THE DIVISION OF HEALTH OF MISSOURI .

No.300 || "
e INLED FEB 24 1953 STANDARD CERTIFICATE OF DEATH Stte File Non SRS LN......
- SIATH NO. / 2 4‘ REEG. D)ST. NO, _M_ PRIMARY REG. DIST, IOML Kegisirar'a No, 7L5'-
q’g/ 1. PLACE OF DEATH . ] 2. USUAL RESIDENCE (Where decessed lived. If latitgtion: residenos befo.e
f { 0. COUNTY o, Francols o. STATE 1o, b COUNTYs . oy nﬁ'“éhfg\
b. CI};Y (If outoida corpurate timits, write RURAL and give g:rALYENGTH OF c. Cg}‘{ {1f outalde corporsts limita, write RURAL and tive township!
tTown Flat River tormebiod wakerell  town Flat River 5@«%)
d, FULL NAME OF (If not in heapktal or institution, rire street address or locadlon) d. STREET - (U rurnl, give location) -
HOSPITAL OR ADDRESS
INSTITUTION 1101 Jackson St 1107 Jeckson Sta
3 NAME OF a. (FIrst) b. (Middle) e.-(le) 4. DATE {Menth)  (Day)  (Year)
(Typeor Print) AN, Iarowitz CEATHPeh. 15, 1953
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (In years| W INOER 1 YEAR | & DWoeR 30 s,
\ e WIDOWED. DIVORCED (8pecity) last birthday) Monu- l i-:- Hours | Min.
female white married Dec. 14, 1886 66 |
10a. USUAL OCCUPATION (Give kindofwork | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (i, waa 5 12, CITIZEN OF WHAT |
daring o us ™ s DUSTRY y tate er Foreign Cowzt y)
Honae rFe "] own home Doshoricn Austria g
— ,
13a. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14. NAME OF NUSBA}{D OR WIFE |
lartha RBachinkia . | Frank Girhoke ilike Larowitz
5. WiAS DECEAGED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT 5 SIGMATURE OR NAME  ADDRESS
| (Yea, no,or anknown) | (I yes, cive war or dates of servios) NO. . . o . :
| no none I{ike Iarowitz Flat River, lio. |
| 18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

_|l Enter only onecauseper | 1. DISEASE OR CONDITION ONSET AND DEATH

line for (a}, (b), and (¢} DIRECTLY LEADING TO DEATH® 4y

*This doer not mean ANTECEDENT CALISES
the mode of dying, such | Adorsid eonditions, if ang, giring DUE TO (b}

tfailure, " rintotﬂcabwemmera):tatm F X
as heart failure, asthenda the undertying couse lost. - - 4k B L. R .-

“ N ete. It means the dia-
case, infurg, or compli DUE TO (¢) ST
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS, . - =~ . R -
Cundittons contributing to the death but ot ‘ RV /7
related to the disease or condition causing death. .
19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION N i e e e s . - | 2. AUTOPSY? |
) TION : : .
y ves ] xo K
21p. ACCIDENT (Bpecity) 21b. PLACEOF INJURY te.c..loorabout | 21c. (CITY, TOWN, OR TOWNSHIP) © (COUNTY) - . (STATE)
SUICIDI booe, farm, Iactory, stret, offios bldg., me.} . L. -
HOMICIDE ] . . : T :
21d. TIME (Menth} (Day) (Fear) (Houn . | 2le. INJURY OCCURRED | 2If. HOW DID INJURY OCCUR?
. WHILE AT NOT WHILE
INJURY WORK AT WORK . Lo Ce ¥

2. I hereby certify that I atlended the deceased from %L, IBQZ, lg@ﬂﬁ:_, 1953, that I last saw the decessed
alive " IQﬂ, and that death rred oS 3.4 m., from the causes and on the date sfaled abonc

Zia. SIGNATU , (Degres or title) | 23b. SIGNED
- K oA AL A e 2 E
%IONBHEHIO‘;.ALCREHA; " DATE V 24z, NAME OF CEMETERY OR CREMATORY 244, LOCATION {Oity, town, or eolmtn" .(Sulte)
hurisl /17/53 Tmmaculate Concention St. Francois Coe How

WRITE. PLAIB:'LY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

A e—

CATE REC'D BY LOCAL c RS {GNATU g ?‘.W 25- FURERAL DIRECTOR'S S1GNATURE ADDRESS
REG. L/
'%!4ésg.ﬁ? gzﬁi@) g. Z. Bover X Son Desloge, 1lo.
g (Licensed

"s Statement oo Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

Student Embaliner Ko.

working under my personal supervision.

R
Student..... esanssancences Ceetstansrsasanan Signed —C/‘/

Student Embalmer

Licensed Embalmer

P. O. Add %__.__

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

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

(Fn'luu to comply wid




