No. 300
10.48

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

FIED MAY 13 1955

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

318.. . wcc. over. w0, 1003 ko a851...

State File No..ovieoeceereerviersrassssaninse

"BLRTH KRO. REG. DIST. NO.
1. PLACE OQF DEATH 2. USUAL RESIDENCE (Where doceassd lived. If institution: residence before
a. COUNTY a. STATE b. COUNTY adicimion),
1% , Missouri L
b. CITY {1 outsids corpurata limits, wite RURAL and give ¢. LENGTH OF || c. CITY d. 1s Restdence within lmits o
OR i STAY i OR ’
TOWN'{;_. ST. LOUIS towrship) {in this place)) TOWN St . Louis -;Ig T lnourp?‘l:;l,hd:
d. F}l{J‘IJ_IgP{«I_IﬁAh;!_EO(?‘F (If net in bospital or institution, give street ndiress oz location) As!‘)rDRREEES;rS (11 rursl, give location) Jl Al k)
wstirution . 8T. LOULS CITY HOSPITAL A (& 1412 Madison St
M . (P . .
3. NAME OF ; I;y irst) b. (Middie) ¢ (Last} 4. DATE (Month)  (Day) (Yean
{ Type or Print) A KYFUS DEATH APRIL 28, 1955
5. SEX 6. COLOR CR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| IF UNDER 1 YEAR | IF OWDER 11 was.
WIDOWED, DIVORCED (8pecif; — Last birthday) Monlh-, Days | Hours | Min.
i hpril 28th, 1877 |78 . :
10a. USUAL OCCUPATION (Grvekindofwork | 10b. KIND QF BUSINESS OR IN- BIRTHPLACE .,
done during mowt of worklng Life, sren i retied) DUSTRY (City and Stute c: Foreign Countev} / | tzcgbn%ERh‘.(?FWH”
. honsewi fe at, hora Hoodhonse, T11 | UBA
13a. FATHER'S NAME , 13b. MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND OR WiIFE
John Rush Louise Bushon- ____Gus Kyfus
15. WAS DECEASED EVER IN U, S. ARMED FORCES"‘ 16. SOCIAL SECURITY { 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes, no,ar unknown) | (If yes, give war or dates of service) NO.
no nene Earl Nichols,if12 Madison St

. Enter only onecause per’

18, CAUSE OF DEATH

line foz (a), (b), and (c)

*This doey not mean
the mode of dying, such
as heart fetlure, asthenia,
ae. It meana the dis-

[. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® ()

ANTECEDENT CAUSES : wo

MEDICAL CERTIFICATION

INTERVAL BETWEEN
ONSET AND DEATH

)44

Mortid conditions, if any, giving PUE TO (b}
rise to the above cause (a} slating
the underlying cause losl.

DUE TO (c)

ease, injury, or i
tion which caused dcﬂﬂl 11. QTHER SIGNIFICANT CONDITIONS ;
e Conditions contributing to the death but ot 1éﬂ— . M 45 .
T related o the disease or condition eausing death. M Tt it et
18a. DATE OF OP'FIROAN- 19b. MAJOR FINDINGS OF OPERATION /’ 20. AUTOPSY?
YES D NO @
Zla. ACCIDENT (Bacity) 21b. PLACE OF INJURY (o.t.. faoraboat | 21c. (CITY, TOWN, GR TOWNSHIF) (COUNTY) (GTATE)
SUICIDE ~. bome, farm, factory, surest, office bldr.. st0.)
HOMICICE .
2d. TIME {Month) (Dsy) (Year) . (Hour) 21e. INJURY OCCURRED 21f, HOW DID INJURY OCCUR? -
WHILEAT[™] NOT WHILE
. INJURY | WORK AT WORK 59 3

o _4=28~55 19 , that I last saw the deceaced

22. I hereby ceﬂify that I atlended the deceased from 4-17-55

alive on

, 19

, and that death occurred at@355P _ m., from the causes and on the date stated above.

23a. SI(?TURE
L /

% @(’L’ {Degree ar mlcn

23c. DATE SIGNED

4=28-55

23b. ADDRESS v
1515 Lafayette éwenue

245. BURIAL, CREMA-
TION, REMOVAL (8pecify}

cremation

DATE REC'D BY LOCAL

APR 30 1955

24b. DATE 24z, r\A\!E OF CEM.EFERY OR CREMATORY 24d. LOCATION (City, town, or county) {Gtate)
5/2/55 v;nh;ma St. Temis Co.. Mo
25. FUNERAL DIRECTOR' S S1GNATURE ’ ADDRESS

Diedrich Funeral Home, 8319 Hallsferry

jzsrwwg W \

{Licersed Cmbalmer’s Statement on Reverse Side)



STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb.

DY ITIE, OF DY o iiiiiiire et e e ettt m e aa ettt e ae e nans

working under my personal supervision..

Student..coiuiiniiiiiirrr e i
Signature of Student Embalmer

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

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

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




