No. 300 FD AUG 111954 THE DIVISION OF HEALTH OF MISSOURI .
' FiL STANDARD CERTIFICATE OF DEATH :\ vo.... 20687

w.aes | <SIANUARY WLERITFRAATE A7 WEATTTE  Q1ateFile Novocenssiee ey .
- - (5]
' BIRTH No_ﬁ.-?é 7’J 4/ REG. DIST. NO. QZ- 2 2 PRIMARY REG. DIST. '40.ﬂ%gi;"ﬂr’;h’o“m_ﬁéﬁ_“
O 1. PLACE OF DEATH 2. USUAL RESIDENCE (Wherc decoasad livaed, If institulion: residence before
L) a. STATE b. COUNTY sdinission).
Mo {1,
b. CITY ¢, LENGTH OF ¢, CITY (It ouwide sorporate lim!ts, write RURAL asd ive townshig)
} 0 STAY (ignbia place} OR D
TOWN s rown St Louls > i

d. FULL NAME OF (If nop in hoapital or institation. give streo) ageress or location) d. STREET p (Il rural, glve location)
HOSPITAL OR ADDRESS 22008 Sullivan ave
3. NAME OF 8. (First) b. (Middle} c. (Last) . 4. DATE Month
DECEASED - CoF 9’ “éb g) 7 (Yean
(Type or Prit) Infant Studnicki OEATH -25-54
5. SEX 6. COLOR OR RACE | 7. MARRIED. NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In yexrs] IF UNDER 1 YEAR | f LNDER 14 HRS.
M WIDOWED, gVORCED {Bpecify) 7 _24“54 last birthday) Mom-'h-, Days Lnaun l Min,
10:. UE:AL OCCUPATION (Givekindof work { 10b. KIND OF BUSINESSD%;HIY- 11. BIRTHPLACE (3:ate or torslgn country) O] 12_ CITIZEN OF WHAT
one dyring ot e if cptired) KA KA : COUNTRY,
Ao & | St Louis Mo A
138, FATHER'S NAME 13b. MOTHER'S MAIDEM NAME [4., NAME OF M*uismn OR WIFE
KL FRRE
Fredrick A. Studnicki| Darlene LaChance : rerer o EZ
i5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY [ 17. INFORMANT' 'S S|GNATURE OR NAME ADDRESS

{Yes, no. ot pnkoown} | (If yea, give war or dates of sorvice)

/s Fredrick Studnickk 2200a Sullivan

18. CAUSE OF DEATH AL CERTIFICATION lg‘rgg]\_mL BETWEEN
. Enter only onacaise per 1. DISEASE OR CONDITION . . i N AMD DEATH
line for {a), (b), snd (c) DIRECTLY LEADING TO DEATH'(a) 3 A E G -

*Thiz does not mean ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, giving DUE TO (8)
.08 Beart failure, asthenia, rite ta the abore cause (o} stating . . L A . o ]
et It means the dis- | the underlying cause last. RS T R . DLot. ooz
case, injury, or complica- . DUE TO (¢} . .

tion tohich coused death, | 15 OTHER SIGNIFICANT CONDITIONS- - --=". . ¢ . % Fn.-n

Conditions contributing to the death but not
related to the diseare or condition cauzing death.

.1%a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF ‘OPERATION- v T S S 2. AUTOPSY?
TION
_ 1. , 720 ves N o L]
21a. ACCIDENT (Bpecify) 210, PLACE OF INJURY (a.z..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
UICIDE home, farm, factory. atrest, affice bldg., ele.) L v u P, L
HOMICIDE . )
2id, TIME (Month} (Day) {(Year) (Houn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILEAT NOT WHILE _
INJURY = | WoRK AT WORK _ / . . C -
] 2. I hereby cerlify that I altended {he deceased from ), ,l W 19-r (’6 to 7/ L ) I.‘)i,(,_!, that I last saw the deceased
alive on 7 1) , and that death accurred at __ /. m., from the cayuses and on the defe staled above,
2. SGNATURE = | éfﬁ; - 1 - . {(Dpgreaortitle) éanéa_ ’ 23c. QATE SIGNED
Ml L AD RIS M, N %%
24a. {AL, CREMA- | 24b, DATE 24z. NAME OF CEMETERY OR CREMATORY ZAU.[/.OCATION (City, town, or county) . (Statg) *
MOVAL ¢ ¥} . 1. . 7
7-26-54 Calvary Cemetery St Louis. Mo.

WRITE PLAINLY—USING TINFADING BLACK INE—MARKE A PERMANENT RECORD

’ DA FC'D BY AOCAL | REGIFTRAR'SASIGNITYRE 25 FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS
>4 Jcentral Funeral Home 1841 Cass av

tvensed Ernbal ] ment on Reverse Side)




Ap&,%{;ﬁi‘@“‘ f"f? ’
A ¥ ]
7 AM,

- \/ STATEMENT BY LICENSED EMBALMER

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

,,,,,,,,,,,,,,,,,, . Student Emabaimer No.

working urnder my persona! supervision.

. Student ceeeeriiaresrnveanres tearerasesacen Signed
Student Embalmer .

a Licensed Embalmer No ]

P. O. Address_

Note: * The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wi
the above constitutes grounds for revocation of license.)

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

e




