R . 2

Coraner cannot certify 1o a death due to natural couses,

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

N

-

disoases in Port | must be :osual.ly related.

THE DIVISION OF HEALTH OF MISSOUR}
STANDARD CERTIFICATE OF DEATH

ALED JUN 20 1957

4‘-’7&’;&3 -.ﬂ"? Registration District No. ........_._.......3.1.8.P!imury Registration District Nl.. -: .. cevesiererennn. Registrars No. i

1. PLACE OF DEATH
a. COUNTY

2. USUAL RESIDENCE (Where decsased lived. IF institution: Bésidance belore
o STATEMi ggoupl b COUNTY odmission)

b. CITY (It outside corporata limits, give TOWNSHIP only)

o] .
o St. Louis

Insida Limirs
YasO NoD

<. C(I}'LY Inside Limits
TOWN St . LOuiS YesO NoO

c. FULL NAME QF (If NOT inhospital, give location)
, +HOSPITAL OR

insTisutiond ewish Hospital

Langth of stay in 1b

2

Reside on Form

q {1 sutside, give locotion)
VLT dbress 6223 Seuthwood

YesDD NeoO

3. :::1!: :}‘fn First Middle Last 4. DATE Monih Day Yeer
(Type or prin) INFANT BOY KLEARMAN sav June 11, 1957

5. SEX 7| 6. coLoR OR RACE 7. marrieo [ NEvER marfitodi]| 8 DATE OF BIRTH ,| 9. ?:sftgii?hgf;;? ;::::m |D\;un wf:upea U es.
Male White winoweo £} oivorcep [} June 10 [) 19 57 I " Iﬁ. I mi-o

-] 10a. USUAL OCCUPATION {(Gloe kind of work done
during moat of toorking life, ecen if retired)

nfant

106. KIND OF BUSINESS OR INDUSTRY

12, CITIZEN OF WHAT COUNTRY?

Ue SeAs

11. BIRATHPLACE (City and atate or country)

St. Louis, Mo,

0

13. FATHER'S NAME

Melvin Klearman

14. MOTHER'S MAIDEN NAME

Sally Petrofsky

15. WAS DECEASED EVER IN U.S. ARMED FORCES?
{Fes, no, or unknown) (IS wee. give war or dates of serviee}

16. SOCIAL SECURITY NO.
no

I7. INFORMANT Address

Melvin Klearman-6223 Scouthwood

18, CAUSE OF DEATH [Entler only one cause per line for (a), (5). and (c).]

PART |. DEATH WAS CAUSED BY: 2 ) .

IMMEDIATE CAUSE {(a}

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, if any,

which gare rise fo
abote ctause ()
stating the under-

lying  cause last, DUE TO (¢}

DUE TO (8) M W
g

dbf;ﬂzfdlkru4¢

=

=] PART 11, QTHER SIGNIFICANY CORDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a} 8. WaAS AUTOPSY

k Z»dz JPERFORMED?
[ O

g 7 0 ves ) no O

= ?0«: ACCIDENT SUICIDE HOMICIDE § 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part Ior Part 1 of item 18.)

& X ] 0-

2| 2c. TIME OF  Hour  Month, Day, Yeor |

fn) INJURY @ m, -

=y p.m.

M}

H

20d. INJURY OCCURRED

WHILE AT NOT WHILE
WORK D AT WORK D

20¢. PLACE OF INJURY (e. ¢., in or about home,
farm, factory, street, office bldg., elc.}

201 CITY. TOWN, ORt LOCATION COUNTY STATE

r rd

21. I attended the deceased from 6 , to
Death occurred at ! . - m on the date

b/ /F’Z andlutuwm ah'veon%L
lt‘ted /bove; and to the best of my knowledge, from’the dauses stated. .

{l22b. ADDRESS 22c, DATE SIGNED

8120 Delmar b/) )57

2a. SIGNATURE He}ita,t i . (D:ﬂ"" or “,:2}4;. E‘D.

23a. BURIAL, CREMATION, | 23b. DATE

RemBET>" | 6/12/57

23¢. NAME OF CEMETERY OR CREMATORY

Chesed Shel Emeth Cem.

23d. LOCATION (City, totrn. of county) (State)

St. Louis County, Mo.

24, FUNERAL DIRECTOR ADDRESS

Herman Rindskopf,Inc.5216 Delmar

25, DATE RECD. BY LOCAL REG,

JUN12°5F

25. REGISTRAR'S SIGNATURE
g. band. &

{Licensed Embalmer’s Statement on Reverse Side) V




LG b | S g, -
: ) S ¥
« e T .7 . e e
el e S, .
t |
B - " STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was e
by me, or by ....... eaemaranaeees T e et e e e e emasaeeetieseeeaseanasacaeannaeanancananaan , Student Embalmer No,...... f
working under my personal supervision..
Student ... .. i iieiiaiiiraasaraaaenieae %@"LQ&C
Signature of Student Embslmer .
: ] - Licensed Embalmer Na 74
- * +
. . ‘
el - v R e ‘  P.O. Addres%; .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
;' -to comply with the above constitutes grounds for revocation of llcense)
If embalmed by a STUDENT, he also shall sign in his OWN handwriting,
If thls body is not embalmed, fact should be so stated above. DA




