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INKE—MAKE A PERMANENT RECORD

RIT

THE DIVISION OF HEALTH OF MISSOURI

FILED OCT 8- 1955

STANDARD CERTIFICATE OF DEATH
REG. DIST. NO. 531 2 PRIMARY REG. DIST. no._Sﬁll. Registrar's Nnd[(&"/..

State File Noala%ﬁ.’

18. CAUSE OF DEATH

"||. Enter only onacouse per

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

*Thit does mol mean
the mode of dying, such
a# heart fafltre, asthenia,
ete. It means the dis-

case, Infury, or eomplica-

11-DISEASE OR CONDITION -~

MEDICAL CERTIFICA 10N
" DIRECTLY LEADING TO DEATH* (g3 Mﬁ!

" BIRTH NO.
I. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceassd lved. If institution: residence befors
a. COUNTY . a. STATE b. COUNTY sdunission).
St. Louis Missourl
b. CITY 1 outeid ts limits, write RURAL and gh c. LENGTH OF | ¢ CITY 1 1s Residence o
guieido eorpuny " . r,ow'n.-hw} STAY tin wie place) OR ¢ uc’;y umm'&m:mumé‘:ﬂ
T8 Richmond Heights 1 wk. TOWN  St, Louls ¥ Wo
d. FULL NAME OF (U not in hoapital or institution. give streot address or location) . STREET (It rursl, give loeation)
HCSPITAL OR ADDRESS 2_(,\
INSTITUTION gt | 15 Hospital 3611 Steins St. \ |
alg‘EACh!?:ESOEFD a. (First) b. (Middle) ¢, (Last) a, DS‘;E (Month) (Day) (Year)
{ Tupe o Print} Faul Riesz pEaTH  Sept. 14 1955
5. SEX O 6. COLOR CR RACE | 7. MARRIED. NEVER MARRIED, Fa. DATE OF BIRTH 9. AGE (In years| IF UNDER 1 YEAR |  unDER u #ms.”
WIDOWED, DIVORCED (Bpesify, . tast birthday) |Months l Days | Hours | Min.
M W Widowed Apr. 19, 1885 ) ] [
10a. USUAL OCCUPATION (Civekindof work | 10b. KIND OF BUSINESS OR IN- | 11, BIRTHPLACE - . 12. CIT
done during moat of working m...:g;ur"-;r:’n ) DUSTRY {City and Stute c= Foreign &unt% ' COUN‘%E?’?FWHAT
Retired Tavern opersator Hungry | U.S.A.
132. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR wiFE
' Paul Riesz Magdalena ) i
I15. WAS DECEASED EVER IN U.S5. ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes. 0o, of unkaown) (Il yes, xive war or dates of gorvice) 4 NO.
No —— §8-32-3291 |Mrs, Eli; i
INTERVAL BETWEEN

H

ANTECEDENT CAUSES

WWM

O.ﬁET D
/0

Morbid conditons, if any, gleing DUE TO (b)
rize (o the above cause (o} stating
. the underlying cause last.

DUE TO (c) MJ)‘ '/M/CWéI. W

foeed

tion which caused death.

tl. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not
related to the dizease or condition causing death.

19a. DATE OF OPERA- | 13b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
. TION

3 3 “* YES D NO

21b. PLACEOF INJURY (e.x.. laorsboot | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

21a. ACCIDENT - )
SUICIDE /M
HOMICID .

bome, larm, fastory, street, office bidg., eto.)

PLAINLY—USING UNFADING BLACK

21d. TIME (Month) __iDay) {(Year) {Hour 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
OF / WHILEAT[—] NOTWHILE[™T
INJURY T L WORK AT WORK i ? 1ot P
2. I kgteby ceglif; h auended t eceased romE_Z_L 19ﬂ— to -/7 , 19 o J, that I last saw the deceased
ve on £, 9 aud { death occurred at ]-_..5513 ., from the causes and on the dale staled above.
&AT (Degroe or titlpy | 23b. ADDRESS . DATE SIGNED
€20 L\
‘BURJAL, CREN A- | 24b. DATE l 4. r.ms OF CEMETERY OR CREMATORY 6& TION (City, town, of ooumy) (5tate)
vor, md9 | Sept. 17 | 4995 S5 Peter & Paul St. Louis, Mo.
i)ATE REC'D BY LOCAL ISTRAR'S SIGN RE ZT_I FUNERAL DIRECTORS S1GNATURE ADDRESS
1l =S ~REG E ;ﬁ 5? p ( z )Mﬂ eister Coloni al Mortuary
? /6 S . 6}' 6/ Chi nn_gm_

(Licensed Embalmet’s Sl‘.ﬂe*nznt on Reverse Side)

&6




L= [ R - . o =

{,,STATEMENT BY LICENSED EMBALMER

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

BY INE, OF By Lottt it ia i ettt aaa e i , Student Embalmer No.........

working under my personal supervision..

Student ..ot i iias s
Signature of Student Embalmer

Liicensed Embalmer No.j.X.
P. O. Addi-ess.z.cg/../%

l\‘lote; The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
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 so stated above.




