Uoctor, coroner, etc. must use only standard nomenclature n item (8. Mo symptoms will be listed. Alj

diseases in Part | must be casually related.

Coroner connot cartify to o death dus to natural causes.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

ALED FEB 6 1957
317

Registration District No. ...

.. Primary Registration District No. . @Q

THE DIVISION OF HEALTH CF MISSOURI : oy
STANDARD CERTIFICATE OF DEATH !

STATE FILE NUMBEH

‘f\'/eglstrar s No. . .3;".,

1. PLACE OF DEATH

2. USUAL RESIDENCE (Whare deceosad lived.
o. STATE

"l institution: Residence befors
admissiaon)

< $ . & COUNTY "
f e oY C A\ oS _ Missouri§ S'Af_St.Louis
3~ b, *CITY (i outside corpurate limits, give TOWNSHIP only) | Inzide Limits Ce. CITyw o=t e e - ; ‘Inside Limits
R OR . “ . L
tom _ St.John Yesu NoO - tom University C¥ty O Yo Noo
;_(""f. \;gls_é.l_:‘_l:r%glc {If NOT in hospital, givelocation)]L ength of stay in ]b d STREET ) (IF outside, give location) Reside on Farm
> _wstution Rugh-Manor Homel & wes. aooress 557 Warren Yesd NoO
3. NAME OF Firat Middle * Loat 4. DATE Month Dey Year
DECEASED : OF
(Type or print) SARAH 4 COQK l peat  JAN. 3rd, 1957
L 'T| 9. i iF UNDER t YEAR ,
5. sEX f]€ coror ?:'RACE 7 mnmr_.g [ never marmiep [][ 8 DATE OF m?_}u [ ’A‘% a(ir?ﬁﬂ)’ an.l D\'m iF ;:fnluuzs:.
Female White wioowtD owvorceo 0 June 13,1873 |

10¢. USUAL OCCUPATION (Give kind ofwork done |10b. KIND OF BUSINESS OR INDUSTRY

during mest of working life, even if retired)

At Home

12. CITIZEN OF WHAT COUNTRY?

U.SCA.

11. BIRTHPLACE (City and wtate or country)
St.Louls Missouri

e

13. FATHER'S NAME

. Sigmund Stampfer

14. MOTHER'S MAIDEN NAME

Sophie Furth

15. WAS DECEASED EVER IN U. S, ARMED FORCES?
{¥es. no. or unknoon) { (If ves, pive war or dales of servics)

16, SOCIAL SECURITY NO.

17. INFORMANT Address

MEDICAL CERTIFICATION

IMMEDIATE CAUSE (a)

-—gu.%e CDM@JﬁA—aL

No. Unk. HaroldCook 557 Warren Ave.
18. CAUSE OF DEATH [Enler only one cause per line for (a), (b). and (c).] . INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ¢ X/ . . i {7?\ ~ 2 ONSET AND DEATH

P2 .

Conditions, if any,

which gace rise fo
above causze (0),
sating the under-
. Iying cause last.

-"Mm_,o_-bc.

DUE TO (¢)

BUE TC (5)65/-5;4&-._ @@W gnloxa; 1 c?,uw_e_Q
w V

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(2)

AS AUTO
ERFO
YES NO

|

Death accurred at m on the dat

20a. ACCIDENT SUICIDE HOMICIDE [ 205. DESCRIBE HOW INJURY OCCURRED. (Enfer nature of infury in Part Ior Pari 11 of item 19.}
20c, TiME OF Hour Month, Day, Year
INJURY a. m.
p.m, .
20d. INJURY QCCURRED 20¢. PLACE QF INJURY (e. g., in or abou! home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT []  HOT WHILE [] Jarm, factory, street, office bidp., efc.) .
WORK AT WORK A p )
— rd gy
21. f attended the deceased from 7' é , to S and last saw }f" f afive on S 'S 7

stated above,; and'to the best of my knowledge, from the causes sra{ed.

oy

22a, s::/zfunt 5 ; (Degne or rme}

22¢. DATE SIGNED

?4;—'-0___, 6752&, £

. ADDRESS

LfaﬁoﬁcZJJ

ZWML/&EMMM 235, DATE
cuowl.g eify)

B:(NAME OF CEMETERY OR CREMATORY

Mt.Sinai Cemetery

234. LOCATION (Cily, town. or county) (State)
St.Louis County Missouri

ufi 1/6/57

24. FUNERAL DIRECTOR
i kopf Inc,5216 Delmar

25. DATE RECD. BY LOCAL REG.

- 4510

26. :EGISTRAR‘S SIGMATURE E B

{Licensed Embalmer’s Statement on Reverse Side)




-t

PR

- ] - - - ~ - & H -
.. - d
. .
-

 STATEMENT BY LIPENSED EMBALMER

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

by me, or by ... ...l Ceeenns B reaaeld ettt et

working under my personal supervision,.

Student ... it
Szgnnr.ure of Student Embalmer

Licensed Embalmer No._jf

P. O. Address .. ...oooeemnnon.,

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 ermbalmed by a STUDENT, he also shall sign in his OWN handwrltlng

cif thxs body is not embalmed, fact should be so stated above.



