Lo.soo
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WRITE FLAINLY—*--USING UNFADING BLACK INK—MAEKE A PERMANENT RECORD

-

THE DIVISION OF HEALTH OF MISSOURI

FILED Aug 2- 1955 STANDARD CERTIFI

CATE OF' DEATH

23631

State File No.

31 8PRIHARY REG. DIST. MO. JD_QB(!g:':rmr'.l No......6038

BIRTH NO. REG. DIST. NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where ducossed lived. 1 institution: residance befors
a. COUNTY . STATE b. COUNTY sd-imion?.
-~ Missou#i
b. CITY (1 outctds corpurata limits, write RURAL and give ¢. LENGTH OF || . CITY ' 4. In Residence within Ilmits of

township)| STAY (in this place)

OR
TowN ST, LOUIS

] ‘}hy %mw'w"w town?

QR
TOWN St 4. Louias: . Y= L

d. FULL NAME QF (If not in bospital or jostitution, give strect address or location)

HOSPITAL O
INSTITUTION ST. LOUIS CITY HCSPITAL

o STREET (If raral, mive locatica)
ADDRESS ;! ]

253l Palm St.

3[:')QE‘::%ESOEFD a. (First) . b. (.?Iﬂddl?) ¢, [(Last) 4. DATE (Month) (D:y) (Year)
{ Tvpe or Print) ANNA ~ Czwitlowskl CWIKLOWSKI peatH JULY 10 1955
5. 5EX , 6, COLOR OR RACE | 7. MIART‘\IJEB 'I;IE\\.'ISIBQC'E‘SRRIED' 8. DATE QF BIRTH BI:GE&:{;:I:?" ;; mtl:l le. F UNDER M HES,
. . : (Bpecily, t ¥ on ays | Hours | Min,
E W Widowed: 0’ 9=-5-1875 9. | |
10a. USUAL QCCUPATION f o 10b. KIND BUSINESS OR [N- | T). BIRTHPLACE - . ' .
:o uring mest of flull(:l(:.b:::l:ni‘f’:eur:g i OF BU DUSTRY _“:'" sxd State or Foreigs Countryd 12 CLTI%EN?FWHAT
ousewl Poland . . -
13a. FATHER'S NAME 13b. MOTHER™ S MAIDEN NAME 14. NAME OF HUSBAND OR ¥IFE
Unknowny Unknown: Kazimir Cwikliowskl
15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes,np, ot unknows) | (Il yes, kive war or dates of service) .~ NO. . ) )
No L|.89-10- 815t Marie: Layton 2508 E,. Dodier

. Enter only one cause per

18, CAUSE QOF DEATH
[. DISEASE OR CONDITION

line for (), (b), and (&) DIRECTLY LEADING TO DEATH* (5

*This docs nol mean ANTECEDENT CAUSES

ICAL CERTIFICATION

INTERVAL BETWEEN
ONSET AND DEATH

S

Morbid conditions, if any, giting DUE TO (b)
rise to the abote cause (o) steting
the underlying cauae last,

the mode of dring, such
a8 Leard failure, asthenia,

etc. Jt means the dis-
DUE TO (c)

case, Injury, or complica- _
fion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS

Condilions condributing to the death but not
relafed to the disease or condition cauring deafh.

LI

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION
ves (X) wo []
21a. ACCIDENT : (Bpecity) 21b. PLACE OF INJURY (a.g..Inorabout | 21c. (CITY, TOYYN, OR TOWNSHIP) (COUNTY) (STATE)
CIDE’ 1 . . - boma, farm, factory, atreet, office bldg ., e10.)
' HOMICIDE ‘ M .
218. TIME (Moawy)  (Day) (Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
¢200
22. I hereby ce;t?y that I allended the deceased from 7-8=55 | 19 to 1=10=55  19___, that I last saw the deceased
alive an =587 19___, and that death occurred at _F200P m., from the causes and on the date stated above.
23a. SIGNATU / {D or tll;u 23b. ADDRESS * 23c. DATE SIGNED
MA m 7) 1515 Lefayette i-enue 7-11-55
%_15 BI‘:{JER Ié\“lt. CREMA- {L 24c. NAME“OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, town, or county) {Btate)
(Bpeciy} .
R e | o7 o] s o Calyary Ste Louls Mo,

REGHSTR

DATE REC'D BY LOCAL 'S SIGHATURE

JUL 13

te

25. FUNERAL DIRECTOR'S SIGNATURE ADDRESS

Louis Fun'l Home: 2205 Ste. Louls Avee.

(Licensed Embalmer’s Staternent on Reverse Side)




Lo

STATEMENT BY LICENSED EMBALMER

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

LS s T P nsaseanaeras feevaens , Student Embalmer No........---.

working under my personal supervision..

Student ... e Signed .. .= =TT TN Furvreans O L e A s T e o T

Signature of Student Enbalner ;
Licensed Embalmer No..-‘/)—..g./.‘

- ST s P. O. Address..‘_ﬂ.'.%.?k

-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.
“14 this body is not embalmed, fact should be so stated above.




