. No.300

10.48

WRITE PLAINLY—USING UNFADING BLACK INE--MAKE A PERMANENT RECORD 9

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

FLED FEB 7 1956

< (O

Jacob Hochberg

{Digna Freimov

State File No...... .
BIRTH MO, REG. DIST. NO. ____31__8PRIHARY REG. DIST. NO. Registrar's No 4—1 3
1. PLACE OF DEATH - 2. USUAL RESIDENGCE (Whare decossed lived, 1f (metiurd Menoe before
a. COUNTY . STATE b, COUNTY nlmlml Y.
° Missouri St .Lo *
b. CITY (If outsid limfts, write RURAL and ¢. LENGTH OF c. CITY /
ouuids corounse limf, wrle RURAL and gy, | ¢ LENGTH OF || <. CJ3 A THe .1n Rengrce i s of
TOUN St.Louis TOWN ity/Cityl . SRR
d. FULL NAME OF (If not in hospital or institution, give streot address or loestion) o STREET (If rural, give loution;
HOSPITAL OR ADDRESS
INsTiTurioN Hamilton Medical Center 7331 Forsythe Blvd.
3DNEAC%§SDEFD a. (First) b. (Mladle) ¢, (Last) 4. DATE (Month) (Day) (Year)
{ Type or Print) EDWARD HOCHBERG oeart JANUARY 12,1956
5, SEX ~{ 6, COLOR OR RACE |} 7. MiARRIEB EE‘yggchEHSRRIED 8. DATE OF BIRTH 9, lﬁGE (lnd:n)an h‘; urgl | TEAR | & UsDER U mas,
(Bpecit. t ¥, on Days | Hours | Min.
Male | White e Sept .20,1869 o |
102. USUAL QCCUPATION (Givekindof work | 10b, KIND OF BUSINBS OR IN- | 11. BIRTHPLACE . . - 2 CI
:onnduri.u most of worlr.lnlll.f..t:lnnll ;;:1) ) DUSTRY {City and State or Foreigs Country) k COUTNl%IE"'l%?Fm{AT
Examiner U.S.Customs Russia USA
13a. FATHER'S NAME 13b. MOTHER S MAIDEN NAME 14, NAME OF HUSBAND’OR ¥iFE

15. WAS DECEASED EVER IN U.5. ARMED FORCES?

{Yes, 50, 0 unknowsn) | (I yes, glve war or dates of sarvice)

Unk.,

16. SOCIAL SECURLTJ
Unknown

17. INFORMANT' S SIGNATURE OR NAME ADDRESS

Miss Helen Hochberg 7331 Forsyhbhe

. Enter only one catse per

18. CAUSE OF DEATH M

f. DISEASE OR CONDITION

Line for (), (b}, and {2) DIRECTLY LEADING TO DEATH'(a)

ANTECEDENT CAUSES

Morbid conditions, if any, gicing DUE TO (b}
rise o the above catise (o) stating
the underlping conae last.

*This does nol mean
The mode of dying, such
a8 hearl follure, asthenia,
cle. It medana the dix-

case, infury, or complica- DUE TO (c)

CAL CERTIFICATIO

Oesoral. cillusacacs

-INTERVAL BETWEEN
! ONSET AND DEATH

I11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but ol
reloted to the disease or condition causing death.

tion which caused death,

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
TION L[
% k ves L) wo

21a. ACCIDENT (Bpacily) 21b. PLACE QF INJURY (a.g..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE) T

SUICIDE home, farm. fagtory, street. office bldg., et0.)

HOMICIDE L
21d. TIME {Month) (Day} (Year) (Hour) 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?

WHILEAT[] NOT WHILE
INJURY = | work AT WORK oo O >
/ 1=~ —ay B
, lo , 19 , that I last saw the deceased

2. I hereby certify that I atlended th? deceased from

alive on Tif 19 and thatdeath occurred af

(G52 1

m., from the causes tmd on ihe dale staled above.,

-

232. SIGNAT m Wltle& 23 monm L M ' zy/ﬁgsrguz
%&}a. BgERNEg\}.A.LCREMx 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (C‘lﬁ town, or county} /(Smte)
[{ . . .
Heémovat 1/15/56 Mt.Olive Cemetery St.Louis County Missouri
DATE RECD BY LOCAL | REE] 25. FUNERAL DIRECTOR'S SIGMATURE ADDRESS

STRAR'S SIG Arum-';/

i
-

JAN 13 1986

AR "Y1

{Licensed Embalmer’s Statement on Reverse Side)

-

Delmar Bl.




-~ o - ot ' . N T e

~ STATEMENT BY LICENSED EMBALMER

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

BY B, OF DY .o iiiiiiiiiiiieit it ciiiiatiasrssascaasrtactartsssiasennssansnnaeen . . Student Embalmer No..............

working under my personal supervision..

Student......ooiiiiiiiiiiiiieirr e e aaeiaaeaaas
Signature of Student Embslmer

P. O. Address %7/1‘

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

_If embalmed by 2 STUDENT, he also shall sign in hiss OWN handwntmg.. Cor .

" 1¢'this body is not embalmed, fact should be so stated above. - |




