Ko, 300 HLED UCT 2 B 195& THE DIVISION OF HEALTH OF MISSOURI 35‘)36

-2 STANDARD CERTIFICATE OF DEATH State Fite No...
! BIRTH NO. REG. DIST. NO. 11_8__ PRIMARY REG. DIST. no] 003 Regittrar's No,... 8.;@..'?....0
1. FPLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. If lustitution: resldence before
f a. COUNTY a. STATE . b, COUNTY adicbmion),
{ : Mo,
b, CITY (I outaide corporate mits, write RURAL snd give ¢, LENGTH OF ¢. CITY an Mm“ within Lmits of
OR S townehip) | STAY (in this place) OR Incorporated {own!
TOWN t.Louis 7 50 _yra. 10 e HR D
FULL NAME OF .(1ge ' ; .2 STRE i
; & FoSPITAL oR Y ¥ ADDRESS (0 rarsl, ghve Tocation) o | c\J‘7
[NSTITUTION Winetam a

b (Midd]e)

(T3 NAME OF e (First e (Last =4
/.! DECHASED (First) {Last) 4 DATE  (Month) (Day) (Yean
' { Type or Print) ABRAHAM AARON COHEN DEAT"SB'D‘E 29,195/,
5. SEX C: 6. COLOR OR RACE ) 2. MARRIED, NEVER MARRIED, B, DATE OF BIRTH 9, AGE (Io yeirs| IF UNDER 1 YEAR | [F UNDER 21 s,
WIDOWED, DIVORCED (Bpaci: last birthday) |Months| Days | Hours | Min,
I'r. unk, ab.78 1
13a. USUAL OCCUPATION (Cive kind of work | 10b, KIND OF BUSINESS QR IN- | 11. BIRTHPLACE . : 12, CITI
done during most of workiag life, sven if u\‘.;::l) i DUSTRY {City and State or Foreign Country) é COUN%E"‘HOF WHAT
Cabinet maker Furn, USSR USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND'OR wIFE
_—mmaw___0ohen [ _  Lenn ‘
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY | 7. INFORMANT'S SIGNATURE OR NAME ADDRESS ©
(Yes. 00, ot unknown) | (I yea, kive war or dates of sarvice} NO. T
No Nnonea anrice Cohen 812 Qm‘rn‘nv -
18. CAUSE OF DEATH MEDICAL CERTIFICATION . - 'g;ggﬁgﬂggm
*||. Enter onty anecaussper § I. DISEASE OR CONDITION *'22 $ el - 77 . TH
Jine for {8, (b}, and (c) DIRECTLY LEADING TO DEATH® () Cr At 3

This does nat mean | ANTECEDENT CAUSES g ) 7 - E 56 j .
the mode of dying, rueh | Morbid conditions, if any, gising DUE TO (b} ‘ & Lr a2 1)

as beart fallure, asthenda, | rise to the aboce cause (o) stating A Y4 |
e, It means the dis- the underlying cause lagl. . ‘
ease, infury, or 7] DUE TO (c) |
tion which mmed dmﬂl Il. OTHER SIGNIFICANT CONDITIONS . . - ‘
Conditions contributing to the death bul not . o - P P
related to the disease or condilion causing death.
9a. DATE OF OPERA- | 185, MAJOR FINDINGS OF OPERATION . T P4 20, AUTQPSY? .
ves [ wo [&
21a. ACCIDENT (Bpocity) 21b, PLACEOF INJURY (o.g.,Inorabout | 2Tc. (CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE} ’
SUICIDE ‘| home, farm, factory, street, offies bldg..qre.}
HOMICIDE _
2id. T(I)'E_!E tMonth}) (Day) (Year} (Hour) 21le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
. WHILE AT HOT WHILE
A INdURY . = |, WorK AT WORK / 536X

2. I hereby certzfy th I attended the deceased from A.Ajé@ 19 __%,éi, IQA,L.’, that I last saw the deceased
alive on ; and that death occurr _Z.Mn Jrom the causes and on the dale staled above.

2. SI%?/ 25 . ] (Degmortme) 'ED{SER? . M,,@,._,.._'L jzac DATE/SZN¢

24a. BURTAL %MA- { jlu DATE 26c. RAME OF CEMETERY OR CREMATORY | 24a. LOCRTION (Oity, town, oz county . F(State)

TION, REMOV,
9 /30 /r;;. Che Emeth —__Univoraity City —
25. FUNERAL DIRECTOR 1 GNA ADURESS

Rem
erger Memorial 4715 McPherson

WRITE PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD

DATE REC'D BY LOCAL ISTRAR'S SIGNATURE .
seP 3 ¢ 1952 ﬁ(‘? /v/fa




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emba
byme, or by c.vrvvrnrrieniannann. eentcereereceameanaaacacaauan e tieetecacemcaecrerambaacanan , Student Embalmer No,.ccoaeo....

working under my personal supervision,.

- A,
Student .....oooiiiniiiiiieiaiiiieaiiaaeiceaaeaaas ‘ SignedM z 7 L-U. —

Signature of Student Esbslmer 5
' ‘Licensed Embalmer No...,f .....

. P, O, Address

-~ L I A -

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting,

¥4 this body is not embalmed, fact should be so stated above.




