Dactor, coroﬁor, ete. must use only stondard nomenclature in item 18. No symptoms will be listed. All

discoses in Part | must be cosually related.

securing Tng medrcal calfiiic:

Caroner cannot certify to a death due te natural causes.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

FILED MAY 151957

THE DIVISION OF HEAL TH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

415688

S5TATE FILE NUMBER

Ragistration Distriet Ne. ...

Primary Registration District No, ﬁoh

.- Rogistrar's No, L.

09

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where duceosed lived.

IF institution:

Residance bafore
admission}

. STATE b. COUNTY
o COUNTY  8t. Louis ° Mo.
b. C(I)':;f {If outside corporate limits, give TOWNSHIP only)| Inside Limits e. CITY Inside Limits
R
rowe Berkeley City veo Mool R, St. Louls v M noo

c. FULL NAME OF (If NOT inhespital, give location)

Home-1 Y

Length of stay in }h /"'

é%EET

outside, give locaotian)

5670 Oleatha Ave.

Reside on Farm

HOSPITAL OR
2 Z instiTumnion Jubbartt Nurs ing ADDRESS YesDO No.
3 :::lt:‘ ::rn ral = oT 'u%ﬁae Loat 4 ugts Monih Day Year
(Type ar print) MAGDALEN STEPHAN DEATH Apr. 25 19 57
3. SEX / 6. cOLOR OR RACE |7 warriep (] never marmeo [J) 8 DATE OF BIRTH ‘9. ?usafb(i'r?ngﬁr)’ ::'::'ER lD\;E:R hr;:f:n “,::f'
Female Whibe WIDAWED prvorcep [ Jan. 1 » 1878

"1 102. USUAL OCCUPATION {Give kind of woik done

ring most of working life, even if retired)

ousewor

t0b_ KIND OF BUSINESS QR INDUSTRY

At Home

11. BIRTHPLACE (City and state or counliry)

Bohemla

%

U

12. CITIZEN OF WHAT COUNTRY?

.S.A'

13, FATHER'S NAME

Peter Cepicky

14, MOTHER'S MAIDEN NAME

Mary Kasal

15, WAS DECEASED EVER IN U. S. ARMED FORCES?
(¥es, no, or unknoen) | (If yes, give war or dales of servics)

[o} None

16. SOCIAL SECURITY NO.

Y114 5idi

17,

>Mapy_Janecka Hll5a Jamleson Ave.

INFORMANT

PART I. DEATH WAS CAUSED BY:
tMMEDIATE CAUSE (a}

Conditiona, if any,

DUE TO (&
whick gare rise fo o 4

18. CAUSE OF DEATH [Enler only one cauge per line far (a), (). and (c}.] -

Address

INTERVAL BETWEEN
ONSET AND

ATH

m___wji;Zez____

WHILE
WORK

NOT WHILE
AT WORK

ATD

Jarm, factory, street, office bidy., etc.)

above cause (O . '
stating the under i
> lying cause last. DUE TO (¢}
9 PART Il. OTHER SIGNIFICAKT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(n) 15 I"'EARSFS::L%PDEY
= ?
<
i 4/ z o/ ves O no
"i_' 20a. ACCIDENT SUICIDE HOMICIDE | 205. DESCRIBE HOW INJURY OCCURRED. {(Enler nature of infury in Part Ior Part 11 of item 18.)
§ O O a
2‘ 20¢c. TIME OF HMHour  Month, Day, Year
S INURY g, m. . )
E p.m.
X | 204. INJURY OCCURRED 20e. PLACE OF INJURY (e. g., in or chout home, 20f. CITY. TOWN. OR LOCATION COUNTY STATE

-
+ I attended the deceased fIW ta
Death oc rred}t’ Ld m on the dgfe s

/N

AT

7V ey |

2. :unm.. C?EMT?N\' 2%-DATE 23. NAME OF CEMETERY OR CREMATORY '1'34. LOCATION {City, Micn. or counly) yd (Szatc/
EMOVAL (Shecify . X
Removai  |Apr.29, 1957 8/S Peter & Paul Cem.] ~St. Louis, Mo.-

24. FUNERAL DIRECTOR "ADDRESS

Kriegshauser 4228 S.Kingshighway

5

E RECD. BY LOCAL REG.

2b~Y2

26. REGISTRAR'S SIGNATURE

Y20 B o

{Licensed Embalmer’s Statement on Revaerse Side)
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/ STATEMENT BY LICENSED EMBALMER T et e
I hereby c'e‘x;ti.fy that the body whose name is recorded on the reverse side of this certificate was emb:
DY TM8, OF DY e ittt eeee e et e aeeea e eaaeaeeaanssaaanesane e e amane e aann , fStudent Embalmer No............

working under my personal supervision..

Student ...oo o Signed
Signeture of Student Embalmer

- O 3 . P. O. Address .

st -~ - e We AUMIEOO L. e aa e s

L
. - -~ -—

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. = *~ -

If this body-is not embalmed, fact should be so stated above. LT raors
Che e N SO S . Ll ' t S -



