. Public
Service

dissazes in Part | must be casually related. Coroner cannot certify to a death due 1o natural causes.
USE ONLY BLACK INX OR RIBBON TYPEWRITE IF POSSIBLE

Doctor, coroner, stc. must use only standard nomenclature in item 18. No symptoms will be listed. All

socuring the medrcal Ca8

THE DIVISION OF HEAL Tn OF MISS0URI
STANDARD CERTIFICATE OF DEATH

F”-EU MAR 3 7 19R5onfruhon District No. coeeeeeeee 3 18 Primary Registration District an 003

AVIOR

"STATE FILE NUMBER

__________________ Mwmmglsé

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institution: R.sid.nje b.iore)
. STATE b. COUNTY admissien
o COUNTY ° Missouri
b. CCI,LY (I ourside corporate limits, give TOWNSHIP only) | Inside Limits €. CéTY Inside Limiss
. R
Tovn  St. Louls Yesth Nem Tom St. Louls Yosl) NoO
<. ESIS-IL_I’?:EE OF (If NOT inhospital, give locatien)|L angth of stay in 1b STREET {1f autside, give location) Reside on Farm
2/ INSTITUTION 14047 Tholozan | éﬂADDRESS 4047 Tholozan Yesti Nom
3. NAME OF Firat Middle ayt 4. DATE Afonth Day Year
DECEASED OF
(Tvpe or print) ANNA MUDROVIC ceatw March, 22,1957
5. SEX 6. COLOR OR RACE 1. 8. DATE OF BIRTH 9. AGE {/n pears | IF UNDER 1 YEAR |IF UNDER 24 HRS.
MARRIEDTL ] NEVER MARRIED [ | Iavt b:_'[lhdav) Wonthe | Dave | Hours | Min.
Fem&le / m te WIDOWED D / DIVORCED D June ] 18’ 1895 6

| 10a. USUAL OCCUPATION (@ive kind of work done

106, KIND OF BUSINESS OR INDUSTRY
during moat of working life, even if retired)

11. BIRTHPLACE (City amd mtate or country} 12, CITIZEN OF WHAT COUNTRY?

Housewife Austria-Hungary # | +SA .
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME
Andrew Belejik Vercnlce

15. WAS DECEASED EVER IN U 5. ARMED FORCES?
t¥er, ne, or unknown) {If yes. pize war or dates of service)

16. SOCIAL SECURITY NO.
Hone

17. INFORMANT Addrers

Robert Mudrovic 4047 Tholozan

MEDICAL CERTIFICATION

18. CAUSE OF DEATH [Enter only one canae per line for {2}, (b}, gnd ()]
PART I. DEATH WAS CAUSED BY: M W
IMMEDIATE CAUSE (a)

INTERVAL BETWEER

ONTT ANg DEATH

Conditigna, if nnv

which pare ris
above carise a),
stating the under.

- aﬁlﬁt—o MWM .’Lts/q«/

Iying  cause last. DUE TO (¢} Y
PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBYTING TO DEATH BUT NOT RELATED TO m Ium.u. DISEASE CONDITION GIVEN IN PART (1) 13 F\.VE»:!SF&I‘J;?B?Y
f‘ozd' ves[] no B
20a. ACCIDENT SUICIDE HOMICIDE | 200. DESCRIBE HOW INJURY OCCURRED. (Enfer natture of infury in ‘Part 'or Paft 11 of item f&) - T
20¢. TIME OF Hour Monid, Day, Year .
INJURY a. m. - ew . -
p.m.
20d. INJURY QCCURRED 20¢. PLACE OF INJURY (e, 0., in or ahouf home, | 20f, CITY, TOWN. OR LOCATION COUNTY STATE
‘| WHILE AY NOT WHILE g Jarm, factory, street, office Ndo efe.)

WORK AT WORK

21. [ attended the deceased I,

alive on M /""& _/

Death occurred at

f L
773 5{ ):zg. 5 [ Ynar] 57 v, ‘3
P - fer - -
1 and last aaw 5
m on the date stated above; and to the best of my knowlodge, irom the causes stated.

(Depge, ur'mc)
a_' OW ‘

22h, ADDRESS

7629

22c, DATE S[GNED

3-4-5

SVl Qares-

23a. BURIAL, CREMATION,
REMOVAL [Specify)

23h. DATE
Removwa] on

23c, NAME OF CEMETERY OR CREMATORY

23d. LocaTion'\ity, town. or county) (State}

Cemetery

3/5/57 Rasurrect
24, FUNERAL DIRECTOR ADDRESS
CHULICK UND. CO. 1722 S. Jefferson

25. DATE RECD. BY LOCAL REG,

RAR'S SIGNATURE

St. Louis County, Mo,

MAR & 57

{Licensed Embalmer’s Statement on Reverse Side)




- 8 ‘ -
L - -t <« T
PSP N PR T S
SN oA Ly i -
\ T STATEMENT BY LICENSED EMBALMER
.- l “

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

working under my personal supervision.. -

Student .. .ooiiieiiiiiiiiiieiciiieieseeaciieaenana
Signature of Student Embalmer

.. R Li en\se;l E-—t;nbal.;ner Noth'sh(?

P. O. Addressst jﬁ‘fwe’

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

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

. F

esd e * . - T - -— . . .




