o . 300 & R WV AREER R R R TRETE R TR TV RN TR
e | MEREROV <L 155) STANDARD CERTIFICATE OF DEATH it £ e, SISOV
BIRTH KO. 4 - /3 SL REG. DIST. NO. -3 / é PRIMARY REG. DIST. M.LL.O o Registrar's No. _ié.._....._." f—,
1. PLACE OF D OF DEATH 2. USUAL RESIDENCE (Where decesed llved. If institution: residence before
+ f) a. COUNTY S.t Francois a. STATE MiSSouri R b.. COUTJ% '{,’ 2y i}é-'o 9 ‘:jmhlon!.
, b CITY te limits, write RURAL and give c. LENGTH OF ¢. CITY (1f cutxide corporata limits, write BURAL anJ give township)
detod ) s OR L
aQ/ ﬁf.! AR Q*Sﬂ. Francols gﬁ A £ e s ToWN TUnknown]BAan; o+, %
d. FULL NAME OF (If not in hospital or instiustlon. give streot addross or loeation) d. STREET . (I ruml, gve location)
HOSPITAL OR ADDRESS
g INSTITUTION  State Hospital No. 4 Che Unkn""m o W-- A g
3. NAME OF a. (Fitst) b, (Middfe) ¢, (Last) : (Mom) (D
DECEASED . . ay) }
& | rveor iy NATHAN . BERG r OCT. 1081
é 5. SEX 6. COLOR OR RACE | 7. M;\D%%LER gqugcgsnman 8. DATE OF BIRTH 9, AGEbgf yoan| ¥ m':l 1 YR | v & ma
{Bpgcify) NP D on Daye | H Min
§ Male & White Never Married /) Abt JiTEhT 11,1902‘ 'Z§ el l 173 °'"'[
'IOa usu.u. OCCUPATION (Glekind of work | 10b. KIND OF BUSINESS OR [N. | 11. BIRTHPLACE (8tate or forslgn costtry? 12, CITIZEN OF WHAT -
e Ill , even if retired) DUSTRY - .
3 ConiionaLasar ™ ™ Russia R
< Llaa. FATHER' S NAME 13b. MOTHER'S MAIDEN NAME " 14, NAME OF HUSBAND OR WIFE
Abreham Berg.otm Unknown ) '
ﬁ 15, WAS DECEASE:) E\(IER IN U.5.ARMED FORCES? | 16. SOCIAL szcungg 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
or gnknow,; o ] dates of } .
g || TR | Wrmstremacer dwsestiecton | \one S. Fischmann-3160 Easton-Ave.,
=[=| 18. CAUSE OF DEATH MEDICAL CERTIFICATION & State Hospt. No.j YA SeTwER
E 1. DISEASE OR CONDITION .
Z | iinetor or (o eaa ves | DIRECTLY LEADING TO DEATH®,y _Cerebral hemorrhage =- - - - - - - - - Abt.8 Hrs.
e *Thir does not mean | ANTECEDENT CAUSES
© || the moe o aying, such | Aoria conditions, if any. gotng DUE TO (b)
j ar heart fallure, asthenia, | rite to the above caure (o) stating
o dc. It means the diz. the underlying canae last.
) ease, infury, or complica- DUE TO {¢)
tiom which caused death. | 1. OTHER SIGNIFICANT CONDITIONS : PsyechoBiS — - - - - JAt least
E : ioma eomtributing to the death bu not Dementia Praecox Ve he voa
- related to the direase oy condition causing death. yT5e.
= Il 19a. DATE OF OP_FI%UH 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
g 33 x ves (] 1o [X
o |l 21a. ACCIDENT <Bpucily} 21b. PLACE OF INJURY (s.g..lnorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, farm, fastory, sureet, ofics bldg., eto.) :
& HOMICIDE
g 21d. TIME (Montk} (Day) (Year) (Hown | 2le. INJURY OCCURRED | 2. HOW DID INJURY OCCUR?
" N WHILEAT NOT WHILE,
J‘ INJURY = | woRrK AT WORK
E 22. I hereby certify that I attended the deceased from _OC¢be 24, 19 51 45 Octe 24y 15 51 110t 1 last saw the decensed
= alive op _Oct. 24, , 18 51 and that death occurred at _Mm., Sfrom the causes and on the date staled above,
é 232, SIGHA eRTER pT 23b. ADDRESS Z3c. DATE SIGNED
] ; ) @'\E@ate ‘Hospitel No.4,Farmington,Mo.10-24-51
E 2a. BUR L CREMA— 24t-DATE 24, NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Olty, tawn, ot county) (State)
() "
§ TafD 10/25/51 _ |Chevrah Kadisha Gem. St. Jonis County

@F&co BY LOCAL | REGISTRAR'S SIGNAT! F. 24
REG. f i% ‘é 0o ,%
“Qw ] O ﬁ T/ WJ/U ] 17
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STATEMENT BY LICENSED EMBALMER

i hereby certify that the body whose name is recorded on the reverse side of this certificate was embaimed by me, or by

working under my persona! supervision. Student Embalmer No..ua.. cesees T REEETEIEET
S:gnem%z@- / AL Tl 08 [SREO—

S1QN O rgp s asrassasainsTolnnnennnaneenns X . &
¢ StGBMEI_nbalrncr..;::’ . . . Licensed Embalm.er Nn» 3 7 [
£, P. O. Addres < e ¢ Lol 12 v

- Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND TING. (Failurefo comply +
the above constitutes grounds for revocation of license.}

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




