THE DIVISION OF HEALTH OF MISSOURI ) e
14090

"‘:::° FILED APR 27 1981 STANDARD IFICATE OF DEATH | 8810 File Novooomsri s
BIRT.H NO. gzs. DIST. NO. gig PRIMARY REG., DIST. ]__j. Rms.flmr:No.....3...‘...5.1....g:....._-.

O I. PLACE OF DEATH ’ 2. USUAL RESIDENCE (Whers decessed lived. If lastitution: residence befors
a. COUNTY a. STATE b. COUNTY adinimion).
Missouri
b. CITY (I otide sorpurate Umits, writs RURAL aad give ¢. LENGTH OF ¢. CITY (U outskie corporate limits, write RURAL and d.. w...u,,
R c townahip) | STAY (In thia place) OR
town St, Louis, Missourl TOWR St.Louis
d. FULL NAME OF (If ot in bospital or institation, give sirect sddress or loestion) REET " (If ram!. give lucation) Pl
HOSPITAL OR o 7 -
insnmurion St. Louis City Hospital #1 4138 Marvl.and
a. EE%ME OIB 8. (First) b. (Mlddle) " & (Last) 4. Dg'!_-E (Month)  (Day)  (Year)
{ Type or Print) MARY GARQIAN DEATH  APR. 12 1951 .
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, ) 8, DATE OF BIRTH " 9.&61-: [ yean| ¥ siock 1 YEAR | 7 UeOEn u kms
I RCED {Bpacity) |. : birthday! o Dwury | Houra | Min
Fomale ' | White W ower  =p~|.July 4,1870 80 ' i
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND "OF BUSINESS OR IN- | 11. BIRTHPLACE (State or forsles sountry) 12, CITIZEN OF WHAT
momt of working e, even H recired) - DUSTRY ? COUNTRY?
ousewife - Armenia
13a. FATHER™S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Sapkis Naholan | _£lizabe HJMQH_;_S_M%QM* an
i5. WAS DECEASED EVER iN U_S. ARMED FORCES? | 16. SOCIAL SECURITY | 12. INFORMANT' S SIGNATURE OR NAME ADDRESS
‘Y-.IFI"WM | (If yes. wive war or dates of servios) NO.
- Hone Georpe Garmoian,4473a Grace Ave,
18. CAUSE OF DEATH ' . MEDICAL CERTIFICATION . Imm%n
| Enter anty onsceuseper | 1. DISEASE OR CONDITION
1ias e (29, (B, 20d (@ omzcn.vmumeromm-mé&- e 2L W g ’M F Aigs.
- = FUNVY S VIS /4 7

“This does not mean ANTECEDENT CAUSES

the mode of dying, such | Aforbid conditions, if ang, giving DUE TO (B)
s bear! failure, asthenia, 7‘“ 1o the above cause fﬂ ) stating

ele. Jt means Lhe dis- underlying couse lodt
eare, injury, or compli DUE TO (c)
tion which cauged death. | 11. OTHER SIGNIFICANT CONDITIONS ,
" Conditions contributing to the death but WW Aectate RN Y P
related o the disease or condition caust Aean?”
19a. DATE OF.OPERA- | 19b. MAJOR FINDINGS OF QPERATION 20, AUTOPSYT
TICN
ves () wo [l
21a. ACCIDENT (Bpedity) 2}b. PLACEOF INJURY (e.g..lnorabous | 21c. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, fastory, sireet, offies hidy., e30.}
HOMICIDE ' ,
21d. TIME (Month) (Day) (Year) (Hour) 1. INJURY OCCURRED | 2. HOW DID INJURY OCCUR? ’ [
oF mm.nr NOT WHILE =
INJURY .= AT WORK .

2. 1 hereby mwy that T attended the deceased from _L=8=81 19, to_ £=12=51, 19, that T last saw the deccased
, 18, and that death occurred ai _:L.J.O_Fh from the cquses and on tho date siated above.

WRITE PLAINLY—TUSING UNFADING BLACK INE—MAKE A PERMANENT RECORD

2. SIGNA 0 (quu‘gt:tln) 23b, ADDRESS - . DATE SIGNED
, ﬁ . Vol T 177 -A 1515 Lafayette Avenue 4=12-51
2Ua. BUR‘“A.LC ) 24b." DATE 24c. NAh.!E OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, town, or county) (Btlh)
ﬁ'n'rﬂn'l I Awl6=51 Vailhalla Cemete‘r‘y’ S']:-erjq M3 qa onpi

DATE REC'D BY LOCAL ISTRAR'S Sl .TURE 5. FUNERAL DIRECTOR' $ IIGIATUII ADDRESS
APR 151881 | /r j:”"‘ a’ - Alvert H,Hoppe 4700 Washington

censed Embalmer’s Stateint on Reverse Side)




. . STATEMENT BY LICENSED EMBALMER

~

I hereby certiiy that the body whose name is recorded on the reverse side of this certificate was embalmed by me, 0 by ocreniccene

................................................................................. \ Student Embalmer No. P .
working under my personal supervision.
SEUDENT svuivecnacsannrnnsn R 12111 SO USSR
Student Embalmer .. A
) Licenzed Embalmer Nu.. e vaserierns
P. 0. Address ettt eearsssanes aren,

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.) :

I this_bo'dy is not embdlmed, fact should be so stated above.

a




