0. 300
0.48

-
T
s

WRITE PLAINLY-—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD
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THE DIVISION OF HEALTH OF MISSOURI

“HLED SEP 8 955

STANDARD CERTIFICATE OF DEATH
REG. DIST. WO, 31 8 PRIMARY REG. DIST. 'no.lo_o_a_

State File No i siin eereesinensnnas

Rtm'.rfrar':.; ;1,\«" ’?385

27639

18. CAUSE OF DEATH l- DISEASE o loN
. Enter only onecauseper | - OR CONDI -
line for (a), (b), and {¢) DIRECTLY LEADING TO DEATH® (43

ANTECEDENT CAUSES ~
Marbld conditions, if any, giving DUE TO (B}

*This does not mean

the mode of dying, such
o# hegri faflure, asthentn,
efe. It means ihe dis-
ease, injury, or complica-

rise to the above cause {a} stating
the underlying cause last.

DUE TC {¢)

"BIRTH KO.
{. PLACE OF DEATH 2, USUAL RESIDENCE (Where decossed llved. I institution: residencs befors
a. COUNTY - - - 8. STATE IuIi SSOuri b. COUNTY o admimion).
b. CITY (1t outcide corpurate limits, wrile RURAL and xive ¢, LENGTH OF c, CITY 4. In Residence within limits of
OR + hi STAY (in thi o OR 1 . 4]
own St. Louis rommbie) lachinsleestll own oSt . Louis R h m"’°5-""'|:)""""_1 g
d. FHIO.FIS.PN_FAMEOOF {If got in bospital or institution. give strect address or localion) .- STDRREE‘;TS ¢If raral, give location) /a
instimorion ~ Jewish Hospital I 22 Kingsway Hotel /dd"[/ G sAicH,,
3. NAME OF . {First b. (Middle ¢, (Last
DEtEseED 5. (First) > ( ) (Last) 4 DATE {Month}  (Day)  (Year)
{ Tupe or Print) ANNA FRELICH FISHER DEATH pAvipr, 220 1958
5, SEX / 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In yesrs] IF UNOER 1 YEAR | & UNOKR % wEs,
. WIDOWED, DIVORCED (8pe. Iast birthday) | Monthe l Days | Hours | Min.
Female White | Abt.. 731 __ I
10a. USUAL OCCUPATION (Give kindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . 12, CITIZEN
dona during mutofwnrklullh.lwu‘:t :el.rr::i) - DUSTRY (City aad Stats or Foreige Country) / COUNTRY?FWHAT
At,_home New York, N, Y. UaS.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR ¥IFE
Paul Sehwartsz - Unknown Samuel Fisher
|5. WAS DECEASED EVER IN U.S5.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Vea.no, o7 unknown) | (If yes, xive war or detea of sarvice} NO. .
no Unkno S -
' L CERTIFICATION INTERVAL BETWEEN

ONSET AEEATH

-1l. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but a0l
reluted to the disease or condition causing death.

tion which caused death.

19a. DATE OF OPERA. | 195. MAJOR FINDINGS.OF OPERATION
TION | 7

* . \\':\ 1 s o

420 0

20. AUTOPSY?

YESD NOE.

E (cozm'v) E (STATE) .

2is ACCIDENT | | @oeclf) ¢ | 21b.PLACEOFINJURY (e, marabomt | Zlc. CITY. TOYM. OR TOWNSHIP)
X SUICIDE+ 3| % % 't - boa, farm, llel.or;r strest, office bldg., eta.} .
., HOMI CIDE -~ ; R B B - Sl
21d. TIME (Month} (Day} {(Year) (Hour) 2le, INJURY OCCURRED 21f. HOW DID INJURY OCCUR?
v OF . . WHILEAT [} NOT WHILE
INJURY-, = | WORK AT WORK ~

—

rl';.

, that I last saw the deceased

J
'E‘\Iaheneby certify that I attended the deceased from to 18
alive onn (Aara 22 _ 19 B8 and that death occwffed at Gﬁpm from ihe causes and on the date slated above. :

23. SIGNATURE

o ae

ﬁ?g{:rtiué) (_‘PEu. AD?R? : o z i&‘“|

23, DATE SIGNED

ﬁ-.,z?

24b. DATE 24:, NAME OF CEMET

Unknown

24a. BURIAL, CREMA-

R

OR CREMATORY 24d. LOCATION (City, town, or county)
Chicago, Illinois

¥ (51ate)

8/2u/55

SIGNATURE

DATE REC'D BY LOCAL
rts G.

22

25, FUNERAL DIRECTOR'S SIGMATURE

LHerman Rindskopf,Inc.,5216 Delmar

ADDRESS

(Licensed Embaimer’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 eml

By me, OF by ..e ittt e
working under my perscnal supervigion..

Student......ociiiiiiiiiii e Signe
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.

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




