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INE—MAKE A PERMANENT RECORD

WRITE PLAINLY—USING UNFADING BLACK

.

BIRTH KO.

D JUN 138 1956

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
REG. DIST. No. 31 8 PRIMARY REG. DIST. m.ma.. Registrar's No. ..5.01_4..".._.

State File No.. 21 803

-1. PLACE OF DEATH

=a, COUNTY

2. USUAL RESIDENCE (Wbers d d Lived,

a STATE M4 gsourd

lon: residezce befors

b. COUNTY lSt, L0u gnhion).

b. CITY (1! outside corpurste lfmib. weite RURAL And':l'v:'h o & A“!Eﬁfl?. D&Fﬂ c. cg;( . . 4/._974/ é . ?';‘.;m "'“”",,.,“‘“’,,,‘;',,,"f -
TOWN Gt Thuis ToWiiniversity Cit b < A=
d. F#(l)’-SLP?'PAHI‘.EO%F (it not in hospital or I lop, give streot add ar losatlon) - .ASJI;‘FEEEJS {If rursl. give location)
stirotion ~ Jewish Hospital 7209a Tulane Ave.
3 NAME 20 8. (First) b. (Middle) c. (Last) 4 DATE (Moath)  (Day)  (Year)
(Typeor Print) ABRAHAM FLEISCHER oAt MAY 23,1956
8, SEX 6. COLOR OR RACE | 7 MARIHEB NIE\\’ISRCPEQRRIED J 8. DATE OF BIRTH ’ 9, I_:\GEu ({::!:;)‘n b[: UNDER f YEAN | o UNER b i,
(Bpecily X - nt hlrt onths | Days | Hours | Min,
Male | White rried Marchl 15,71863 | "853 | |

10a. USUAL OCCUPATION (Give kind of work | 10b. KIND BUSINESS OR IN- | 11. BIRTHPLACE . .
N :on-duriu tout of workl ﬂ(!ﬂ cunl!mh:) ° OF B _‘c"', asd State or Forsign c““"’ ’1, 'ztg{l“%"}?FWHAT
Hetired Merchaat Dry Goods Austria Sk
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND'OR WwIFE
JACOB FLEISCHER REBECCA GERTLER 10) 4 s FLEISGHE
15. WAS DECEASED EVER IN U.S5. ARMED FORCES? | 16. SOCIAL SECURITY | {7. INFORMANT'S SIGNATURE OR NAME ADDRESS

Yeu, nﬁr wnl:nown)w {1f yeu, give war or dates of scrvies)

UNKNOWN

‘Mrs,Sophie S,Fleischer 7209a Tulane

18. CAUSE OF DEATH MEDICAL CERTIFICATION IngRVAL BETWEEN
| Enteronly onecauseper ] |, DISEASE OR CONDITION R Y gt e NSET AND DEATH
lime fer {8}, (b), and (c) DIRECTLY LEADHNG TO DEATH'(Q)
*This does mol mean ANTECEDENT CAHLSES E

{he mode of dying, such | Adorbid conditions, if any, giving DUE TO (b)

a4 beart foilure, asthenia, | riee to the aboce cause (a) sating

efe. It means the diz the underlying catiae last.

case, infury, or compiies. DUE TO (c)

fion which caured death, | 1. OTHER SIGNIFICANT CONDITIONS .

' Conditions contributing to the death but niot )ku_ﬂq’;b cansfnal Thatnmdmais
related Lo the diseasre ar condition cauxing desth.
19a. DATE OF OPERA- | 1%b. MAJOR FINDINGS OF OPERATION . 20. AUTOPSY?
TION % RS
ves I w0 (]
21a. ACCIDENT (Bpecify) 21b. PLACE OF INJURY (e.g..tnorabout | 21, (CITY, TOWN, OR TOWNSHIP) (COUNTY) , (STATE}
SUICIDE boma, farm, factory, steest, offics bldg., e}
HOMICIDE
21d. TIME (Moath) (Day) (Year) (Houn 21, INJURY QOCURRED | 21f. HOW DID INJURY OCCURT
WHILE AT NOT WHILE
TNJURY = | “work AT WORK .

2. I hereby certify that 1 attended the deceased Jrom

alive on

93X, to

A
j:u(?_, I . _mmla_, I&f‘ﬂ., that I last saw the deceased
, 198G, and that death odcurred at ___P m., from tha Lauses and on the date stated above.

[ 242. BURIAL, CREMA-

23, SIGNATURE

TI0 REMOVAL y)

{Degree or mla)

YD)

23b. ADDRESS

4Soo ¢9¢th!7.

— A
. . ’ -
24b. DATE

5/25/56

24:, NAME OF CEMETERY OR CREMATORY

Chevra Kadi

ha Cemete

rv St.Louis County Missour

MAY 2 4 1956 -

DATE RECDBY LOCAL

N Bl ritd pss|

25. FUNERAL DIRECTOR'S S1GNATURE

ADDRE S

Herman Rindskopf Inc.5216 Delmar Bl.

" Ehal;

of1 Reverse Side}

[+ %




AS

_ASTATEMENT BY LICENSED EMBALMER

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

DY T, OF BY oot eiiuiiiiiairreomacrar o arsrm s mam e raseaan st . , Student Embalmer No............... {

working under my personal supervision..

Student..oo.oieieuaeinrianiramacsaareacaiitsimanaaeesas
Signsture of Student Embelmer

| l..n.c.e-:.:med Embalmer No Cﬁffé
P. O. Address. %EP&%

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting,

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




