THE DIVISION OF HEALTH OF MISSOURI

32199

3. Mo.300 Lt : . R .
e | fiiuSEP-1g1gs;  STANDARD CERTIFICATE OF DEATH i rucno
BIATH NO. REG. DIST. MO Q18 rrimay rec. it #0100V Resictrars no 7665
1. PLACE OF DEATH 2. USUAL RESIDENGE (Whets decessed lived. 1 { d
o a. COUNTY ‘MO_.- o STATE Mo b. COUNTY gy
b. ccl)'a\' (If outeide sorporate limite, write RURAL and give csrALYENmGE: OF) c. ng' & Is Bestdence within Hzmtts of
ToR S townghip) place] TOWN St .Louis #:.' Wo =t
d. FULL NAME OF (If not in bospltal or L Son. give atreot addrom or loestion) «- STREET (11 rursl, give loeation) U
HOSPITAL OR ADDRESS ]
INSTITUTION. 000 op 170 . 7 5651 Wells i ‘ID
3. ':I:IAME o, j(?iﬂt) T b (MlﬁdJE) e (Last) 4 DSTE . (Month) (Day) (Year)
{ Twpe or Print) bS & DI Sﬂ)ﬁ TZ pEA™H Aug,17, 1954
5. SEX D 6, COLOR OR RACE | 7. MARRIED, gﬂga&sﬁzﬁ 8. DATE OF BIRTH 9, AGE s rencs] # ke | Dg ¥ oo »
ours | Min,
Hale White o May 26,1883 v2 i I
1Ca. USUAL OCCUPATION {Givekind of work* | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE 12, CITIZEN OF WHAT
moat o wi i DUSTRY (City ead State or Fereign Country) COUNTR
“erap metal | Metal USSR , b
413-. FATHER'S NAME 13b.. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR ¥IFE
~—== Shatz ———— Sarah -
1:{ WAS DECEASED E\(IHER IN dt'J‘ s, ARMdED r;‘pkczsr 16. SOCIAL SECURITY { 17. INFORMANT'S SI1GNATURE OR NAME ADDRESS
oar b, WAr or tan
RS = | | Unk. Mrs.Sarah Shatz 5651 Wells
18. CAUSE OF DEATH B MEDICAL CERTIFICATION j INTERVAL BETWEEN

I. DISEASE OR CONDITION

ONSET AND DEATH
DIRECTLY LEADING TO DEATH® (5) -

. Enter only one okt per
line for (a}, (b), and ()

*This doet not mewn ANTECEDENT CAUSES
the mode of dying, such | Morbid conditions, if any, gising DUE TO ()
as heort faflure, asthentn, "‘“ to the above ?:lm‘ (o) dating
l‘ﬁ'lﬂ' coube Jagt

e, It means the dla-

WRITE PLAINLY—DUSING UNFADING BLACEK INE—MAEKE A PERMANENT RECORD

ease, fnjury, or complica- DUE TO (0)
tion which eaused decth. | 11. OTHER SIGNIFICANT CONDLTIONS -
 Cttons moutog i bk e W wheer I a
19a. DATE OF OPEHA- 150, MAJQR FINDINGS OF OPERATION 20. AFOPSY? ‘
B e o s §
A CE (-’.’ e ves (1 wo
2ia. ACCIDENT 215, PLACEOF INJURY to.s., inorabous | 2lc. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE bome, farm. fastory. offios bldg . ea)
HOMICIDE . ' '
2. TIME Ot} Dw) (T Glown | 2le. INJURY OCCURRED | Z1f. HOW DID INJURY OCCUR?
INJURY o | Moore L Nrwons. I S7 X%
2. T hereby certify that T auended the deceased frm\MLL’ oo 195 that 1 last saw the decessed
alive on aud that death occurred at &= ==_pm., from ¢ uses and on the dale slated above
N P TURE (Degros ot titte) 23b. ADDRESS f
A gﬁ/ A D0 Yeso Dupiyloed
2x BURIAL, CREMA | 245, DATE 4. NAME OF CEMETERY OR CREMATORY (Olty, town, o:eounty) T (Bt
{Epadity)
. 8[19/51.. Ch evra Kadisha Uni raity City Mo,

ATE REC'D BY LOCAL

UG 1'9 ,g REG.

REGI SIGNATUR|
{2

/h,ﬁ‘ Berger

*s Statemant on Reverae Side)

25, FUNERAL DIRECTOI S SIGMATURE

Memorial 4715 McPhersob

ADDRESS




————————————— ———
 ——————————————— ——

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embal
byme, or by ..oiiriiiiiinnens et eeaeeaeteareeneneeseeeasnenneieaenen , Student Embalmer No....... cenannn

working under my personal supervision..

Student ...ovonioon it ti e e
Signature of Student Enbsloer

P. O, Address.................. ceeeen

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fai
to comply with the above constitutes grounds for revocation of license),
' 1f embalmed by a STUDENT, he also shall sign in his OWN handwriting.

7# this body is not embalmed, fact should be so stated above: .




