E DIVISION OF HEALTH OF MISSOURI 433?3

22. I hereby certzf %I attended the deceased from il 19, rb to Mt EY™ 19 l'(o that I last saw the deceased
alive on and that death occurred at _Lf m., from the causes and on the date slaled above.

23, STGNATURE, (Degron or titiy )| 23b. ADDRESS 23c. DATE SIGNED
/ﬁ'\ﬂm dg"% M.y, Hyor ‘U/.u,( J'LL-«.M-:B (W,

Mo . 300
oo FILED DEC 20 1956 STANDARD CERTIFICATE OF DEATH Stte File N
BIRTH NO. REG. DIST. NO. 31 8 PRIMARY REG. DIST. NO. 1003 Kegistrar's No. ._10821
1. PLACE OF DEATH 2. USUAL RESIDENCE (Wher ¢ d lved. If L id before
a. COUNTY a. STATE b. COUNTY M-lmhhm
D Mo. S70 L oV s3
b. CITY (1f cutedds eo ts Lmite, write RURAL and gi: ¢. LENGTH OF ¢. CITY In Residence
OR . Smn L ¥ . l.on'n.-hip) STAL(lnﬁ%nhu\ OR . 46/9 l‘:'l.!y I;inngon:]:'hdmw,:'nng
5 TOWN t. Louis g TOWN Richmond Htd | = "WHg %07
d. FULL NAME OF (If not in bospital or institution, give strect address or locstion) o STREET (I rural, give location)
o HOSPITAL OR Jewish H ADDRESS
D INSTITUTION ewis osSp 7701a Brookline
g 3I§IEACNE‘IEE?EFE) a. (First) b. (Middle) ¢. (Last) 4. Dé}.E {Month) (Day) (Yoar)
.: { Type o Print) SAM KUCHER DEATH Nov. 26 1956
E“ 5. SEX . COLOR OR RACE | 7. MARRIED, NEVER MARRIED, / 8, DATE OF BIRTH 9. AGE (In yesrs| IF UNDER 1 YEAR | oF UNDER 24 ws.
7 WIDOWED, DIVORCED (Bpecity Iaat birthay) Muml Dars nmu-l Min,
] nit sobt . ]ng et
; 10 US%AL OCCUPATION : 10b Kllrlell:aa gga%s?&ss OR IN- | 11 BIF!:rI'-I.PanaE 857 | A
=] a. {Okekind of work N - . . -
[+4 done during mu“"f'ork.lu liIo.cuan!! ;dr:;) h DUSTRY (City aad State or Foraign Councry) 12&85];:%%@?1:“‘“’
A Sup't Panbs Factory USSR
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
» {unk) Kucher | Hannah (unk) _|_Sarah
bt i5. WAS DECEASED EVER IN U,S. ARMED FORCES? 16. SOCIAL SECURITY | I7. INFORMANT'S SIGNATURE OR NAME A
< (Yes. 00, 0r unknown) | (If yea. xive war or dates of service) . oy NQ. 7701& Dg ak
= No 332=07=7236 3, Shirle anzbe
! 18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL arrw:zu
i || Enter onl 1. DISEASE OR CONDITION ' N . . ‘ INSET AND DEATH
Z lmef;f’(’n)’" "(%jma';":‘(’g DIRECTLY LEADING TO DEATH® (5) Vdnfy\‘a-kn Lotinng—a g bdﬂf-ﬁ te o
] *This does not mean ANTECEDENT CAUSES . . I
2 the mode of dying, such | Aorbid eonditions, If any, giring DUE TO (b) Laan mno 7 t(" ity
] a2 keast fallure, asthenia, | rige to the above couse (a) stating U ¥
& e It means the dis- the underlying cause last. ] s
o eaze, injury, or complica- DUE TO () .
7 tion which coused death. | 11 OTHER SIGNIFICANT CONDITIONS
= Conditions contribuling to the death but not ’
Ej related o the disease orgcondltion causing death, / g 0 x
faq 19a. DATE OF OP'IEI%“N. 13b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
7z M '
2| vis [ o ]
o 2ia, éEICéPDEENT (Bpecify} 21b. PLACEOF INJURY (o.l..llx:lg:abaut 21¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
bome, farm, & . \of . e10)
E ROMICIDE o4, farm, frotory, nrut-o-. e e, J':, ‘\qf\A.l.q . N o
g 214, TIME (Month) {Day) (Year) {(Houn 21e. INJURY OCCURRED 2. HOW DID INJURY OCCUR?
OJ WHILEAT [} NOT WHILE
J* INJURY WORK AT WORK
2
v
L)
-
|
B
z
=
-3
-

TIONBEllJERMlg\;- CREMA- | 24b, DATE . | 24c. NAME OF CEMETERY QR CREMATORY 24d. LOCATICN (City, town, or county) (Giate)
H
removal | 11-29-56 | Chesed SHel Emeth Univ, City, Mo,
DATE REC'D BY LOCAL zﬁ}sm 'S SIGNATUR _ 75. FUNERAL DIRECTOR'S $1GNATURE " avomess
NOV 27 1955 Berger Memorial 4715 McPherson

% 7o M . {Licensed Embalmer's 'gr.ltemm an Reverse Side)
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/‘STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embal
L3 o T B - » Student Embalmer No..............

working under my personal supervision..

Student.....ccvmeimiir i iaaaas
Signature of Student Embalmar

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fail
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwritj‘ﬁg. .

[

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



