soo 1 - _ . THE DIVISION OF HEALTH OF MISSOURI 42340
: FILED JAN 11 19586  STANDARD CERTIFICATE OF DEATH Oé' State File Novsrone e

! BIRTH NO. REG. DIST. NO. 31 8 PRIMARY REG. DIST. no10 i Regf;:,ar'swg'..gggg ...... -

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived, 1f lnstltatlon: residsace befors
- a. COUNTY . STATE yr e . b. COUNTY > = dinimalon),
o : Missouri St.Louig™™"”

b. CITY (It outcld limite, write RURAL and xi . LENGTH OF c. CITY
OR outzide corpurate limits, write o st;mp) gTAY e hip place) oR "/] 74/ d. !::‘e;u.mu::wmrxlnh{’wwt:;
rown ST LOUIS | ToWN University’City il G
d. FULL NAME OF {If not ia boepital or institgtion, glve strect addross or loeation) o STREET (1! rursl, give location)
HOSPITAL OR - ADDRESS
insTituTioN JEWISH HOSPITAL 7441 Delmar Blvd
s NAME OF . (Ficsty b. (Middle) <. (Last) 4. DATE (Month)  (Day) (Year)
(Typeor Printy MANNIE DORA LOPATA veark December-14- -1955
5. SEX , | 6. COLOR OR RACE | 7. MAD%%EB, EEVSEC%SRRIED 8, DATE OF BIRTH 9. AGE (o years h:; uu‘::n 1YEAR | IF UsDER u wrs,
. {8pacit, day) on Days } Hours | Min.
Female White rrie Feb-22-1889 I [ | |
102. USUAL OCCUPATION (Givekindof work | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE 12,
dona during treat of worklng m...:“:;! :aur:d) : DUSTRY {City and Scate or Foreiga Cnunuy) C CI'I;}ZEF:;?OFWHAT
Housewife At Home St. Louis Mo, .A.
13a5. FATHER™S MNAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR ¥IFE
__Julius Kligman | Sarah Li
IS. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes. no, or ynknowa) {1f yua, l:hr- war of dates of service} NO.
No | No Charles Lopata 7441 Delmar Blvd
18. CAUSE OF DEATH MEDICAL CERTIFICATION Ig;;:g}riligrnnﬁm
 Enter only onecause per | |, DISEASE OR CONDITION _ M_‘J_ ‘; A g A, : EATH
Iime for (a), (b), and () | PIRECTLY LEADING TO DEATH"(q) | . /0 u..mr
——————— - .
*This does mot mean ANTECEDENT CAUSES z I ! AN ‘| a .
the mode of dying, such Morbid conditions, if eny, giving DUE TO (b) F H :
az heartfallure, esthenta, rige {0 the above cause (a} slating U - vV

ele. It means the dis- the underlying cause laat.

ease, dnfury, or complica- DUE TO (¢)
tion which caused death. } 11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death bul not
related Lo the dizecse or condition causing death.

19%. DATE OF OP'FIRC;?\i 19b. MAJOR FINDINGS OF OPERATION : 20. AUTOPSY?
r
VENAN ves (1 wo 0
21a. ACCIDENT {Bpecity) 21b, PLACEOF INJURY te.g..incrabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE}
SUICIDE home. farm, factory, sireet, office bldg.,e10.)
HOMICIDE
21d. TIME (Month) (Day} (Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE
INJURY = | woak AT WORK

22, I hereby certify Vlha! I aitended the deceased from ,&ﬁiﬂ, {o _'L'_’i_, '19.;_-‘_, that I last saip the deceased
alive on Y- 14 , 19 S5 and that death occurred al m., from the causes and on the date siated above.

23a. ;Lﬁﬂ:'r RE (Dagre or )| 235 ADDRESS 23c. DATE SIGNED

: o O,\M,Q WG] S0F Mok frand bame | 12 <5 -5F
2t BURIAL. CREMA- | 24b. DATE 2. NAME OF CEMETERY ORIGREMETORY] | 24d. LOCRTION (City, town, or county) Biate)
iGN, REMOVAL @peaity) 7 ' 4

*REMOVATL Dec-lé-—lQG‘ Chesed Shel Emeth St.Louis County Mo,
STRAR'S SIGNAT E b*‘ FUNERAL DIRECTOR'S S| GNATURE ﬂbb.iss ” "..,.-:
MM /h-ATyERMAN RINDSKOPF INC,5216 DELMAR

3y '{Licensed Embalmer’s Statemnent on Reverse sidey

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

DATE REC'D BY LOCAL

‘BEC 15 1358°




_~ STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was emb
L0 T o+ T 5 T

working under my personal supervision..

Student ..o iii i iiiaiiesisisiniasnaaas
Signature of Student Embslmer

P. Q. Addr e vroute]

Note: 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.

T¢ this body is not embalmed, fact should be so stated above. -




