‘,'SR AESRRIED 8, DATE OF BIRTH rd 9.:\3!—: o reury| = wwan Teu | eoeR w s,
(Bud[:r) . ! Dars .
female white widowe 9-17-1871 VL) o) foun | b
10a. USUAL OCCUPATION (Givekind of work' | 10b, KIND OF BUSINESS "OR IN: | 15. BIRTHPLACE (State or foreigm aountry)’ 12, CITIZEN OF WHAT
of DUSTRY
doned; e ost of working life, sven if retired) . Czechoslovakia b CO_[le_P:‘rg\:?
“IS:._ FATHER'S MAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Joseph Svec . | Marlie Rataje | Albert Kacer Deceased
IS. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 7. INFORMAMNT'S 5|GNATURE OR NAME ADDRESS
(Yes. 50, ot anknown) | (I yes. xive war or dates ah servies) © NO. 3525 O
no : Anna Duchek regon ‘
18, CAUSE OF DEATH ‘EASE o on MEDICAL CERTIFICATION '(",ffusﬁg\!:lﬁ gEgEVfTiN
. Enter only onecausoper | |, DIS OR CONDIT %
Yine for (), (b), and (o) | DIRECTLY LEADING TO DEATH*(g) ﬁ’

“This docs met mean | ANTECEDENT CAUSES

the.mode of dying, such | Morbid conditions, if any, giring DUE TO (b}
o8 beart faflure, asthenia, | ride (o the above cause (o) Rating_

- ete. "It mecnr the dis- the underlping cause last. -
ease, injury, or complica- 'DUE TO (c)
tion which caveed death, | 11. OTHER SIGNIFICANT CONDITIONS

Conditions eontribding to the death but not
related to the diseare or condilion causing death.

19a. DATE OF OP-F%‘N 19b, ERATION . "~ . . ' " ., - 3 ) : 2. AUTOPSY? .
Cac ¥ : ves (] wo B

2la. ACCIDENT {Eipacity) 21b, PLACEOF INJURY (s.x..In or about Zly(CITY. TOWN, OR TOWN.§‘|_!P} - iy {COUNTY) - (STATE)
SUICIDE beme, farm, fagtory, strest, ofice blda..ste) oo . ) :
HOMICIDE }' ¥

21d. TIME {(Month) _ (Day) (Year) (Houn

Zla INJURY OCCURRED | 211, HOW DID INJURY OCCUR? 7

oF . .
iy 97w~— "o [ "R et — .
2. T hereby eegiify ended the deceased from Lﬂ-ﬁ to _ Yk A, 1957 that I last saws'the deceascd
:. alive on s 19ﬂ, ag{l ihat rred at ., from the causes and-on the dale stated above.
a. SIGNATURE . nr titls) | 23b. AD 3¢, DATE SIGNED
N e, ) |3 ¢ Mo e |3

,-/é.,-n
Zh BURIAL, CREMA- | 24b. DA 24e. NAME OF CEMETERY OR CREMATORY,

] 24d. LOCATION (Olty. town, ar county) (Btats)
Oﬁ’urfvaﬁ"""” 2-17-51 Calvary Cem Edwardsville Ill

DA qY i&;ﬂ} REGISTRARSSIG 25, FUNMERAL DIRECTOR'S SIGNATURE - . nuon;;s
Ti?fb _47¢ ﬁ""ﬁt‘ Moydell Funeral Home 1926 Allen

Lo " (Licensed Embatmer's S on Reverse Side)

-

WRITE PLAINLY—USING UNFADING BLACK INKE—MAEKE A PERMANENT RECORD

-'-ﬁ




7/
/

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverze side of this certificate was embalmed by me, or by....M..

____________ : Studant Embalmer No.

working under my personal supervision,

StUdENT ssuuunsnaennssomsetunvtmansrnssnnns
Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should.be so stated above. L. ' . ;




